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1. INTRODUCTION

Eating disorders (ED) are psychiatric disorders, which often result in serious im-
pairment of psychosocial functioning and one’s physical health, possibly leading
to mortality. They are characterized by a range of abnormal eating behaviours
(e.g., restricted eating, purging behaviours, compensatory behaviours to increase
energy expenditure, binge eating), mostly led by the wish to control one's body
weight and shape. Preoccupation with weight and body shape as well as their
overevaluation and body concerns are the core cognitive features of EDs. (Trea-
sure et al., 2020) EDs can severely impact both physical health and psychosocial
functioning, leading to persistent, life-threatening somatic symptoms and high
psychological distress, as well as significant healthcare and societal costs (Agras,
2001; Kérkkéinen et al., 2018; Keski-Rahkonen & Mustelin, 2016; Qian et al.,
2022).

1.1. Current categorical classification of eating disorders

Current diagnostic manuals of psychiatric disorders — the International Classi-
fication of Diseases 11th Revision (ICD-11; World Health Organization (WHO),
2024) and the Diagnostic and Statistical Manual of Mental Disorders, Fifth
Edition, Text Revision (DSM-5-TR; American Psychiatric Association (APA),
2022) both encompass three major EDs, but additionally three feeding disorders.
Anorexia nervosa (AN), bulimia nervosa (BN), and binge eating disorder (BED)
are the three EDs, while avoidant-restrictive food intake disorder (ARFID), pica
and rumination-regurgitation disorder, which were previously categorized as
childhood disorders, make up the feeding disorders trio. In addition, both diag-
nostic manuals offer the possibility to code the disorder as other specified feeding
or eating disorders (OSFED) for disorders not reaching the full criteria of an ED
or unspecified feeding or eating disorders (UFED), mainly for individuals not
fitting any other category or for whom there is not enough information about to
make a specific diagnostic decision.

Anorexia nervosa is characterized by significantly low body weight, more
particularly body mass index (BMI) below 18.5 kg/m? in adults (or for children
and adolescents BMI-for-age under 5th percentile) or rapid weight loss or failure
to gain weight considering one’s expected developmental trajectory. However,
DSM-5-TR does not specify a strict cut-off, instead emphasizing a clinically
significant deviation from expected weight in the context of age, sex, develop-
mental trajectory, and health status, which reflects the ongoing lack of consensus
regarding precise thresholds (APA, 2022). Individuals with AN show extreme
restrictive eating behaviour, and may also show excessive physical activity,
and/or purging behaviour (e.g. self-induced vomiting). The behaviours are led by
extreme fear of weight gain and overevaluation of body weight and shape. Buli-
mia nervosa encompasses frequent recurrent episodes of binge eating followed
by compensatory behaviours (e.g., self-induced vomiting, misuse of drugs



targeting or influencing weight loss, strenuous exercise). Binge eating is defined
as a limited period of time where the individual experiences loss of control over
food intake leading to consuming notably more food than usual and finds this to
be highly distressing. Similarly to AN, individuals with BN also show pre-
occupation with their body weight and shape. BED is characterized by highly
distressing and frequent episodes of binge eating. Binge eating episodes often
bring up intense feelings of guilt, shame, and disgust. In contrast to individuals
with BN, compensatory behaviours do not frequently follow binge eating epi-
sodes. (WHO, 2024)

While individuals with AN, BN, and BED often show preoccupation with
body weight and shape, feeding disorders represent a distinct group. These dis-
orders are defined by disturbances in feeding behaviour that are not motivated by
weight or shape concerns, but that nonetheless lead to clinically significant con-
sequences such as nutritional deficiencies, weight loss or growth impairment,
dependence on nutritional supplements, or marked interference with psychosocial
functioning. These disturbances may manifest as persistent avoidance of certain
foods, lack of interest in eating, repeated regurgitation, or the consumption of
non-food substances. (APA, 2022; WHO, 2024)

Among feeding disorders, avoidant-restrictive food intake disorder (ARFID)
may superficially resemble EDs, particularly in cases of low weight or nutritional
compromise, which can lead to diagnostic confusion. However, ARFID is diag-
nostically distinct because body image disturbance is absent. It is defined by
avoidance or restriction of food intake that results in significant weight loss (or
failure to gain expected weight), nutritional deficiencies, or dependence on
supplemental feeding. Significant functional impairment (e.g., in social or edu-
cational domains) typically accompanies ARFID, and restriction may involve
both the amount and variety of food (WHO, 2024). DSM-5-TR also describes
three main ARFID profiles: (1) ARFID with sensory sensitivity (e.g., toward
taste, texture, smell), (2) ARFID related to fear of aversive consequences (e.g.,
vomiting, choking), and (3) ARFID characterized by a lack of interest in food or
eating (APA, 2022).

1.2. The prevalence and gender differences
in disordered eating

The prevalence of EDs may still be underestimated, but average lifetime pre-
valence in Western cultures has been estimated to be about 1.89%, and is higher
in women overall reaching about 2.6% in females (Qian et al., 2022). Other
studies have found the percentages to be higher — 8.4% for woman and 2.2% for
man (Galmiche et al., 2019). Meta-analytic findings estimate the prevalence of
disordered eating (DE — wide array of ED related behaviours that do not reach
clinical threshold) to be around 22%, with significantly higher rates among girls
compared to boys (Lopez-Gil et al., 2023). For example, among adolescents aged
10 to 18 years, 30.9% of girls and 14.6% of boys were identified as at risk for
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EDs (Zeiler et al., 2016), a pattern consistent with earlier studies reporting DE in
approximately 24% of girls and 16% of boys (Hautala et al., 2008). In other
studies even higher percentages have been reported — e.g., 50% of girls and 30%
of boys showing DE in adolescence (Yoon et al., 2020). In clinical settings,
however, the gender gap appears even more pronounced: outpatient data show a
female-to-male ratio of approximately 5:1 (83.5% women vs. 16.5% men), with
AN and BN predominating among females, whereas BED is the most frequently
diagnosed ED among male patients (Valente et al., 2017).

Gender differences also emerge in symptom presentation, with excessive
exercise and fasting more prevalent among male patients, whereas self-induced
vomiting and laxative or diuretic use are more frequently reported by female
patients (Valente et al., 2017). However, emerging evidence highlights the
potential underdiagnosis and undertreatment of EDs in males, partly because
existing diagnostic frameworks and screening tools are are primarily based on
symptom presentations more common in women (e.g., drive for thinness rather
than muscularity concerns). As a result, the true prevalence of EDs among men
may be substantially underestimated (Gorrell & Murray, 2019; Murray et al.,
2017). Moreover, risk factors of DE may also operate differently across genders.
For instance, body dissatisfaction strongly predicts weight and shape concerns in
girls, while among boys, its predictive effect may depend on interaction with
higher BMI (Micali et al., 2015). Additionally, it has been argued that gender-
specific body ideals (thinness versus muscularity) warrant separate investigation
of risk mechanisms (Gorrell & Murray, 2019).

1.3. The development of disordered eating

Although there is no clear consensus about the average age of onset of EDs,
adolescence and young adulthood (approximately ages 12 to 25) represent the
highest-risk period, with incidence rates peaking in mid-adolescence and early
adulthood (Favaro et al., 2019; Schmidt et al., 2016; Volpe et al., 2016). Adole-
scence is a critical developmental period marked by profound biological, psycho-
logical, and social transitions. These physiological and hormonal changes, com-
bined with increasing psychosocial pressures to conform to culturally idealized
body types, are thought to contribute to increased vulnerability to EDs during this
period (Keel & Forney, 2013; Klump, 2013). Research mostly suggests that the
peak incidence of EDs occurs between the ages of 14-15 years (Lopez-Gil et al.,
2023; Micali et al., 2013). However, symptoms can begin earlier, and cases of
early-onset EDs, defined as onset before age 13, have been increasingly re-
cognized (Nicholls et al., 2011). The timing of onset also appears to differ by ED
subtype: disorders characterized by restrictive behaviours, such as AN, tend to
emerge earlier, whereas conditions involving binge eating or purging behaviours
typically develop later in adolescence (Nagl et al., 2016; Volpe et al., 2016).
Despite general findings, recent developmental research increasingly high-
lights that DE symptoms may begin much earlier and follow heterogeneous
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trajectories across childhood and adolescence. Longitudinal studies using growth
mixture modelling (GMM) have shown that individuals do not follow a uniform
course, but instead display distinct patterns of symptom emergence, stability, and
escalation across development. Several studies have consistently identified at
least three broad developmental trajectories for DE. Typically, these include a
low-stable trajectory, where DE symptoms remain minimal over time; an
increasing trajectory, where symptoms escalate during adolescence; and a high-
decreasing trajectory, where initially elevated DE symptoms decline over time
(Fairweather-Schmidt & Wade, 2016). Although these patterns are the most
consistently replicated, additional trajectories have also been reported. Some
studies have distinguished subgroups with stable-moderate and moderate-in-
creasing symptom levels (Aimé et al., 2008), as well as moderate-decreasing
trajectories (Rodgers et al., 2016; Wang et al., 2019) and high-stable trajectories
(Pereira et al., 2024), highlighting even greater heterogeneity in DE development.
Conversely, other studies have found only a basic distinction between high- and
low-symptom groups (Breton et al., 2022).

Importantly, different features of DE may follow distinct developmental
courses, making the overall picture even more nuanced. For instance, in addition
to the typical low, increasing, and high-decreasing patterns found for binge eating
and food preoccupation, researchers have identified delayed increase and delayed
decrease trajectories in dieting behaviours (Bodell et al., 2018). Developmental
patterns identified based on specific facets of DE may also depend on the age at
baseline assessment included in the studies. For example, studies focusing on the
timing of symptom onset indicate that body dissatisfaction often appears first,
sometimes as early as ages 9-11 (Bodell et al., 2018). Similarly, Lacroix et al.
(2023) found largely stable body esteem trajectories between ages 11 and 15, with
elevated DE symptoms evident from as early as age 11 and Breton et al. (2022)
identified that the most prominent rise in DE symptoms occurred between ages
12 and 15, while BN-related symptoms have been found to peak slightly later
(Verschueren et al., 2020).

Sample composition based on gender and other factors included in trajectory
analysis may also play a role. Although girls are typically more likely to follow
high-risk trajectories, the slopes of DE symptom trajectories may not signifi-
cantly differ by gender (Breton et al., 2022; Verschueren et al., 2020). However,
when BMI was incorporated into the analysis, more differentiated pathways were
observed among girls: (1) normal BMI with low DE, (2) low BMI with low DE,
(3) normal BMI with high DE, and (4) high BMI with high DE. Among boys,
trajectories were less differentiated, with most following normal BMI with low
DE and a smaller group showing high BMI with DE (Verschueren et al., 2020).

Heterogeneity in trajectories carries important clinical implications. Adole-
scents who follow increasing or high-stable trajectories are at greater risk of
developing full-syndrome EDs, as ED symptoms tend to persist or escalate over
time (Herle et al., 2020; McClelland et al., 2020; Stice et al., 2017). Under-
standing when and among whom DE develops offers meaningful insights for
early prevention and targeted intervention.
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1.3.1. Developmental risk factors of eating disorders

Several biological, psychological, and sociocultural factors contribute to the
development of EDs and DE during adolescence, with many risk factors
appearing relatively consistent across ED diagnoses (Barakat et al., 2023; Culbert
etal.,2015; Hilbert et al., 2014). Biological vulnerabilities include genetic predis-
positions, alterations in gastrointestinal microbiota, and even autoimmune pro-
cesses (Bulik et al., 2019; Fan et al., 2023; Hedman et al., 2019; Terry et al.,
2022). Psychological risk factors such as perfectionism, negative urgency,
elevated negative affectivity, emotion regulation difficulties, and low self-esteem
have been consistently moderately to strongly associated with DE (Colmsee et
al., 2021; Culbert et al., 2015; Farstad et al., 2016; Prefit et al., 2019). From a
sociocultural perspective, perceived pressure for thinness from media and peers,
internalization of societal body ideals, and resulting body dissatisfaction further
amplify the risk (Izydorczyk & Sitnik-Warchulska, 2018; Rohde et al., 2015;
Weissman, 2019). There is mixed evidence regarding weight status as a risk
factor: while some studies find that being overweight, particularly when com-
bined with depressive symptoms, increases the risk for DE (Goldschmidt et al.,
2015; Stice et al., 2011), others report no direct association between BMI and DE
(Rohde et al., 2015). Specific behaviours such as early dieting attempts or,
conversely, family patterns of overeating have also been implicated as precursors
of later ED pathology (Hilbert et al., 2014; Stice et al., 2011). Comorbid
psychiatric conditions such as depression, anxiety, and personality disorders have
been shown to increase the severity and chronicity of ED symptoms (Hambleton
et al., 2022a; Momen et al., 2022). Family dynamics, including poor commu-
nication, parental criticism, or a family history of EDs, can also play a crucial
role (Del Casale et al., 2023; Van Malderen et al., 2023). In addition, adverse life
events, including trauma have been strongly associated with EDs (Brewerton,
2022; Guillaume et al., 2016).

1.4. Beyond categories: limitations of current eating
disorder classifications

Although the current categorical classifications of EDs have developed in recent
years and are now accompanied by the option to use specifiers (e.g., binge-
eating/purging or restrictive type for AN, severity assessment based on BMI (for
AN), frequency of compensatory behaviours (BN), and frequency of binge eating
episodes (BED)) (APA, 2022; WHO, 2024), substantial limitations remain.

A large proportion of individuals with clinically significant symptoms still
do not fit into any diagnostic category, either because they do not meet full
criteria, display overlapping symptoms from multiple EDs, or shift between
diagnoses over time (Ackard et al., 2011; Schaumberg et al., 2019; Solmi et al.,
2024). This results in frequent OSFED diagnoses, which may contribute to
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diagnostic ambiguity and create confusion among clinicians and patients alike
(Solmi et al., 2024).

Moreover, DE is also highly prevalent in general population and the boundary
between clinical EDs and subclinical ED is often unclear (Hay et al., 2023;
Peschel et al., 2024). DE encompasses a wide array of behaviours from dieting,
excessive exercise, infrequent purging behaviour to different distress levels due
to body weight and shape concerns (Pereira & Alvarenga, 2007; Tanofsky-Kraff
& Yanovski, 2004). There is growing recognition that eating behaviours exist on
a continuum, ranging from normative eating to disordered patterns and clinically
significant ED symptoms, rather than as discrete categories.

As stated, ED diagnoses are characterized by considerable heterogeneity
meaning individuals with the same diagnosis can differ substantially in symptom
presentation, comorbid conditions, and personality traits (e.g., Colizzi et al.,
2024; Keski-Rahkonen & Mustelin, 2016; Riesco et al., 2018). For example, an
individual diagnosed with AN binge-eating/purging subtype may resemble
someone with BN more closely than another individual with AN restricting sub-
type. This diagnostic heterogeneity complicates research and clinical decision-
making (especially in the already critical landscape of ED interventions) and may
ultimately hinder treatment outcomes (Kazdin et al., 2017; Monteleone et al.,
2022). For instance, there are no meta-analyses for treatment response among
individuals with OSFED, despite its clinical significance and comparable chroni-
city and remission rates to AN and BN (Monteleone et al., 2022). Overreliance
on traditional diagnostic boundaries may therefore limit the identification of
shared, transdiagnostic mechanisms underlying EDs and may bias both research
findings and clinical care by systematically excluding large subsets of affected
individuals.

1.4.1. Alternative approaches to eating disorder classification

Given the previously discussed limitations of categorical classification systems
in EDs, there has been growing interest in alternative approaches that move
beyond rigid diagnostic categories focused solely on ED-specific behavioural
symptoms. Categorical systems often provide limited insight into the mecha-
nisms that maintain EDs and can constrain treatment development and research
(Insel et al., 2010; Wildes & Marcus, 2013a). These concerns span across
psychological, nosological, and genetic research domains, where meaningful
diagnostic categories are essential for accurately studying disorders and drawing
valid conclusions (Bulik et al., 2021; Livney et al., 2025).

Wildes & Marcus (2013a) highlight two primary models in ED classification
research: one that classifies individuals based on specific ED symptoms, and
another that emphasizes comorbid psychopathology or associated features, such
as personality traits. The latter approach may provide a more integrative and
individualized understanding of EDs by capturing the dynamic interplay between
symptoms and underlying personality characteristics. Indeed, personality traits
have been consistently linked to the development, expression, and maintenance
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of EDs (Cassin & von Ranson, 2005; Dufresne et al., 2020; Farstad et al.,
2016), suggesting that their inclusion in classification models could improve
predictions of treatment outcomes and clarify both shared and distinguishing
features across subtypes (Wildes & Marcus, 2013a). Moreover, personality-
informed classifications may help bridge the gap between dimensional and
categorical perspectives by offering clinically meaningful subgroups that reflect
both symptom severity and etiological diversity.

1.5. Personality and personality-based subtypes
in eating disorders

Research on personality traits has consistently demonstrated significant associa-
tions with EDs and DE. Neuroticism, a transdiagnostic risk factor for nearly all
forms of psychopathology, characterized by emotional instability and a height-
ened tendency toward negative affect, has been strongly linked to EDs across
diagnostic categories (Dufresne et al., 2020; Farstad et al., 2016). Conscientious-
ness has shown mixed associations: stronger associations are typically observed
in individuals with AN restricting type compared to those with BN, BED, or
OSFED (Dufresne et al., 2020; Farstad et al., 2016). Paradoxically, lower levels
of conscientiousness have also been associated with greater body dissatisfaction,
regardless of actual body weight (Allen & Robson, 2020). Findings related to
openness to experience, and agreeableness have generally shown weaker, null, or
inconsistent associations with EDs. Results regarding extraversion have also been
mixed, though some studies suggest that lower levels of extraversion may predict
higher level of DE (for an overview, see Gilmartin et al., 2022).

The observed inconsistencies in the literature may be partly explained by
additional ED-associated behaviours, comorbid traits, or symptom severity,
which can moderate or mediate associations between personality and ED be-
haviours (Legg & Turner, 2021). This suggests that personality traits do not map
neatly onto ED diagnostic categories, but their influence depends on such inter-
acting factors. It is also important to consider the level of analysis at which per-
sonality is assessed: broad domains may obscure associations that become clearer
when examining narrower facets or nuances. Taken together, these points under-
score the need to move beyond a one-size-fits-all view and to conceptualize per-
sonality dimensions along continuum such as inhibition-disinhibition or effortful
control, which may provide a more nuanced framework for classifying DE based
on personality (Wildes & Marcus, 2013a).

In line with this, a consistent pattern has emerged across studies that classify
or profile individuals based on personality traits. Three main subtypes are fre-
quently identified: undercontrolled, overcontrolled, and resilient (high func-
tioning). The undercontrolled subtype is typically characterized by elevated
impulsivity, poor emotion regulation, and a tendency toward disinhibited be-
haviours. In contrast, the overcontrolled subtype is marked by excessive
inhibition, heightened perfectionism, and cognitive and behavioural rigidity. The
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resilient (or high functioning) subtype, by comparison, is distinguished by adap-
tive self-regulation, lower levels of psychopathology, and greater use of flexible
coping strategies. These subtypes have been observed in both clinical and com-
munity samples, across different personality measures and classification techni-
ques (Gilmartin et al., 2024; Isaksson et al., 2021; Schaefer et al., 2024; So et al.,
2024; Thompson-Brenner & Westen, 2005; Turner et al., 2014; Wildes et al.,
2011; Wildes & Marcus, 2013a). In addition to these three main subtypes, several
studies have identified additional profiles that may further refine our under-
standing of heterogeneity in EDs (e.g., Krug et al., 2011; Thompson-Brenner et
al., 2008).

Personality-based subtypes often reflect broader dimensions of control,
ranging from overcontrol to undercontrol, or from inhibition to disinhibition —
dimensions thought to underlie both the development and maintenance of EDs.
Among the traits most consistently associated with these dimensions, and with
EDs more broadly, are perfectionism and impulsivity. These traits not only map
conceptually onto the over- and undercontrolled subtypes but also represent well-
established risk and maintenance factors across ED diagnoses. Investigating their
interplay may thus offer a more refined understanding of individual differences
in ED expression and contribute to more targeted prevention and intervention
strategies.

1.5.1. Perfectionism and eating disorders

Perfectionism has been defined as “the tendency to demand of others or oneself
an extremely high or even flawless level of performance, in excess of what is
required by the situation” (APA Dictionary of Psychology, 2018). It is widely
recognized as a multidimensional personality construct. One of the most com-
monly used frameworks is provided by Frost et al. (1990), who identified key
dimensions of perfectionism: personal standards, concern over mistakes, doubts
about actions, parental expectations, and parental criticism — the latter two
reflecting perceived external standards and evaluation. These dimensions are
frequently grouped into two higher-order domains: perfectionistic strivings,
which involve setting and pursuing high personal standards, and perfectionistic
concerns, which reflect worries about making mistakes, fear of negative evalua-
tion, and self-criticism.

Building on this distinction, researchers have emphasized that perfectionism
encompasses both maladaptive and adaptive components, with the former linked
to psychological distress and the latter associated with motivation and achieve-
ment (Stoeber & Otto, 2006). Relatedly, the concept has been also described as
clinical perfectionism, referring to the persistent pursuit of high personal
standards despite negative consequences (Shafran et al., 2002). Perfectionism,
particularly its maladaptive dimensions, has been consistently linked to over-
control, inhibition, and even compulsivity in broader psychological re-
search (Dimaggio et al., 2018; Lunn et al., 2023; Pinto et al., 2017). Perfectionism
has been included into theoretical frameworks regarding EDs — most notably, the
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transdiagnostic model of EDs, which highlights that dysfunctional perfectionism
contributes to rigid rules and ideals surrounding body shape and weight. Ac-
cording to this model, individuals often base their self-worth on achieving these
standards and maintaining perceived control (Fairburn et al., 2003; Riley et al.,
2007). Indeed, perfectionism has been associated with several forms of psycho-
pathology, including EDs, and is considered a possible transdiagnostic risk factor
and a maintaining mechanism (Egan et al., 2011).

There has been extensive research examining the associations between per-
fectionism and EDs (Stackpole et al., 2023) as well as perfectionism and broader
psychopathology (Limburg et al., 2017). In individuals with AN, higher levels
of maladaptive perfectionism have been observed compared to healthy controls,
although no significant differences have consistently emerged when comparing
AN and BN populations (Dahlenburg et al., 2019). Perfectionistic concerns, such
as fear of making mistakes and overly critical self-evaluations, have been linked
to the development of BN-related symptoms (Kehayes et al., 2019). Regarding
binge eating, associations have been found between perfectionism and binge
eating, with stronger links observed for perfectionistic concerns than for per-
fectionistic strivings (Vicent et al., 2023). Perfectionism (both perfectionistic
strivings and concerns) has been consistently linked to DE also in children and
adolescents, suggesting that it may serve as an early-emerging risk factor (Bills
et al., 2023; Johnston et al., 2018; Livet et al., 2023). Similar to findings in adult
populations, no substantial differences have been observed in how perfectionism
relates to binge-purge versus dietary-restraint ED subtypes in youth (Curzio et
al., 2018) and perfectionistic concerns appear to be a more robust and consistent
predictor of DE than perfectionistic strivings (Vacca et al., 2021). Taken together,
these findings highlight the importance of perfectionism, especially its mal-
adaptive aspects, across developmental stages and the full spectrum of DE
behaviours.

Discussion about whether perfectionistic strivings can sometimes reflect a
more adaptive form of perfectionism continue. Some researchers have suggested
that adaptive perfectionism may relate differently to EDs depending on the
specific diagnosis (Kehayes et al., 2019). However, a broader meta-analysis
found that EDs were the only diagnostic category that showed strong associations
with both dimensions of perfectionism — perfectionistic strivings and concerns
(Limburg et al., 2017). Keeping in mind the limitations of categorical diagnoses,
Stackpole et al. (2023) conducted a meta-analysis connecting ED diagnoses into
a single group. Their results again supported that both perfectionistic strivings
(small, pooled association) and concerns (moderate association) are linked to ED
symptoms.

1.5.2. Impulsivity and eating disorders

Impulsivity is a multifaceted construct, generally defined as the tendency to act
quickly without adequate thought or insufficient consideration of the conse-
quences (Barratt, 1983; Daruna & Barnes, 1993). Impulsivity encompasses
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several dimensions, although the specific dimensions may vary depending on the
scale used. For example, common dimensions include lack of premeditation, lack
of perseverance, sensation seeking, and urgency, the latter referring to impulsive
actions driven by emotional states (Whiteside & Lynam, 2001). Other models
instead distinguish attentional, motor, and non-planning impulsiveness (Patton et
al., 1995). Neurobiological distinctions have also been proposed; for example,
reward expectation and delay discounting are associated with different neuro-
anatomical and neurochemical systems than response inhibition and cognitive
dysregulation (Dalley & Robbins, 2017). Impulsivity can be conceptualized as
both a state and trait construct, although correlations between behavioural mea-
sures of impulsivity and self-reported trait impulsivity measures have yielded
mixed results (Baker et al., 2024; Huang et al., 2024; Wingrove & Bond, 1997).

Psychology literature has further categorized impulsivity into dysfunctional
and functional domains (Dickman, 1990). Dysfunctional impulsivity (DFI) refers
to a tendency to act hastily and without reflection, often leading to negative
outcomes such as risky or harmful behaviours. In contrast, functional impulsivity
(FI) reflects the ability to make quick decisions and take rapid action in situations
where speed is advantageous. Recognizing the potentially adaptive aspects of
impulsivity offers a more nuanced and dimensional perspective of the trait,
especially as studies have found differential associations between FI and DFI and
various psychological outcomes. DFI has been commonly linked to a wide range
of psychopathologies, including mood disorders, substance use disorders, per-
sonality disorders, and EDs (Crisp & Grant, 2024). While impulsivity has tradi-
tionally been associated with externalizing problems, it has also been linked to
internalizing psychopathology, particularly through the constructs of negative
and positive urgency, which reflect emotion-driven impulsivity (Cosi et al., 2011;
Willie et al., 2022). Research on the role of FI in psychopathology is more
limited. However, existing studies suggest that FI is associated with higher levels
of extraversion and lower levels of neuroticism (Smillie & Jackson, 2006), more
efficient and accurate information processing (Brunas-Wagstaff et al., 1994). In
contrast, lower levels of FI may predict the development of generalized anxiety
disorder (Pawluk & Koerner, 2013).

Impulsivity has long been linked to EDs, particularly those characterized by
binge eating and purging behaviours, but it has been argued that focusing solely
on these behaviours risks oversimplifying the complex associations between
impulsivity and EDs (Lavender & Mitchell, 2015; Waxman, 2009). Individuals
with BN and BED frequently report elevated impulsive tendencies, and impul-
sivity has been associated with both the occurrence of binge episodes (Fischer et
al., 2008) and with the severity of BED, as patients scoring high on impulsivity
often present with more severe eating pathology, elevated depressive symptoms,
and greater psychiatric comorbidity compared to those with lower impulsivity
(Boswell & Grilo, 2021). Similar patterns have been observed in individuals with
the binge-purge subtype of AN, who show impulsivity particularly in relation to
purging behaviours (Hoffman et al., 2012).
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At the same time, impulsive traits are not limited to disorders involving bingeing
or purging. Even individuals with the restrictive subtype of AN have demon-
strated tendencies such as emotional instability and poor decision-making, parti-
cularly under distress (Mallorqui-Bagué et al., 2020). Thus, although impulsivity
is most consistently associated with binge-type presentations, it is not exclusive
to them. Indeed, across all ED subtypes, elevated rates of comorbid impulse-
control disorders and behavioural addictions have been reported (Devoe et al.,
2022).

Although much of the literature has focused on adults, similar associations
are emerging in adolescents, though findings have been more mixed. As in adults,
impulsivity has been linked to the development of binge eating (Pearson, Za-
polski, et al., 2015), but in some studies, it has failed to predict DE (Wonderlich
et al., 2004). More recent research has shifted toward examining impulsivity in
interaction with other traits. For example, adolescents with high impulsivity and
affective reactivity are at increased risk of developing DE attitudes over time
(Evans et al., 2019), as are those with a combination of impulsivity and high
neuroticism (Lee-Winn et al., 2016). Recent reviews emphasize that impulsivity
plays a more complex, nuanced (rather than straightforward) role in EDs than
previously thought (Barakat et al., 2023; Varela et al., 2023).

Altogether, these findings highlight that impulsivity contributes to a broader
range of DE patterns than previously recognized. A nuanced understanding of its
role across ED subtypes and developmental stages may support the development
of more tailored prevention and intervention strategies. Adolescence is a critical
developmental period marked by heightened impulsivity and emotional reacti-
vity, making it especially important to understand how specific facets of impul-
sivity contribute to ED risk during this stage.

1.5.3. Coexistence of impulsivity and perfectionism

Perfectionism and impulsivity have traditionally been viewed as opposing con-
structs along a continuum of self-control — perfectionism reflecting excessive
inhibition or overcontrol, and impulsivity reflecting undercontrol or disinhibition.
This binary model has influenced much of the clinical and research understanding
of EDs (e.g., in descriptions of overcontrolled vs. undercontrolled personality
styles) (Gilmartin et al., 2024; Isaksson et al., 2021). However, emerging evi-
dence challenges this view, showing that these traits often co-occur and interact
in ways that heighten vulnerability (Boone et al., 2014; Christian et al., 2021;
Slof-Op’t Landt et al., 2016). This interplay may help explain the heterogeneity
observed in ED presentations. For example, individuals with binge-type eating
disorders frequently show both high impulsivity (particularly negative urgency,
the tendency to act rashly under distress) and high perfectionism, including rigid
standards and self-criticism, which in turn may contribute to compensatory be-
haviours (Davis et al., 2024; Racine et al., 2017; Vicent et al., 2023). Even indi-
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viduals with restrictive eating patterns, such as those seen in AN, may simul-
taneously display impulsive tendencies, particularly in the form of bingeing,
purging, or self-harm (Lavender et al., 2017; Lavender & Mitchell, 2015).

The construct of compulsivity can also help to explain their co-occurrence by
highlighting rigid, repetitive control that overlaps with maladaptive perfectionism
(Lunn et al., 2023; Pinto et al., 2017; Wu & Cortesi, 2009). Importantly, compul-
sivity and impulsivity are not polar opposites: in broader psychopathology, such
as personality and obsessive-compulsive disorders, they frequently co-occur and
may reflect distinct expressions of impaired self-regulation (Fineberg et al., 2014;
Robbins etal., 2012). A review has also concluded that there is no strong evidence
to conceptualize AN as a disorder of compulsivity and BN as a disorder of im-
pulsivity — the findings are mixed and show support for the transdiagnostic view
of EDs, challenging traditional assumptions of clear trait-based diagnostic
distinctions (Howard et al., 2020).

One mechanism linking perfectionism and impulsivity is shared emotion
regulation difficulty: both traits are associated with maladaptive strategies. In
perfectionism, rigid attempts to control emotional discomfort (e.g., suppression,
rumination, cognitive avoidance) can paradoxically intensify distress. In impul-
sivity, distress is often managed via rapid, relief-seeking actions (Fisher-Fox et
al., 2024; Maier et al., 2021; Schreiber et al., 2012). Their co-occurrence may be
especially problematic when perfectionistic concerns heighten negative affect
(often via rumination or suppression) which is then discharged through impulsive
behaviours (Vois & Damian, 2020), particularly among individuals high in
emotion-driven impulsivity (Carver & Johnson, 2018). So paradoxically, extreme
perfectionistic control may itself represent a form of underlying emotional dys-
regulation, ultimately resulting in loss of control and impulsive behaviours. Con-
versely, heightened impulsivity can destabilize perfectionistic goal pursuit and
exacerbate psychological distress, for example, by amplifying self-disgust (Lazu-
ras et al., 2019).

The interplay between these traits has been associated with increased severity
of DE and EDs. Boone et al. (2014) found that individuals high in both per-
fectionism and impulsivity exhibited greater symptom severity than those high in
either trait alone. Beyond eating pathology, Christian et al. (2021) reported that
co-occurring elevations in perfectionism and impulsivity were linked to higher
psychiatric symptom burden across multiple domains. These findings align with
models proposing alternating cycles of rigid control and behavioural disinhibition
(Fairburn et al., 2003; Pearson et al., 2015). At the same time, results are not
uniform: some studies suggest that maladaptive perfectionism can relate to lower
impulsivity, whereas facets of adaptive perfectionism show positive associations
with impulsivity (Wainwright et al., 2020). Taken together, the evidence indicates
that perfectionism and impulsivity are neither simple opposites nor independent;
rather, through shared emotion-regulation liabilities and context-dependent
expression, their co-occurrence contributes to clinically meaningful hetero-
geneity in DE and underscores the value of trait-informed assessment, prevention,
and intervention.
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2. AIMS OF THE DISSERTATION

The aim of this doctoral thesis was to examine how perfectionism, impulsivity,
and their interaction contribute to the underlying heterogeneity of disordered
eating patterns. A further aim was to investigate developmental trajectories of
disordered eating and identify the factors that predict membership in high-risk
trajectories. In doing so, the thesis also took into account the limited research on
males and the possible influence of developmental stage.

Specifically, the objectives were as follows: (1) to classify individuals into
latent profiles based on impulsivity, perfectionism, and eating disorder symptoms
in order to identify personality-based subtypes and explore interactions between
these traits in both individuals with eating disorders and healthy controls (Study
L, II), as well as in a population-representative sample of adolescents (Study I1I);
(2) to evaluate the methodological robustness of these profiles, with particular
attention to two key questions: whether personality measures should be combined
with eating disorder symptoms within the same profiling model (Study II), and
whether individuals with EDs and healthy controls can be meaningfully modelled
together (Study I); and (3) to investigate developmental trajectories of disordered
eating and the psychosocial risk factors predicting trajectory membership (Study
V).

Together, these studies aim to clarify the role of personality and comorbid
psychopathology in the development and progression of EDs, contributing to the
identification of high-risk profiles and supporting more targeted approaches to
prevention and intervention.
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3. MATERIALS AND METHODS

3.1. Participants

Two main samples were used in the studies of this dissertation. Studies I and II
employed a mixed sample of individuals with EDs and healthy controls, while
Studies III and IV utilized a population-representative sample of adolescents.

3.1.1. Individuals with eating disorders and healthy controls
(Studies I, II)

The sample for Study I included 274 women, of whom 164 were individuals
diagnosed with an ED (M = 22.4, SD = 7.03), and 110 were healthy controls
(M =24.4,SD =8.19). The ED individuals were diagnosed as follows: anorexia
nervosa restricting type (AN-R) (32.3% of individuals with EDs), AN binge-
eating/purging type (AN-BP) (6.7%), atypical AN restricting type (3.6%),
bulimia nervosa binge-eating/purging type (BN-BP) (48.1%), and binge-eating
disorder (BED) (7.9%). In Study II, the healthy controls were excluded, and
additional data were collected, which resulted in a sample of 249 women with a
primary diagnosis of ED (M = 21.91, SD = 6.78). This sample included 48.2%
participants diagnosed with AN, 43.8% with BN, and 6.8% with BED. In Study
11, the subcategorization of binge-purge and restricting types of disorders was not
used. All individuals with EDs were recruited from the inpatient unit of the Eating
Disorders Unit at the Psychiatric Clinic of Tartu University Hospital, while
healthy controls were recruited via public advertisements and university lists
using a chain sampling method. Exclusion criteria for both studies included
intellectual disability, acute psychotic episode, and involuntary hospitalization.

3.1.2. Adolescents from a population-representative sample
(Studies 111, V)

The samples for Studies III and IV were drawn from the longitudinal study
“Age-related Changes in Eating Behavior and Factors Predicting Disturbed
Eating Behavior in Adolescents” that included adolescents participating across
four assessment waves, with data collected at 12-month intervals for the first
three waves and at a 24-month interval between the third and fourth wave.
Participants were recruited from 14 randomly selected schools across South
Estonia with the sample distribution as follows: at Wave 1 (5th grade), 308
students (175 girls, 133 boys) aged 11-12 years (M =11.53, SD = 0.53); at Wave
2 (6th grade), 262 students (153 girls, 109 boys) aged 12—-13 years (M = 12.56,
SD = 0.52); at Wave 3 (7th grade), 249 students (138 girls, 111 boys) aged 13—
14 years (M = 13.63, SD = 0.55); and at Wave 4 (9th grade), 162 students (98
girls, 64 boys) aged 15—-16 years. For profiling purposes, Study III relied on
Wave 3 data, when personality traits were first assessed. In Study IV, develop-
mental trajectories were analysed based on data from 298 participants who took
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part in at least two assessment waves. Demographic data revealed that all partici-
pants identified as White/Caucasian; 39% lived in a city, 54% in a town, and 7%
in a rural village. Most adolescents (66%) lived with both parents, 29% with
single parent, and 5% in other arrangements.

3.2. Measures

3.2.1. Eating Disorders Assessment Scale (Studies I, 1I)

Eating Disorders Assessment Scale (EDAS) (Akkermann, 2010) is a 29-item
self-report questionnaire, which assesses ED symptoms. Items are answered on a
6-point Likert scale (from “never” to “always”). The scale consists of four sub-
scales: Restrained eating, Binge eating, Purging, and Preoccupation with body
image and body weight.

3.2.2. Frost’'s Multidimensional Perfectionism Scale (Studies I-lll)

Frost Multidimensional Perfectionism Scale (FMPS) (Frost et al., 1990) is a self-
report questionnaire assessing perfectionism. The Estonian version (Pullmann et
al., unpublished manuscript) consists of 28 items, which are answered on a 5-
point Likert scale (from “strongly disagree” to “strongly agree”). The adapted
version resembles the original FMPS consisting of four subscales: Organization,
Personal standards, Concern over mistakes/doubts about actions, and Parental
criticism/parental expectations. The first two form the negative perfectionism
subscale and the latter positive perfectionism subscale.

3.2.3. Dickman'’s Impulsivity Inventory (Studies I, 11)

Dickman's Impulsivity Inventory (DII) (Dickman, 1990; Estonian version Kup-
part, 2005) is a 24-item self-report questionnaire, which is answered on a 5-point
Likert scale (from “totally agree” to “do not agree at all”’) measuring trait impulsi-
vity. It consists of two subscales: Functional impulsivity (FI) Dysfunctional im-
pulsivity (DFI).

3.2.4. M.L.N.1. (Studies I, 1l)

Mini-International Neuropsychiatric Interview MINI 5.0.0. (Sheehan et al., 1998)
is a short structured psychiatric interview that was developed to diagnose DSM-
IV-R and ICD-10 mental disorders. Clinical interviews were conducted by a
trained clinical psychologist and both ED and comorbid diagnoses were con-
firmed by a treating psychiatrist.
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3.2.5. BMI (Studies I, 111, 1V)

Body Mass Index (BMI) was calculated using the standard formula: body weight
(kg) / height (m?). In Study I, weight and height measurements were obtained
using standardized procedures in the hospital. In Studies III and IV, measure-
ments were taken by the school nurse on the day of assessment.

3.2.6. Maladaptive and Adaptive Impulsivity Scale (Study IlI)

Based on the constructs of functional (quick and appropriate thinking and
response style when optimal) and dysfunctional (excessive haste and restlessness)
impulsivity (Dickman, 1990), items reflecting these constructs were selected
from the short version of the International Personality Item Pool (IPIP; Goldberg
et al., 2006; Mottus et al., 2006). The wording was simplified for children. The
items were assessed on a 5-point Likert scale (from “I completely agree” to “I
don’t agree at all”). Two subscales were derived: Maladaptive Impulsivity and
Adaptive Impulsivity, each with four items.

3.2.7. Rosenberg’s Self-Esteem Inventory (Study 1V)

Rosenberg Self-Esteem Inventory (RSE) (Rosenberg, 1965) is a self-report ques-
tionnaire that measures self-esteem. The Estonian version (Pullmann & Allik,
2000) consists of 10 statements. In Study IV, a 3-point Likert scale (from “do
not agree at all” to “completely agree™) was used for the first three waves, while
the original 5-point scale was applied in the last wave.

3.2.8. Perceived Sociocultural Pressure Scale (Studies Ill, IV)

Perceived Sociocultural Pressure Scale (PSPS) (Stice et al., 1996) is a self-report
questionnaire with 9 items assessing perceived appearance-related pressure from
family, friends, and the media. For females, the scale focuses on pressure to be
thin, while for males, it focuses on pressure to be muscular. A 3-point Likert scale
(from “never” to “often”) was used.

3.2.9. Children’s Eating Attitude Test (Studies IlI, V)

Children’s Eating Attitude Test (ChEAT) (Maloney et al., 1988) is a 26-item self-
report questionnaire measuring children’s eating attitudes and behaviors. The
Estonian version (Polli, 2011) has 18 items and consists of four subscales: Food
preoccupation (how much one think s/he can control thinking about food),
Dieting (restricting food intake and foods high in calories), Body concerns
(worrying about body weight and shape), and Pressure to eat (social pressure to
eat). Items were answered on a 6-point Likert scale (from “always” to “never”).
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3.2.10. Children’s Depression Inventory (Studies Ill, 1V)

Children’s Depression Inventory (CDI) (Kovacs, 1985; Estonian version Samm
etal., 2008) is a 27-item self-report questionnaire assessing depression in children
and adolescents. The scale consists of groups of statements, in which respondents
choose the most accurate for them by rating it on a 3-point scale (0 indicates the
absence of symptoms, 1 reflects moderate symptoms, and 2 indicates the presence
of specific symptoms).

3.2.11. State and Trait Anxiety Inventory for Children
(Studies 111, 1V)

State and Trait Anxiety Inventory for Children (STAI-C) (Spielberger, et al.,
1973) was used to measure trait anxiety. The Trait anxiety subscale consists of
21 items, assessed on a 3-point Likert scale (from “almost never “to “often”).

3.2.12. Child and Adolescent Perfectionism Scale (Study IV)

Child and Adolescent Perfectionism Scale (CAPS) (O’Connor et al., 2009) is a
self-report questionnaire measuring perfectionism. Estonian version of the instru-
ment (Kalde, 2011) consists of 13-items. In Study IV, a 3-point Likert scale
(from “do not agree at all” to “completely agree”) was used for the first three
waves, while the original 5-point scale was applied in the last wave.

3.3. Methods

3.3.1. Latent profile analysis (Studies I, 11, 11I)

Latent Profile Analysis (LPA) models heterogeneity in a population by identi-
fying more homogeneous patterns based on selected variables (Gibson, 1959;
Oberski, 2016; Vermunt & Magidson, 2002). In Studies I, I1, and I1I, LPA was
used to profile individuals based on perfectionism, impulsivity, and ED
symptoms. Validation analyses included measures not used as indicators in LPA
(e.g., BMI, depression, anxiety (Studies I and II), duration of disorder, and
comorbid psychopathology (Study I)) and, in Study III, comparisons of the
emerged profiles with DE symptoms and BMI assessed at earlier waves (Waves
1 and 2) relative to the profiling wave (Wave 3). In Study II, we compared
alternative model specifications (e.g., constraining variances and covariances)
and validated the best-fitting models using k-means clustering. More importantly,
in Studies I and II, we addressed key methodological questions: whether to
include both healthy controls and individuals with EDs in the same LPA, and
whether to combine personality measures with state (DE) measures.
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3.3.2. Growth mixture modeling (Study IV)

Growth Mixture Modelling (GMM) is a statistical method used to identify
distinct subgroups within a population by examining interindividual differences
in trajectories of intraindividual change over time (Van de Schoot, 2015; van der
Nest et al., 2020). In Study IV GMM was used to model developmental
trajectories of DE. The analysis allowed for the detection of distinct subgroups
with different rates of change in DE behaviours. Validation analyses examined
how these trajectories were associated with BMI, perfectionism, perceived social
pressure to be thin or muscular, and other psychosocial risk factors.
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4. RESULTS AND DISCUSSION

4.1. Latent profiles of disordered eating, perfectionism and
impulsivity (Studies I-111)

The first aim of this dissertation was to identify more homogeneous subgroups of
individuals based on dysfunctional and functional impulsivity, maladaptive and
adaptive perfectionism, and ED symptoms (restrained eating, binge eating,
purging, and preoccupation with body weight and shape). While the three main
personality-based subtypes: overcontrolled, undercontrolled, and resilient, are
well established in the ED literature (Gibson, 1959; Oberski, 2016; Vermunt &
Magidson, 2002), questions remain regarding the possibility of identifying
additional or more nuanced profiles (e.g., Krug et al., 2011; Thompson-Brenner
etal., 2008). The findings from Studies I and Il underscore the substantial hetero-
geneity in personality and behavioural patterns associated with ED symptoms.
Notably, the emergence of a combined overcontrolled-undercontrolled profile
(Boone et al., 2014; Slof-Op’t Landt et al., 2016) raises further questions about
whether the traditionally defined undercontrolled subtype might itself be
differentiated into more specific and clinically meaningful profiles.

In Study I, five latent profiles (Figure 1) were identified based on perfec-
tionism and impulsivity, each reflecting varying levels of ED symptoms. The
high functioning profile was characterized by low levels of DE, low maladaptive
perfectionism, low dysfunctional impulsivity, and high functional impulsivity.
This combination suggests a resilient personality style, marked by flexibility,
goal-directed behaviour, and effective emotion regulation. High functional im-
pulsivity may support adaptive decision-making and responsiveness to environ-
mental demands, contributing to psychological well-being. This profile is con-
sistent with prior research linking functional impulsivity to positive outcomes and
low psychopathology (Dickman, 1990). Although consistently identified across
studies, this profile still raises questions — namely, what is driving and main-
taining DE in that group of individuals. One possibility is symptom minimization
or social desirability bias, particularly relevant as ED are often ego-syntonic
(Gregertsen et al., 2017) and identity confusion has been proposed as a contri-
buting factor in EDs (Croce et al., 2024). Alternatively, individuals in this profile
may be influenced by unmeasured vulnerability factors. For example, Schaefer et
al. (2024) found that individuals in a similar low-psychopathology profile showed
elevated reward sensitivity (e.g., a strong focus on achieving a specific body
ideal) and impaired feedback learning (persisting in maladaptive behaviours
despite negative consequences).

The purely perfectionistic profile was characterized by high levels of both
maladaptive and adaptive perfectionism and low levels of both functional and
dysfunctional impulsivity. ED symptoms in this profile were most prominently
expressed through dietary restraint and preoccupation with weight and shape.
This pattern suggests a form of overcontrolled pathology in which individuals
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strive for high standards while simultaneously fearing mistakes and external
evaluation. The combination of perfectionistic strivings and concerns may contri-
bute to rigid cognitive control strategies and inflexible behavioural routines, such
as strict dietary rules and excessive control over eating. This cognitive-be-
havioural rigidity has been found to be particularly characteristic of individuals
with restrictive forms of EDs (Dahlenburg et al., 2019), but also suggest to be a
transdiagnostic factor in EDs (Egan et al., 2011; Fairburn et al., 2003). Impor-
tantly, high levels of perfectionism have been shown to predict chronicity in and
are associated with poorer treatment response, particularly when perfectionism
remains untreated (e.g., Halmi, 2013; Nilsson et al., 2008; van der Kaap-Deeder
et al., 2016). These findings underscore the clinical importance of identifying
perfectionism-driven ED profiles, as perfectionistic concerns may function both
as predisposing factors and as maintaining factors for ED behaviours over time
(Bills et al., 2023).

The moderately impulsive profile was characterized by moderate levels of
both functional and dysfunctional impulsivity, low levels of adaptive and mal-
adaptive perfectionism, and moderate to high ED symptoms. This profile reflects
a classic undercontrolled subtype without elevated perfectionism and may
include individuals who struggle with fluctuating control over eating behaviours.
Such instability may contribute to inconsistent eating patterns, often driven by
emotion regulation difficulties (Howells et al., 2024; Weinbach et al., 2018) or
heightened reward sensitivity (Leehr et al., 2023; Murati et al., 2015). The co-
occurrence of both functional and dysfunctional impulsivity may signal a shifting
balance between adaptive spontaneity and vulnerability to reactive behaviours,
which could help explain variability in ED symptoms. Clinically, this profile may
map onto subthreshold or fluctuating ED presentations that may sometimes fall
outside full diagnostic criteria, yet cause significant distress and impairment. For
example, Stice et al. (2013), reported that many adolescents display partial or
shifting ED patterns, underscoring the importance of identifying such inter-
mediate phenotypes for early intervention.
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In Study I, two dysregulated profiles emerged. The emotionally dysregulated
profile was characterized by high levels of maladaptive perfectionism, high
dysfunctional impulsivity, and low functional impulsivity. Individuals in this
profile also exhibited the highest levels of preoccupation with body weight and
image and restrained eating, although binge eating and purging behaviours were
also present. In contrast, the behaviourally dysregulated profile was marked by
high levels of dysfunctional impulsivity, moderate levels of perfectionism, and
the highest reported binge eating and purging. Preoccupation with body weight
and restrained eating were also elevated. When the analysis was restricted to
individuals with EDs, the emotionally and behaviourally dysregulated profiles
converged into a single dysregulated profile (the four class solution in Figure
1). This raises the question of whether separating these profiles is empirically or
clinically justified.

Although the emotionally dysregulated profile was relatively small (n = 16),
which limits its statistical robustness, it nevertheless showed distinct clinical
characteristics. Most notably, it had the highest rates of comorbid anxiety
disorders (50%) and major depression (68.8%), indicating pronounced affective
dysregulation. These findings align with research emphasizing the central role of
emotional dysregulation in EDs, particularly in individuals with internalizing
psychopathology (Lavender et al., 2015). By contrast, the behaviourally dys-
regulated profile was marked by 35% comorbid anxiety disorders, 52.5% major
depression, and the highest prevalence of alcohol use disorder (32.5%). These
findings are consistent with prior research identifying similar behavioural dys-
regulation patterns, particularly in binge-purge type EDs, and may help explain
their frequent co-occurrence with substance use and impulse control problems
(Hambleton et al., 2022a; Miniati et al., 2018).

Excluding small but meaningful profiles risks oversimplifying ED hetero-
geneity and missing opportunities for tailoring treatment (Bohane et al., 2017).
Both profiles reflect variations of emotional dysregulation and difficulty
balancing extremes of control and loss of control — paralleling patterns observed
in individuals with emotionally unstable or borderline personality traits (Loxton
& Gleaves, 2025; Sloan et al., 2017). While the emotionally dysregulated group
may reflect more internalizing coping (e.g., perfectionism, dietary restraint), the
behaviourally dysregulated group may externalize distress through impulsive
behaviours like bingeing, purging, or substance use. It has been found that
individuals with EDs use less adaptive and more maladaptive emotion regulation
strategies and use more avoidance, rumination and, suppression (Puttevils et al.,
2021). These divergent manifestations align with dual-process models of self-
regulation (Hofmann et al., 2009; Strack & Deutsch, 2004), which describe two
interacting systems: a reflective system, linked to long-term goals and self-
monitoring (often overactivated in perfectionism), and an impulsive system,
which is more reactive to emotional stimuli. When both systems are dysregulated,
individuals may cycle between restrictive control and impulsive acting out,
particularly under emotional distress (Gunn & Finn, 2015). This dual vulner-
ability could help explain the oscillation between restrictive control and
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impulsive eating behaviours, as seen in these profiles. Thus, while both profiles
exhibit emotional dysregulation, they may differ in whether this dysregulation
manifests primarily through internalized control or outward behavioural ex-
pression — an interpretation supported by their differential comorbidity patterns
and symptom profiles.

Additionally, both profiles showed the highest prevalence of post-traumatic
stress disorder (PTSD). Comorbid psychopathology likely functions not only as
a co-occurring psychopatholoty but also as a maintaining factor: depression,
anxiety, and PTSD can heighten negative affect and disrupt regulation, thereby
increasing reliance on maladaptive strategies such as restriction, bingeing, or
purging (Aldao et al., 2010; Haedt-Matt & Keel, 2011). Consistently, individuals
with trauma experiences have been found to exhibit broad emotion regulation
difficulties, ranging from limited emotional awareness to impaired impulse
control (Kuzyk et al., 2022), and emotion dysregulation has been identified as a
key mediator linking childhood trauma to eating pathology (Moulton et al.,
2015).

Finally, both profiles were characterized by elevated levels of both per-
fectionism and impulsivity — a particularly maladaptive configuration. While
these traits are often conceptualized as opposing ends of a control continuum,
their co-occurrence may create a destabilizing dynamic. For example, perfec-
tionism may develop as a compensatory strategy to mask underlying impulsivity,
whereas excessive self-control may paradoxically undermine regulation by
depleting cognitive resources and thereby increase the likelihood of impulsive
behaviour.This interplay may intensify rigidity, self-criticism, and emotional
reactivity, fuelling cycles of DE. In addition, it illustrates the complexity of
impulsivity’s role in EDs, where it can either be mitigated or exacerbated by other
contextual factors (e.g., Boone et al., 2014; Slof-Op’t Landt et al., 2016). These
findings underscore the clinical importance of identifying individuals in whom
both traits are pronounced, and suggest that treating either in isolation may be
insufficient.

Taken together, these results reinforce the heterogeneity of ED presentations
and the clinical utility of identifying distinct personality-based subtypes. While
the dysregulated profiles underscore the need to tailor interventions to emotional
and behavioural patterns, questions remain about how stable and separable such
profiles are across clinical contexts. Importantly, symptom fluctuations should
not be mistaken for diagnostic change, as diagnostic migration is common in EDs
and often reflects different expressions of the same underlying pathology
(Schaumberg et al., 2019). This has led some to argue that EDs are best viewed
as transdiagnostic in nature, with existing diagnostic categories being somewhat
arbitrary (Fairburn et al., 2003). Supporting this view, OSFED and EDNOS cases
frequently exhibit levels of psychopathology comparable to those with AN or BN
(Dang et al., 2024), further challenging the boundaries between categories and
underscoring the value of dimensional and person-centered approaches.
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4.1.1. Robustness of latent profiles (Studies I, 1)

A key methodological consideration in Study I was whether individuals with
EDs diagnoses and healthy controls could be meaningfully included in the same
LPA. We argue that this inclusion is not only justified, but preferable, particularly
in light of the dimensional nature of DE (Luo et al., 2016; Wildes & Marcus,
2013Db). Restricting the analysis to individuals with an ED diagnosis, or to specific
diagnostic groups, as has often been done, would artificially reinforce categorical
boundaries that may not reflect the true spectrum of DE behaviours and
traits. Including individuals with varying levels of ED symptoms and diagnoses
allows for the identification of transdiagnostic patterns and at-risk subgroups who
may not meet formal diagnostic criteria but still experience clinically relevant
impairments (Hay et al., 2023; Stice et al., 2013). This inclusive approach also
enhances the generalizability of findings and more accurately captures the inter-
play between personality traits and DE symptoms across a broader population.

In Study II we aimed to answer the question of whether adding ED
symptoms as indicators in LPA would be beneficial or not. In Study II, a four-
profile solution again emerged as the best-fitting model. As in Study I, a
combined perfectionism-impulsivity profile re-emerged (previously labelled as
dysregulated), alongside subtypes characterized by predominantly high perfectio-
nism or high impulsivity and the high-functioning type (low dysfunctional
impulsivity and low maladaptive perfectionism). Profiles marked by elevated
perfectionism tended to show higher levels of restraint and body image concerns,
whereas those with pronounced impulsivity showed higher scores on all ED
symptom measures — particularly purging. Despite partial data overlap between
Studies I and I1, the larger sample in Study II supported the robustness of earlier
findings and offered greater statistical confidence in the profiles identified.

A key methodological advancement in Study II was the inclusion of ED
symptoms as indicators (rather than distal outcomes) in the LPA. Theoretically,
this approach reflects the bidirectional and pathoplastic relationships (Widiger,
2011) between ED symptoms and personality traits such as impulsivity and
perfectionism. For example, starvation and chronic dieting have been shown to
affect brain functioning, increasing rigidity, compulsivity, and emotional dis-
turbances, thereby reinforcing perfectionistic or impulsive tendencies (Kaye et
al., 2009). Preoccupation with body image may reinforce self-criticism and
shame and perfectionistic concerns, which in turn increase DE behaviours as a
vicious cycle (Hagerman et al., 2021; Steere & Cooper, 1993). This reciprocal
shaping challenges the assumption that personality traits operate independently
from ED symptomatology and supports the need for integrative, symptom-
inclusive models. In addition, traits such as perfectionism and impulsivity may in
part reflect state-dependent processes. For instance, perfectionism has been found
to decrease with recovery from EDs (Bardone-Cone et al., 2010), while impulsi-
vity, particularly negative urgency, also appears lower in individuals who have
fully recovered compared to those with active disorders (Bardone-Cone et al.,
2016). This highlights the importance of capturing phenotypic variation in
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context, as including symptoms directly in the profile structure can therefore offer
a more ecologically valid understanding of how these traits and behaviours
manifest and interact.

In addition, the inclusion of ED symptoms as profile indicators in Study II
contributed to clearer differentiation between subtypes and increased consistency
across different analytic approaches. For example, the most constrained model
specification (equal variances and covariances fixed to zero) yielded profiles
closely aligned with those identified through cluster analysis and resulted in more
evenly distributed profile sizes. This highlights the potential benefit of applying
parameter constraints to improve interpretability and clinical relevance. Including
ED symptoms also enhanced the prominence of impulsivity in differentiating
profiles, reinforcing its role as a central mechanism in the development and main-
tenance of ED behaviours if combined with other factors (in this case perfec-
tionism). In contrast, profiles derived from personality traits alone (perfectionism
and impulsivity) showed limited predictive value for ED symptomatology. This
finding aligns with Christian et al. (2021) who conducted an LPA using
perfectionism and impulsivity dimensions in an undergraduate sample without
including ED symptoms. Although they identified a range of personality-based
profiles, these accounted for only 8% of the variance in binge eating and 5% in
dietary restraint — suggesting limited clinical utility when ED symptoms are
excluded from the model. Methodologically, if symptoms are only examined after
the profiles are created, it can lead to misleading or inaccurate associations
between profiles and clinical outcomes (Asparouhov & and Muthén, 2014).
Therefore, including ED symptoms strengthens the profiles’ clinical interpre-
tability, reflects phenotypic complexity better, and avoids oversimplified
assumptions about causality and trait independence.

4.1.2. Latent profiles and development of disordered eating
(Study 111)

While Studies I and II aimed to identify subtypes based on perfectionism,
impulsivity, and DE symptoms in young adults, Study III extended this aim to
an adolescent sample (mean age = 13.63, SD = 0.55) tackling developmental
period when vulnerability to DE increases markedly (Aimé et al., 2008; Varela et
al., 2023). Recognizing the underrepresentation of males in DE research, Study
III included both genders to improve generalizability and address potential
gender-specific patterns. Although the instruments used in Study III differed from
those in Study I and II to ensure age-appropriate measurement, the overarching
constructs remained consistent. This allowed for comparisons with the profiles
derived in Studies I and 11, particularly in assessing which configurations of traits
and symptoms emerge early in development and how they might evolve into more
established ED patterns in adulthood.

Study III supported a five-profile solution (Figure 2), including a high
functioning profile characterized by low levels of maladaptive impulsivity,
perfectionism, and DE symptoms. This profile was also consistently identified in
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Studies I and II, despite different age groups and methodologies. Its repeated
emergence suggests a relatively stable and resilient subgroup, potentially reflecting
protective factors such as psychological flexibility and adaptive emotion regulation
that buffer against the development of DE (Gilmartin et al., 2024).
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High functioning Maladaptively Anxious-avoidant Maladaptively Maladaptively
impulsive perfectionistic impulsive and
perfectionistic

Figure 2. z-scores for questionnaires measuring dimensions of perfectionism, impulsi-
vity, and disordered eating attitudes and behaviours in the five profile solution in
adolescent sample.

The maladaptively perfectionistic profile in Study III was characterized by
elevated perfectionism alongside the highest levels of body dissatisfaction,
dieting behaviours, and food preoccupation, with 91.7% reporting attempts to
lose weight. This group resembled the purely perfectionistic subtype in Study I,
but showed the most pronounced DE patterns among adolescents. The mal-
adaptively impulsive profile, by contrast, showed moderately elevated dys-
functional impulsivity, low organization, and high perceived parental criticism.
Although DE symptoms were present, they were not prominent; these adolescents
reported higher depression and trait anxiety. Finally, the maladaptively im-
pulsive and perfectionistic profile combined high maladaptive perfectionism
with high impulsivity. Adolescents in this group reported DE symptoms, but not
to the same degree as those in the maladaptively perfectionistic profile. Instead,
they showed the highest levels of anxiety and depression. The difference from
adult samples (where a similar profile was linked to the most severe ED
pathology) may partly reflect sample characteristics. Studies I and II focused on
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individuals with EDs, while Study III used a population-representative ado-
lescent sample that also included boys, introducing developmental and gender-
related nuances.

Several factors may explain why adolescent findings differ from adult
patterns, with developmental stage playing a central role. In adolescence, im-
pulsivity is typically more diffuse and variable across individuals, and less
directly tied to specific symptoms. This reflects the ongoing maturation of execu-
tive and regulatory capacities in the adolescent brain, which makes impulsivity a
broad, transdiagnostic vulnerability rather than a behavior-specific driver (e.g.,
Freis et al., 2022; Romer, 2010; Shulman et al., 2016). It may first manifest in
generalized emotional and behavioral difficulties, becoming more directly linked
to maladaptive behaviours such as bingeing or purging later in development.
Perfectionism, by contrast, appears to be a more robust construct earlier, often
emerging in domain-specific ways such as appearance-related concerns,
particularly when amplified by sociocultural pressures to be thin (Flett et al.,
2002; Leone & Wade, 2018; Vecchione & Marsicano, 2024). Perfectionism can
also function as a maladaptive control strategy in emotionally reactive youth,
serving to manage perceived instability but at the cost of increased rigidity and
self-criticism. Beyond traits alone, contextual factors such as body dissatis-
faction, BMI, and perceived social pressure regarding appearance play a crucial
role. Studies have shown that sociocultural pressure to be thin and thin-ideal
internalization predict subsequent body dissatisfaction and negative affect, which
in turn increase the risk for DE (Stice & Van Ryzin, 2019).

One profile that did not emerge in Studies I and II was the anxious-avoidant
profile. This may partly reflect the different sample structure of those studies
(individuals with diagnosed EDs and healthy controls), thereby limiting
variability and reducing the likelihood of intermediate or subclinical patterns to
appear — unlike the population-representative sample, which captured a broader
spectrum of features and allowed subtler profiles to emerge. Although similar to
the high-functioning profile in perfectionism and impulsivity, it was marked by
high perceived pressure to eat, moderate food preoccupation, elevated trait
anxiety, and the lowest BMI. This suggests that eating in this group may be driven
less by body image concerns and more by the experience of stress or discomfort
associated with eating itself. Although not directly overlapping, this profile
resembles earlier internalizing subtypes, such as the avoidant-depressed profiles
showing emotional constriction and low ED symptoms (Thompson-Brenner et
al., 2008). Importantly, it also parallels features of ARFID, now formally
recognized in the DSM-5 and ICD-11, where restrictive eating stems from
anxiety, sensory sensitivity, or low interest in food rather than weight concerns
(Fisher et al., 2014; Watts et al., 2023; Zimmerman & Fisher, 2017). Supporting
this interpretation, children with ARFID report higher parental pressure to eat
(Schmidt et al., 2019) and such pressure has been associated with picky eating as
well as subsequent DE behaviours (Ellis et al., 2016; Jansen et al., 2017).

The emergence of the anxious-avoidant profile in Study III again illustrates how
symptom-level indicators can uncover subtypes that would otherwise remain
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obscured. For instance, inclusion of the ChEAT Pressure to eat subscale enabled
detection of this profile, which may have otherwise been absorbed into the high-
functioning profile. While this profile may superficially resemble low-symptom
or subclinical subtypes, their internalizing features suggest meaningful psycho-
logical distress. In the absence of targeted tools assessing eating-related anxiety
or social pressure, such individuals may be misclassified, potentially missing
opportunities for early intervention.

Due to the limited sample size, formal gender comparisons should be inter-
preted cautiously. Among boys, the majority were classified into either the high-
functioning (54.9%) or maladaptively impulsive (29.7%) profiles, with only 4-
5% assigned to each of the remaining profiles. For girls, the distribution was more
diverse: 49.3% were placed in the high-functioning profile while the rest were
more evenly spread across the moderately impulsive (15.2%), anxious-avoidant
(14.5%), maladaptively perfectionistic (13.8%), and maladaptively impulsive-
perfectionistic (7.2%) profiles. This pattern suggests that DE and related perso-
nality traits may manifest with greater variability among adolescent girls, which
aligns with previous findings highlighting higher rates of DE, body image con-
cerns, and internalizing symptoms in girls (Breton et al., 2023; Brown & Keel,
2023; Culbert et al., 2021). However, given the small number of boys in some
profiles, these differences should be interpreted with caution and require
replication in larger samples.

4.2. Developmental trajectories of disordered eating
(Studies IlI, 1V)

In addition to possible core mechanism profiling, understanding how DE be-
haviours emerge and change over time is critical for improving early identi-
fication and intervention strategies. In Studies III and IV, we explored the
developmental course of DE using person-centred approaches to capture hetero-
geneous symptom trajectories across adolescence. These analyses aimed to shed
light on early risk patterns and potential pathways toward clinical EDs.

4.2.1. Preciding trajectories of disordered eating (Study IlI)

Linking the profiles to earlier developmental patterns of DE provided a pre-
liminary validation of the identified subgroups in Study III. Using repeated mea-
sures ANOVA, we examined DE symptoms and BMI at ages 11.5 and 12.5, based
on profile membership determined at age 13.5.

Analyses of DE in earlier waves revealed distinct patterns, providing pre-
liminary validation for the identified profiles. Starting with, body concerns were
consistently highest in the maladaptively perfectionistic profile, showing a
noticeable increase between ages 12 and 14. This aligns with previous findings
of stable or intensifying body dissatisfaction trajectories emerging during early
adolescence (Lacroix et al., 2022). High maladaptive perfectionism may underpin
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this early onset and stability, given evidence that children as young as seven can
demonstrate elevated and stable perfectionistic tendencies (Hong et al., 2017).
Such tendencies, especially when accompanied by low self-esteem, can negati-
vely influence mental health and contribute to early emergence of DE behaviours
(Morris & Lomax, 2014). Differences in dieting behaviors became apparent
around ages 12—13, with scores declining in all groups except the maladaptively
perfectionistic profile, where dieting remained high. Food preoccupation was
relatively stable overall but rose sharply between ages 12 and 14 in the anxious-
avoidant group, which also showed increasing perceived pressure to eat. This
supports the interpretation of this profile as reflecting subclinical ARFID
symptoms, characterized by conflict between external expectations and internal
aversion toward eating.

In addition to investigating DE in earlier waves, we also examined BMI in
the two years preceding profile assignment. BMI increased across all profiles but
with consistent between-group differences: the maladaptively perfectionistic
group had the highest BMI from the earliest measurement, while the anxious-
avoidant group had the lowest throughout.

Overall, these analyses of earlier waves suggest meaningful early distinctions
between the profiles, supporting their validity as distinct subgroups with potential
clinical implications, although longitudinal follow-ups are needed to confirm
their stability prospectively.

4.2.2. Developmental trajectories of disordered eating (Study 1V)

While Study III provided insights into earlier assessment points of DE by
examining prior symptom patterns based on the emerged profiles, Study IV
enabled a prospective investigation of symptom development across adolescence.
Using GMM, we identified distinct developmental trajectories of DE symptoms
from ages 11 to 16, capturing heterogeneity in how symptoms evolved over time.
The same sample as in Study III was used, but all four assessment waves were
included.

The results revealed three trajectories of DE symptom development (Figure
3). The largest group, comprising nearly half of the sample (48.5%), followed a
medium-increasing trajectory, characterized by a significant rise in symptoms.
A second group (35.8%) followed a high-stable trajectory, maintaining elevated
symptom levels throughout the four assessment waves. The third group (15.7%)
followed a low-stable course, characterized by minimal symptoms at all time
points. The proportion of adolescents in the high-stable group was somewhat
higher than in comparable community-based longitudinal studies; for instance,
Breton et al. (2022) identified a high-risk group comprising approximately 30.9%
of adolescents who exhibited ED risk.
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Figure 3. Developmental trajectories of disordered eating based on ChEAT total score.

When examining specific facets of DE, distinct developmental patterns emerged
across subscales (Figure 4). For body concerns, three relatively stable trajec-
tories were identified: high-stable (26.8%), medium-stable (46.7%), and low-
stable (26.5%). This cognitive component was the only domain where symptom
levels remained consistently stable within individuals across all waves, indicating
that body dissatisfaction often emerges early and remains persistent throughout
adolescence. This is consistent with previous findings showing that individual
differences in body dissatisfaction can be observed as early as age 9 and tend to
remain stable over time (Bodell et al., 2018).

For dieting behaviours three developmental trajectories emerged: low-stable
(20.6%), medium-stable (71.8%), and high-increasing (7.5%). The notably high
proportion of adolescents in the medium-stable group suggests that moderate
levels of dietary restraint are prevalent during early adolescence. This prevalence
may reflect the normalization of dieting behaviours in this age group, influenced
not only by appearance-related concerns but also by broader health messages and
sociocultural discourses promoting “healthy eating” and weight management.
While such behaviours may initially appear benign or normative they can serve
as an entry point for more problematic eating patterns (Weiss et al., 2023). As
restrictive eating becomes more habitual, it can heighten orientation to appea-
rance and reinforce body dissatisfaction, thereby intensifying dietary restraint.
This dynamic contributes to a self-reinforcing cycle where initially moderate
dieting progresses into more DE behaviours over time (Zarychta et al., 2017).
Longitudinal studies have demonstrated that early dieting behaviours predict
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futuure ED symptoms, underscoring the importance of early intervention
(Neumark-Sztainer et al., 2011).

For preoccupation with food, two distinct trajectories were identified: a
low-stable (67.2%) and a medium-increasing (32.8%), with a marked rise in the
latter between ages 13 to 16 years. This pattern suggests that problematic eating-
related attitudes intensify somewhat later, following the consolidation of body
image concerns, whereas dieting behaviours differentiate earlier. The observed
pattern may also indicate the early emergence of binge-purge type DE be-
haviours, particularly in individuals experiencing heightened food preoccupation
following unsuccessful dietary restraint. Research supports that rigid dieting
efforts can paradoxically increase the salience of food, leading to increased
dysregulation, including loss-of-control eating episodes (Stice et al., 2017). This
cycle of restriction and bingeing is a characteristic feature of BN, where initial
impulsive behaviours can evolve into compulsive patterns over time (Pearson et
al., 2015).

The Pressure to eat subscale yielded four developmental trajectories: no
symptoms (13%), medium-decreasing (29.5%), high-decreasing (23.7%), and
medium-increasing (33.8%). These decreasing trends may reflect the develop-
mental shift toward greater autonomy in adolescence, during which youth assume
more control over their eating behaviours and reduce reliance on parental
regulation. However, the existence of a sizable increasing trajectory suggests that
for some adolescents, perceived social or familial pressure to eat intensifies
across this period. This pressure may be experienced as controlling or intrusive,
particularly among adolescents with heightened sensitivity to external evaluation
or anxiety around eating. Studies have shown that pressure to eat is linked to
greater emotional distress around food, reduced intuitive eating, and increased
risk for future DE behaviours (Ellis et al., 2016; Jansen et al., 2017). In vulnerable
youth, such dynamics could contribute to food avoidance or restrictive patterns,
particularly in a profile which is also characterized by anxiety and internalizing
symptoms.
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Figure 4. Developmental trajectories of disordered eating based on ChEAT subscales.

As anticipated, girls were disproportionately represented in in the high-risk
trajectories, including the high-stable trajectory for body concerns, the medium-
increasing trajectory for food preoccupation, and the high-decreasing trajectory
for perceived pressure to eat. Importantly, a substantial minority of boys also
appeared in elevated-risk groups (nearly 34% in the high-stable and 47% in the
medium-increasing trajectories), indicating that boys tend to follow comparable
developmental pathways, even if less frequently.

Gender differences also emerged at the subscale level, with girls again pre-
dominating in the high-risk trajectories for body concerns and food preoccu-
pation. By contrast, dieting trajectories showed no significant gender differences.
This pattern suggests that cognitive-emotional facets of DE (e.g., body dissatis-
faction, food-related preoccupation/anxiety) may diverge more strongly by
gender, whereas behavioural patterns such as dieting may be more uniformly
distributed (or similarly reported) across genders. This could also reflect the
increasing normalization of dieting during adolescence or indicate that the
Dieting subscale’s comparatively gender-neutral wording captures boys’ DE
patterns more effectively. These findings align with earlier research showing
higher prevalence rates of DE symptoms among girls (Breton et al., 2023; Lopez-
Gil et al., 2023), but also point to the potential underestimation of symptoms in
boys.

Indeed, a comparison of girls’ and boys’ mean scores across assessment
waves showed that gender differences began to emerge around age 12.5 in body
concerns (large effect) and preoccupation to eat (small effect), followed by
differences in dieting (small effect) and food preoccupation (moderate effect) by
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the age of 13.5 years. Given that most ED assessments have been designed and
validated primarily primarily with women, it remains possible that current tools
are less sensitive to men’s concerns, such as muscularity-oriented body dissatis-
faction or exercise-based compensatory behaviours (Gorrell & Murray, 2019;
Murray et al., 2017). Thus, while gender differences likely reflect genuine
disparities in prevalence and symptom expression, they may also partly result
from measurement bias. Moreover, analysing boys and girls separately can
obscure smaller but meaningful subgroups among boys; for example. Ver-
schueren et al. (2020) identified only two trajectories in boys when modelling
genders independently. In sum, larger and more gender-inclusive samples, paired
with instruments that capture male-typical body ideals and behaviours, are
essential for accurate characterization and early identification of DE in boys.

4.2.3. Predictors of high-risk developmental trajectories
(Studies 111, 1V)

Building on the identification of distinct developmental trajectories in Study IV,
the next step was to investigate factors contributing to an adolescent’s likelihood
of following a higher-risk developmental path. Understanding the predictors of
these trajectories is essential for informing prevention and early intervention
strategies. Therefore, Study IV also examined how psychosocial risk factors
measured at the initial assessment (age 11) predicted membership in these trajec-
tories.

Several psychosocial and trait-level variables significantly predicted member-
ship in the high-stable trajectory. Specifically, higher BMI, being a girl,
heightened perfectionism, and greater perceived sociocultural pressure to attain
thinness or muscularity were among the strongest predictors. These results align
with studies showing how sociocultural influences, particularly pressure to
conform to appearance ideals, interact with vulnerabilities like perfectionism to
elevate the risk of DE (Habashy & Culbert, 2019; Rosewall et al., 2018). For
example, elevated BMI may amplify vulnerability by increasing the discrepancy
between desired and actual body weight, heightening dissatisfaction, and thus
rendering individuals more susceptible to other risk factors (Jung et al., 2017). In
the medium-increasing trajectory, higher BMI, perfectionism, and female gender
emerged as predictors. Unlike the high-stable trajectory, perceived sociocultural
pressure did not independently predict membership. This absence may reflect
measurement limitations or suggest that psychological traits such as perfectio-
nism initially play a more dominant role, with external pressure becoming more
influential only as symptoms intensify. It is also possible that sociocultural pres-
sure interacts with underlying vulnerabilities, amplifying risk such that symptoms
reach higher levels only when both are present.

Depression, anxiety, and self-esteem failed to independently predict trajec-
tory membership when other factors were included, likely due to shared variance
indicative of broader vulnerability to negative affect or neuroticism (e.g.,
Aldinger et al., 2014) These variables may also emerge as stronger predictors in
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later developmental stages or more clinical populations, as seen in Studies I and
II where anxiety and depression were prominent in high-risk ED profiles.
Persistent DE behaviours such as restrictive dieting or binge—purge cycles can
worsen mood, increase anxiety, and impair emotion regulation (Zhou et al.,
2025). Moreover, more than half of individuals with clinically diagnosed EDs
present with comorbid mood or anxiety disorders, underscoring the reciprocal
reinforcement between ED behaviours and affective disturbances (Hambleton et
al., 2022b). In early adolescence, DE symptoms may be driven primarily by body
image concerns, sociocultural pressures, or perfectionistic control, whereas in
later stages, affective dysregulation may become more prominent and mutually
reinforcing.

The consistent emergence of perfectionism as a predictor across high-risk
trajectories highlights its developmental and clinical importance. Research shows
that maladaptive perfectionism predicts both the onset and persistence of ED
symptoms (Bills et al., 2023; Johnston et al., 2018). Given its early emergence in
childhood (Hong et al., 2017), perfectionism represents a key marker for early
identification and intervention. Findings from Study III further demonstrate that
perfectionism characterized the high-DE profiles, underscoring its persistent
influence.

4.3. Practical implications

Findings from Studies I-IV can also offer directions for clinical assessment,
intervention, and prevention. The consistent emergence of overcontrolled, under-
controlled, and resilient profiles (Studies I, IL, IIT) across age groups and clinical
contexts supports the incorporation of trait-based assessment into routine diag-
nostic procedures. Such assessments may improve the precision of case formula-
tions and enable clinicians to tailor interventions according to individuals’ self-
regulatory tendencies. LPA further offers an intuitive and clinically interpretable
approach as it captures heterogeneous, person-centred patterns rather than
assuming homogenous effects across a population (e.g., symptom interrelation-
ships or generalized linear effects) (Bills et al., 2023; Johnston et al., 2018). This
person-centred approach reflects how clinicians often conceptualize individual
patient presentations in practice and may provide a valuable foundation for
personalized treatment planning.

Treatment planning can be refined by aligning interventions with the distinct
regulatory styles identified. For example, overcontrolled individuals (characte-
rized by high maladaptive perfectionism, rigid dietary restraint, and preoccu-
pation with body image) may benefit from Enhanced Cognitive Behavioral
Therapy (CBT-E; Fairburn et al., 2003), which targets dysfunctional cognitions
around eating and weight. More targeted approaches, such as Cognitive-
Behavioral Therapy for Clinical Perfectionism (Shafran et al., 2002), could
further address rigid standards and self-criticism, while Radically Open Dia-
lectical Behavior Therapy (RO-DBT; Lynch et al., 2015) offers strategies for
reducing excessive inhibitory control and social withdrawal. Emerging evidence
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also suggests its promise for treating maladaptive perfectionism and EDs (for a
review see Hatoum & Burton, 2024).

In contrast, individuals characterized by undercontrol (marked by heightened
impulsivity, affective instability, and behavioural dysregulation) may be more
responsive to standard Dialectical Behavior Therapy (DBT), which emphasizes
emotion regulation, distress tolerance, and impulse control (Linehan & Kehrer,
1993). DBT has also been adapted for BN and BED (Safer et al., 2009) and even
explored in the treatment of AN (Chen et al., 2015). However, ED-specific
treatments should not be overshadowed, as neither DBT nor RO-DBT directly
address central maintaining processes of EDs — preoccupation with body image
and weight-related concerns. Speculations can also be made for other profiles,
but such extensions remain a task for future studies and theoretical model
building. Still, capturing both the how (self-regulatory style) and the what (symp-
tom manifestations), provides a richer clinical picture for treatment matching and
for identifying individuals who may need specialized care.

Beyond tailoring treatments to specific personality-based subtypes, it is also
crucial to consider broader transdiagnostic processes that cut across profiles.
Rather than relying on a simplistic mapping of overcontrol onto internalizing and
undercontrol onto externalizing tendencies, Studies I, II, and III demonstrate
that traits associated with both domains can co-occur within individuals. For
example, both positive and negative urgency have been linked to internalizing
symptoms (Gustavson et al., 2020) and perfectionism has also been associated
with externalizing behaviors (Fuster et al., 2025). More broadly, emotion regula-
tion difficulties emerge as a key transdiagnostic mechanism in EDs. A large-scale
systematic review revealed consistent links between emotion regulation deficits
and a range of ED presentations in adolescents, regardless of diagnosis (Zhou et
al., 2025). Meta-analytic evidence further shows that maladaptive strategies such
as rumination and suppression predict higher ED symptomatology, while adap-
tive strategies like reappraisal and emotional clarity are associated with fewer
symptoms (Leppanen et al., 2022). Taken together, these findings underscore the
central importance of emotion regulation processes in ED treatment, suggesting
that incorporating such strategies could enhance treatment effectiveness across
different self-regulatory profiles, whether inclined toward overcontrol or under-
control.

Regarding prevention of EDs, findings from Studies I1I and I'V highlight the
need to initiate prevention efforts early, before maladaptive perfectionism and
body image concerns become entrenched. Most prevention programs begin
around age 12-13 (for a review of prevention programs see Koreshe et al., 2023),
yet our results show that perfectionistic tendencies, and, to a lesser extent, im-
pulsivity, are already present in early adolescence and are associated with DE.
Early screening in schools or primary care, focused on perfectionistic concerns,
body dissatisfaction, and perceived social pressure, could help identify adole-
scents at risk before these patterns solidify. Prevention approaches that integrate
dissonance-based techniques (programs that reduce body dissatisfaction by
encouraging participants to actively critique and challenge societal appearance
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ideals) hold particular promise (e.g., The Body Project; see meta-analysis by Stice
et al., 2021). In addition, emerging work on transdiagnostic early intervention
highlights the importance of targeting common processes, including per-
fectionism, impulsivity, emotion regulation difficulties, and body image con-
cerns. Because these domains cut across EDs, depression, and anxiety, addressing
them may enhance the effectiveness of prevention efforts by focusing on shared
mechanisms that drive risk across multiple disorders (Wade et al., 2025). Finally,
while many existing programs have focused on girls, mixed-gender approaches
that address diverse appearance pressures and promote flexibility may increase
inclusivity and reach.
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5. CONCLUSIONS AND FUTURE DIRECTIONS

The overarching aim of this dissertation was to advance the understanding of the
heterogeneity and developmental course of ED symptoms by examining how
personality traits, specifically perfectionism and impulsivity, and their co-occur-
rence contribute to individual vulnerability. These processes were investigated
across clinical and non-clinical populations, encompassing both adolescents and
adults. More specifically, the objectives were to: (1) identify latent profiles based
on perfectionism, impulsivity, and ED symptoms to capture personality-based
subtypes; (2) evaluate different analytical models and assess whether the inclu-
sion of symptom indicators improves profile differentiation; (3) examine the
developmental trajectories of DE during adolescence; and (4) investigate psycho-
social predictors of trajectory membership.

The findings across the four studies demonstrate that perfectionism and
impulsivity frequently co-occur in distinct configurations that are meaningfully
associated with the severity of ED symptoms and comorbid psychopathology.
Study I identified four to five latent profiles, including a subgroup marked by
high maladaptive perfectionism and dysfunctional impulsivity, which showed the
highest ED symptomatology and greater psychopathological comorbidity. These
findings indicate that perfectionism and impulsivity are not mutually exclusive
vulnerabilities but can interact in ways that intensify risk. Study II expanded on
these results by comparing alternative profiling approaches and showed that
combining trait and symptom indicators yields more clearly differentiated and
clinically meaningful profiles than trait-based models alone. This supports the
view that ED symptoms should not be conceptualized solely as consequences of
underlying traits but also as important components in shaping individual-level
vulnerability.

Study III applied the profiling framework to a large adolescent sample. The
findings revealed that multidimensional profiles based on perfectionism, im-
pulsivity, and DE symptoms are already evident in early adolescence. High
perfectionism clustered with DE symptoms similarly to adult profiles, suggesting
that it may serve as an early vulnerability marker. In contrast, impulsivity in
adolescents appeared to be more broadly linked to anxiety and depressive symp-
toms, with less direct association to ED-specific pathology. A subgroup
resembling ARFID also emerged, underscoring the importance of including
ARFID-specific indicators in future profiling studies. Longitudinal comparisons
of profile differences showed that body-related concerns were already present by
age 11, while behavioral symptoms, such as dieting, tended to emerge later. This
suggests that cognitive-affective aspects of DE may precede observable
behaviours.

Study IV used growth mixture modeling to identify developmental trajec-
tories of DE symptoms between ages 11 and 16. Three trajectories were found:
low-stable, high-stable, and medium-increasing. Higher perfectionism, perceived
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sociocultural pressure, and higher body mass index were associated with in-
creased likelihood of belonging to the the high-stable and medium-increasing
trajectories. Notably, dissatisfaction with weight and shape was already evident
at age 11 years and remained stable throughout adolescence, reinforcing the need
for early prevention efforts targeting body image concerns. Although girls were
more likely to follow problematic trajectories, a substantial proportion of boys
also belonged to these groups. This supports the decision to use mixed-gender
analysis, which enabled the detection of meaningful risk patterns in boys —
patterns that may have been overlooked in smaller, gender-stratified models.

Taken together, the findings across these four studies contribute to a growing
body of evidence supporting person-centered and developmentally informed
approaches to understanding EDs. The results emphasize the need to assess con-
figurations of personality traits rather than isolated dimensions, and to integrate
symptom indicators into profiling models. This work also suggests that ED
symptoms are not only shaped by personality vulnerabilities but may function as
active processes that contribute to the persistence and severity of DE. The results
further highlight adolescence as a critical period in which body dissatisfaction
and DE patterns begin to consolidate, especially among individuals with elevated
perfectionism or heightened exposure to sociocultural appearance pressures.
Identifying these personality-based risk profiles and tracking their development
over time can support the creation of more targeted prevention and intervention
strategies, with relevance across gender and developmental stages. Early
screening, ideally before age 11, appears particularly important, as spontaneous
remission of early-emerging DE is rare based on my findings. Traits such as
perfectionism may serve as valuable early indicators of risk, particularly when
accompanied by perceived social pressure and body image concerns.

While these findings offer several important insights, some limitations should
be acknowledged. Although the studies relied on age-diverse samples and robust
statistical methods, causal interpretations remain limited due to the exclusive use
of self-report measures. The focus on perfectionism and impulsivity, while
grounded in theory and supported by previous research, excluded other poten-
tially relevant personality traits, such as those closely related to emotion regula-
tion. The clinical sample was cross-sectional and relatively small, which may
limit generalizability — particularly to individuals receiving care in outpatient
settings. Moreover, cultural and gender-related differences warrant further in-
vestigation, especially given that boys also appear to follow high-risk DE
trajectories. Finally, and most importantly, due to the exploratory nature of the
dissertation aims, replication of these findings is essential.

Future research should continue to examine how personality traits and ED
symptoms interact using longitudinal designs that are both developmentally and
gender sensitive. It is important to investigate how traits such as perfectionism
and impulsivity evolve over time and how they interact with environmental
factors, in order to identify periods of heightened vulnerability and potential
resilience. To deepen understanding of the mechanisms linking personality and
DE, studies should integrate neurobiological, behavioural, and self-report data.
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Incorporating multi-informant assessments may further improve the accuracy,
particularly in cases where symptom minimization can be common. Research
should also assess the stability and robustness of personality-based profiles by
tracking possible individual transitions between them over time. Such work could
clarify how stable or dynamic these configurations are across development and
whether certain pathways lead to more chronic or severe outcomes. Intervention
studies would benefit from examining whether tailoring approaches to personality-
based subtypes enhances treatment outcomes, especially when introduced during
the early stages of symptom development in adolescence. Finally, an important
future direction is to identify protective factors that buffer against the develop-
ment or persistence of DE, particularly in individuals showing early psycho-
logical risk markers.

In conclusion, this dissertation offers new insights into how trait configura-
tions and symptom dimensions interact to shape the development and expression
of DE across adolescence and adulthood. The findings support a move toward
more individualized, developmentally informed, and personality-sensitive
approaches in assessment, prevention, and treatment.

47



ACKNOWLEDGEMENTS

I am grateful for the opportunity to pursue my interest in research and for the
support and encouragement I have received throughout this journey.

This work could neither have begun nor been completed without the guidance
and encouragement of my supervisor, Professor Kirsti Akkermann. She has
supervised me since my bachelor’s degree, for more than ten years now. Her
creativity, intellectual curiosity, and enthusiasm have been invaluable to this
work. I am also thankful for her support and understanding of my wish to continue
growing as a clinician alongside my studies.

I am thankful to my fellow PhD students (some of whom are now doctors!)
and to the research group members who have shared this path over the years,
especially Helo Liis Soodla, Katrin Tolk, Hedvig Sultson, Liis Johvik, Katlin
Anni, Kadi Reintam, Sheryl V3su, and Elis Paasik. Thank you for being wonder-
ful company at conferences and writing camps, and for inspiring me with your
ideas and actions. I also wish to acknowledge my colleagues at the Institute of
Psychology for providing a friendly and supportive environment in which to
study and work, and my colleagues at the University of Tartu Psychiatry Clinic
for their understanding and flexibility as I combined my PhD studies with clinical
work.

My gratitude also extends to all those who participated in the studies included
in this dissertation. Thank you for taking the time to contribute, sometimes under
challenging circumstances.

To my friends outside academia, thank you for the good company and the
moments that helped me stay grounded throughout this journey. Some of you I
have already mentioned above, but I am also grateful to many others who have
supported me in different ways along the way. In particular, I would like to thank
Hanna, Maris, Kadri, and Marleen-Heleen.

Finally, I am deeply grateful to Laur for being a constant source of support
during the final stages of this PhD. Thank you for believing in me and
encouraging me to keep going when it mattered most. [ am also sincerely grateful
to my family, especially my parents, for their unconditional support. Thank you
for the patience and freedom that have allowed me to do what I do.

48



REFERENCES

Ackard, D. M., Fulkerson, Jayne A., & and Neumark-Sztainer, D. (2011). Stability of
Eating Disorder Diagnostic Classifications in Adolescents: Five-Year Longitudinal
Findings From a Population-Based Study. Eating Disorders, 19(4), 308-322.
https://doi.org/10.1080/10640266.2011.584804

Agras, W. S. (2001). The consequences and costs of the eating disorders. Psychiatric
Clinics of North America, 24(2), 371-379.
https://doi.org/10.1016/S0193-953X(05)70232-X

Aimé, A., Craig, W. M., Pepler, D., Jiang, D., & Connolly, J. (2008). Developmental
pathways of eating problems in adolescents. International Journal of Eating Dis-
orders, 41(8), 686—696. https://doi.org/10.1002/eat.20561

Aldao, A., Nolen-Hoeksema, S., & Schweizer, S. (2010). Emotion-regulation strategies
across psychopathology: A meta-analytic review. Clinical Psychology Review, 30(2),
217-237. https://doi.org/10.1016/j.cpr.2009.11.004

Aldinger, M., Stopsack, M., Ulrich, 1., Appel, K., Reinelt, E., Wolff, S., Grabe, H. J.,
Lang, S., & Barnow, S. (2014). Neuroticism developmental courses—Implications
for depression, anxiety and everyday emotional experience; a prospective study from
adolescence to young adulthood. BMC Psychiatry, 14(1), 210.
https://doi.org/10.1186/s12888-014-0210-2

Allen, M. S., & Robson, D. A. (2020). Personality and body dissatisfaction: An updated
systematic review with meta-analysis. Body Image, 33, 77-89.
https://doi.org/10.1016/j.bodyim.2020.02.001

Asparouhov, T., & and Muthén, B. (2014). Auxiliary Variables in Mixture Modeling:
Three-Step Approaches Using Mplus. Structural Equation Modeling: A Multi-
disciplinary Journal, 21(3), 329-341.
https://doi.org/10.1080/10705511.2014.915181

Baker, C., Fairclough, S., Ogden, R. S., Barnes, R., & Tootill, J. (2024). Trait impulsivity
influences behavioural and physiological responses to threat in a virtual environment.
Scientific Reports, 14(1), 9484. https://doi.org/10.1038/s41598-024-60300-6

Barakat, S., McLean, S. A., Bryant, E., Le, A., Marks, P., Aouad, P., Barakat, S., Boakes,
R., Brennan, L., Bryant, E., Byrne, S., Caldwell, B., Calvert, S., Carroll, B., Castle,
D., Caterson, 1., Chelius, B., Chiem, L., Clarke, S., ... National Eating Disorder
Research Consortium. (2023). Risk factors for eating disorders: Findings from a rapid
review. Journal of Eating Disorders, 11(1), 8. https://doi.org/10.1186/s40337-022-
00717-4

Bardone-Cone, A. M., Butler, R. M., Balk, M. R., & Koller, K. A. (2016). Dimensions of
impulsivity in relation to eating disorder recovery. International Journal of Eating
Disorders, 49(11), 1027-1031. https://doi.org/10.1002/eat.22579

Bardone-Cone, A. M., Sturm, K., Lawson, M. A., Robinson, D. P., & Smith, R. (2010).
Perfectionism across stages of recovery from eating disorders. International Journal
of Eating Disorders, 43(2), 139—148. https://doi.org/10.1002/eat.20674

Barratt, E. S. (1983). The biological basis of impulsiveness: The significance of timing
and rhythm disorders. Personality and Individual Differences, 4(4), 387-391.
https://doi.org/10.1016/0191-8869(83)90004-1

Bills, E., Greene, D., Stackpole, R., & Egan, S. J. (2023). Perfectionism and eating
disorders in children and adolescents: A systematic review and meta-analysis.
Appetite, 187, 106586. https://doi.org/10.1016/j.appet.2023.106586

49



Bodell, L. P., Wildes, J. E., Cheng, Y., Goldschmidt, A. B., Keenan, K., Hipwell, A. E.,
& Stepp, S. D. (2018). Associations between Race and Eating Disorder Symptom
Trajectories in Black and White Girls. Journal of Abnormal Child Psychology, 46(3),
625-638. https://doi.org/10.1007/s10802-017-0322-5

Bohane, L., Maguire, N., & Richardson, T. (2017). Resilients, overcontrollers and under-
controllers: A systematic review of the utility of a personality typology method in
understanding adult mental health problems. Clinical Psychology Review, 57, 75-92.
https://doi.org/10.1016/j.cpr.2017.07.005

Boone, L., Claes, L., & Luyten, P. (2014). Too strict or too loose? Perfectionism and
impulsivity: The relation with eating disorder symptoms using a person-centered
approach. Eating Behaviors, 15(1), 17-23.
https://doi.org/10.1016/j.eatbeh.2013.10.013

Boswell, R. G., & Grilo, C. M. (2021). General impulsivity in binge-eating disorder. CNS
Spectrums, 26(5), 538-544. Cambridge Core.
https://doi.org/10.1017/S1092852920001674

Breton, E., Dufour, R., Coté, S. M., Dubois, L., Vitaro, F., Boivin, M., Tremblay, R. E.,
& Booij, L. (2022). Developmental trajectories of eating disorder symptoms: A
longitudinal study from early adolescence to young adulthood. Journal of Eating
Disorders, 10(1), 84. https://doi.org/10.1186/s40337-022-00603-z

Breton, E., Juster, R.-P., & Booij, L. (2023). Gender and sex in eating disorders: A
narrative review of the current state of knowledge, research gaps, and recommen-
dations. Brain and Behavior, 13(4), €2871.
https://doi.org/10.1002/brb3.2871

Brewerton, T. D. (2022). Mechanisms by which adverse childhood experiences, other
traumas and PTSD influence the health and well-being of individuals with eating
disorders throughout the life span. Journal of Eating Disorders, 10(1), 162.
https://doi.org/10.1186/s40337-022-00696-6

Brown, T. A., & Keel, P. K. (2023). Eating Disorders in Boys and Men. In Annual Review
of Clinical Psychology (Vol. 19, Issue Volume 19, 2023, pp. 177-205). Annual
Reviews. https://doi.org/10.1146/annurev-clinpsy-080921-074125

Brunas-Wagstaff, J., Bergquist, A., & Wagstaff, G. F. (1994). Cognitive correlates of
functional and dysfunctional impulsivity. Personality and Individual Differences,
17(2), 289-292. https://doi.org/10.1016/0191-8869(94)90033-7

Bulik, C. M., Blake, L., & Austin, J. (2019). Genetics of Eating Disorders: What the
Clinician Needs to Know. Psychiatric Clinics, 42(1), 59-73.
https://doi.org/10.1016/j.psc.2018.10.007

Bulik, C. M., Thornton, L. M., Parker, R., Kennedy, H., Baker, J. H., MacDermod, C.,
Guintivano, J., Cleland, L., Miller, A. L., Harper, L., Larsen, J. T., Yilmaz, Z., Grove,
J., Sullivan, P. F., Petersen, L. V., Jordan, J., Kennedy, M. A., & Martin, N. G. (2021).
The Eating Disorders Genetics Initiative (EDGI): Study protocol. BMC Psychiatry,
21(1), 234. https://doi.org/10.1186/s12888-021-03212-3

Carver, C. S., & Johnson, S. L. (2018). Impulsive reactivity to emotion and vulnerability
to psychopathology. American Psychologist, 73(9), 1067-1078.
https://doi.org/10.1037/amp0000387

Cassin, S. E., & von Ranson, K. M. (2005). Personality and eating disorders: A decade in
review. Clinical Psychology Review, 25(7), 895-916.
https://doi.org/10.1016/j.cpr.2005.04.012

Chen, E. Y., Segal, K., Weissman, J., Zeffiro, T. A., Gallop, R., Linechan, M. M., Bohus,
M., & Lynch, T. R. (2015). Adapting dialectical behavior therapy for outpatient adult

50



anorexia nervosa—A pilot study. International Journal of Eating Disorders, 48(1),
123-132. https://doi.org/10.1002/eat.22360

Christian, C., Bridges-Curry, Z., Hunt, R. A., Ortiz, A. M. L., Drake, J. E., & Levinson,
C. A. (2021). Latent profile analysis of impulsivity and perfectionism dimensions and
associations with psychiatric symptoms. Journal of Affective Disorders, 283, 293—
301. https://doi.org/10.1016/j.jad.2021.01.076

Colizzi, M., Comacchio, C., Garzitto, M., Bucciarelli, L., Candolo, A., Cesco, M.,
Croccia, V., Ferreghini, A., Martinelli, R., Nicotra, A., Sebastianutto, G., &
Balestrieri, M. (2024). Clinical heterogeneity of feeding and eating disorders: Using
personality psychopathology to differentiate “simplex” and “complex” phenotypes.
BMC Psychiatry, 24(1), 888. https://doi.org/10.1186/s12888-024-06345-3

Colmsee, 1.-S. O., Hank, P., & Bosnjak, M. (2021). Low self-esteem as a risk factor for
eating disorders: A meta-analysis. Zeitschrift Fiir Psychologie, 229(1), 48—69.
https://doi.org/10.1027/2151-2604/a000433

Cosi, S., Hernandez-Martinez, C., Canals, J., & Vigil-Colet, A. (2011). Impulsivity and
internalizing disorders in childhood. Psychiatry Research, 190(2), 342-347.
https://doi.org/10.1016/j.psychres.2011.05.036

Crisp, Z. C., & Grant, J. E. (2024). Impulsivity across psychiatric disorders in young
adults. Comprehensive Psychiatry, 130, 152449.
https://doi.org/10.1016/j.comppsych.2023.152449

Culbert, K. M., Racine, S. E., & Klump, K. L. (2015). Research Review: What we have
learned about the causes of eating disorders — a synthesis of sociocultural, psycho-
logical, and biological research. Journal of Child Psychology and Psychiatry, 56(11),
1141-1164. https://doi.org/10.1111/jcpp.12441

Culbert, K. M., Sisk, C. L., & Klump, K. L. (2021). A Narrative Review of Sex Diffe-
rences in Eating Disorders: Is There a Biological Basis? Clinical Therapeutics, 43(1),
95—111. https://doi.org/10.1016/j.clinthera.2020.12.003

Curzio, O., Maestro, S., Rossi, G., Calderoni, S., Giombini, L., Scardigli, S., Ragione, L.
D., & Muratori, F. (2018). Transdiagnostic vs. Disorder-focused perspective in
children and adolescents with eating disorders: Findings from a large multisite
exploratory study. Furopean Psychiatry, 49, 81-93. Cambridge Core.
https://doi.org/10.1016/j.eurpsy.2017.12.024

Dahlenburg, S. C., Gleaves, D. H., & Hutchinson, A. D. (2019). Anorexia nervosa and
perfectionism: A meta-analysis. International Journal of Eating Disorders, 52(3),
219-229. https://doi.org/10.1002/eat.23009

Dalley, J. W., & Robbins, T. W. (2017). Fractionating impulsivity: Neuropsychiatric
implications. Nature Reviews Neuroscience, 18(3), 158—171.
https://doi.org/10.1038/nrn.2017.8

Dang, T. B., Hughes, E. K., Dang, A. B., Lai, H. Y., Lee, J., Liu, S., Portingale, J., Fuller-
Tyszkiewicz, M., & Krug, 1. (2024). Taking a Deeper Dive Into OSFED Subtypes: A
Meta-Analysis and Systematic Review. International Journal of Eating Disorders,
57(10), 2006-2040. https://doi.org/10.1002/eat.24280

Daruna, J. H., & Barnes, P. A. (1993). A neurodevelopmental view of impulsivity. In The
impulsive client: Theory, research, and treatment. (pp. 23-37). American Psycho-
logical Association. https://doi.org/10.1037/10500-002

Davis, H. A., Smith, Z. R., & Smith, G. T. (2024). Longitudinal transactions between
negative urgency and fasting predict binge eating. Appetite, 192, 107113.
https://doi.org/10.1016/j.appet.2023.107113

51



Del Casale, A., Adriani, B., Modesti, M. N., Virzi, S., Parmigiani, G., Vento, A. E., &
Speranza, A. M. (2023). Anorexia nervosa and familial risk factors: A systematic
review of the literature. Current Psychology, 42(29), 25476-25484.
https://doi.org/10.1007/s12144-022-03563-4

Devoe, D. J., Anderson, A., Bahji, A., Singh, M., Patten, S. B., Soumbasis, A., Ramirez
Pineda, A., Flanagan, J., Richardson, C., Lange, T., Dimitropoulos, G., & Paslakis, G.
(2022). The Prevalence of Impulse Control Disorders and Behavioral Addictions in
Eating Disorders: A Systematic Review and Meta-Analysis. Frontiers in Psychiatry, 12.
https://www.frontiersin.org/journals/psychiatry/articles/10.3389/fpsyt.2021.724034

Dickman, S. J. (1990). Functional and dysfunctional impulsivity: Personality and
cognitive correlates. Journal of Personality and Social Psychology, 58(1), 95-102.
https://doi.org/10.1037/0022-3514.58.1.95

Dimaggio, G., MacBeth, A., Popolo, R., Salvatore, G., Perrini, F., Raouna, A., Osam, C.
S., Buonocore, L., Bandiera, A., & Montano, A. (2018). The problem of overcontrol:
Perfectionism, emotional inhibition, and personality disorders. Comprehensive
Psychiatry, 83, 71-78. https://doi.org/10.1016/j.comppsych.2018.03.005

Dufresne, L., Bussiéres, E.-L., Bédard, A., Gingras, N., Blanchette-Sarrasin, A., & Bégin
PhD, C. (2020). Personality traits in adolescents with eating disorder: A meta-analytic
review. International Journal of Eating Disorders, 53(2), 157-173.
https://doi.org/10.1002/eat.23183

Egan, S.J., Wade, T. D., & Shafran, R. (2011). Perfectionism as a transdiagnostic process:
A clinical review. Transdiagnostic and Transtheoretical Approaches, 31(2),203-212.
https://doi.org/10.1016/j.cpr.2010.04.009

Ellis, J. M., Galloway, A. T., Webb, R. M., Martz, D. M., & Farrow, C. V. (2016).
Recollections of pressure to eat during childhood, but not picky eating, predict young
adult eating behavior. Appetite, 97, 58—63.
https://doi.org/10.1016/j.appet.2015.11.020

Evans, B. C., Felton, J. W., Lagacey, M. A., Manasse, S. M., Lejuez, C. W., & Juarascio,
A. S. (2019). Impulsivity and affect reactivity prospectively predict disordered eating
attitudes in adolescents: A 6-year longitudinal study. European Child & Adolescent
Psychiatry, 28(9), 1193—-1202. https://doi.org/10.1007/s00787-018-01267-4

Fairburn, C. G., Cooper, Z., & Shafran, R. (2003). Cognitive behaviour therapy for eating
disorders: A “transdiagnostic” theory and treatment. Behaviour Research and The-
rapy, 41(5), 509-528. https://doi.org/10.1016/S0005-7967(02)00088-8

Fairweather-Schmidt, A. K., & Wade, T. D. (2016). Characterizing and predicting trajec-
tories of disordered eating over adolescence. Journal of Abnormal Psychology,
125(3), 369-380. https://doi.org/10.1037/abn0000146

Fan, Y., Steving, R. K., Berreira Ibraim, S., Hy6tyldinen, T., Thirion, F., Arora, T., Lyu,
L., Stankevic, E., Hansen, T. H., Déchelotte, P., Sinioja, T., Ragnarsdottir, O., Pons,
N., Galleron, N., Quinquis, B., Levenez, F., Roume, H., Falony, G., Vieira-Silva, S.,
... Pedersen, O. (2023). The gut microbiota contributes to the pathogenesis of
anorexia nervosa in humans and mice. Nature Microbiology, 8(5), 787-802.
https://doi.org/10.1038/s41564-023-01355-5

Farstad, S. M., McGeown, L. M., & von Ranson, K. M. (2016). Eating disorders and
personality, 2004-2016: A systematic review and meta-analysis. Clinical Psychology
Review, 46, 91-105. https://doi.org/10.1016/j.cpr.2016.04.005

Favaro, A., Busetto, P., Collantoni, E., & Santonastaso, P. (2019). The Age of Onset of
Eating Disorders. In G. de Girolamo, P. D. McGorry, & N. Sartorius (Eds.), Age of
Onset of Mental Disorders: Etiopathogenetic and Treatment Implications (pp. 203—

52



216). Springer International Publishing. https://doi.org/10.1007/978-3-319-72619-
9 11

Fischer, S., Smith, G. T., & Cyders, M. A. (2008). Another look at impulsivity: A meta-
analytic review comparing specific dispositions to rash action in their relationship to
bulimic symptoms. Clinical Psychology Review, 28(8), 1413—1425.
https://doi.org/10.1016/j.cpr.2008.09.001

Fisher, M. M., Rosen, D. S., Ornstein, R. M., Mammel, K. A., Katzman, D. K., Rome, E.
S., Callahan, S. T., Malizio, J., Kearney, S., & Walsh, B. T. (2014). Characteristics of
Avoidant/Restrictive Food Intake Disorder in Children and Adolescents: A ‘“New
Disorder” in DSM-5. Journal of Adolescent Health, 55(1), 49-52.
https://doi.org/10.1016/j.jadohealth.2013.11.013

Fisher-Fox, L., Whitener, M., Wu, W., Cyders, M. A., & Zapolski, T. C. B. (2024).
Urgency as a predictor of change in emotion dysregulation in adolescents. Frontiers
in Psychiatry, Volume 15-2024. https://doi.org/10.3389/fpsyt.2024.1451192

Flett, G. L., Hewitt, P. L., Oliver, J. M., & Macdonald, S. (2002). Perfectionism in
children and their parents: A developmental analysis. In Perfectionism: Theory,
research, and treatment. (pp. 89—132). American Psychological Association.
https://doi.org/10.1037/10458-004

Freis, S. M., Morrison, C. L., Smolker, H. R., Banich, M. T., Kaiser, R. H., Hewitt, J. K.,
& Friedman, N. P. (2022). Executive Functions and Impulsivity as Transdiagnostic
Correlates of Psychopathology in Childhood: A Behavioral Genetic Analysis.
Frontiers in Human Neuroscience, 16. https://www .frontiersin.org/journals/human-
neuroscience/articles/10.3389/fnhum.2022.863235

Frost, R. O., Marten, P., Lahart, C., & Rosenblate, R. (1990). The dimensions of
perfectionism. Cognitive Therapy and Research, 14(5), 449-468.
https://doi.org/10.1007/BF01172967

Fuster, A., Pérez-Marco, M., & Vicent, M. (2025). Other-oriented perfectionism in
adolescents: Differences in internalizing and externalizing problems, as well as in pro-
social behavior. Frontiers in Psychology, Volume 16-2025.
https://www.frontiersin.org/journals/psychology/articles/10.3389/fpsyg.2025.1580642

Galmiche, M., Déchelotte, P., Lambert, G., & Tavolacci, M. P. (2019). Prevalence of
eating disorders over the 2000-2018 period: A systematic literature review. The
American Journal of Clinical Nutrition, 109(5), 1402—1413.
https://doi.org/10.1093/ajen/nqy342

Gibson, W. A. (1959). Three multivariate models: Factor analysis, latent structure ana-
lysis and latent profile analysis. Psychometrika, 24, 229-252.
https://doi.org/10.1007/BF02289845

Gilmartin, T., Dipnall, J. F., Gurvich, C., & Sharp, G. (2024). Identifying overcontrol and
undercontrol personality types among young people using the five factor model, and
the relationship with disordered eating behaviour, anxiety and depression. Journal of
Eating Disorders, 12(1), 16. https://doi.org/10.1186/540337-024-00967-4

Gilmartin, T., Gurvich, C., & Sharp, G. (2022). The relationship between disordered
eating behaviour and the five factor model personality dimensions: A systematic
review. Journal of Clinical Psychology, 78(9), 1657-1670.
https://doi.org/10.1002/jclp.23337

Goldberg, L. R., Johnson, J. A., Eber, H. W., Hogan, R., Ashton, M. C., Cloninger, C. R.,
& Gough, H. G. (2006). The international personality item pool and the future of
public-domain personality measures. Proceedings of the 2005 Meeting of the Associa-
tion of Research in Personality, 40(1), 84-96.

53



https://doi.org/10.1016/].jrp.2005.08.007

Goldschmidt, A. B., Wall, M. M., Loth, K. A., & Neumark-Sztainer, D. (2015). Risk
Factors for Disordered Eating in Overweight Adolescents and Young Adults. Journal
of Pediatric Psychology, 40(10), 1048—1055. https://doi.org/10.1093/jpepsy/jsv053

Gorrell, S., & Murray, S. B. (2019). Eating Disorders in Males. Eating Disorders in Child
and Adolescent Psychiatry, 28(4), 641-651.
https://doi.org/10.1016/j.chc.2019.05.012

Gregertsen, E. C., Mandy, W., & Serpell, L. (2017). The Egosyntonic Nature of Anorexia:
An Impediment to Recovery in Anorexia Nervosa Treatment. Frontiers in Psycho-
logy, Volume 8-2017.
https://www.frontiersin.org/journals/psychology/articles/10.3389/fpsyg.2017.02273

Guillaume, S., Jaussent, 1., Maimoun, L., Ryst, A., Seneque, M., Villain, L., Hamroun,
D., Lefebvre, P., Renard, E., & Courtet, Ph. (2016). Associations between adverse
childhood experiences and clinical characteristics of eating disorders. Scientific
Reports, 6(1),35761. https://doi.org/10.1038/srep35761

Gunn, R. L., & Finn, P. R. (2015). Applying a dual process model of self-regulation: The
association between executive working memory capacity, negative urgency, and
negative mood induction on pre-potent response inhibition. Personality and
Individual Differences, 75,210-215. https://doi.org/10.1016/j.paid.2014.11.033

Gustavson, D. E., Friedman, N. P., Fontanillas, P., Elson, S. L., Palmer, A. A., & Sanchez-
Roige, S. (2020). The Latent Genetic Structure of Impulsivity and Its Relation to
Internalizing Psychopathology. Psychological Science, 31(8), 1025-1035.
https://doi.org/10.1177/0956797620938160

Habashy, J., & Culbert, K. M. (2019). The role of distinct facets of perfectionism and
sociocultural idealization of thinness on disordered eating symptoms. Journal of
Social and Clinical Psychology, 38(4), 343-365.
https://doi.org/10.1521/jscp.2019.38.4.343

Haedt-Matt, A. A., & Keel, P. K. (2011). Revisiting the affect regulation model of binge
eating: A meta-analysis of studies using ecological momentary assessment. Psycho-
logical Bulletin, 137(4), 660—681. https://doi.org/10.1037/a0023660

Halmi, K. A. (2013). Perplexities of treatment resistence in eating disorders. BMC
Psychiatry, 13(1), 292. https://doi.org/10.1186/1471-244X-13-292

Hambleton, A., Pepin, G., Le, A., Maloney, D., Aouad, P., Barakat, S., Boakes, R.,
Brennan, L., Bryant, E., Byrne, S., Caldwell, B., Calvert, S., Carroll, B., Castle, D.,
Caterson, 1., Chelius, B., Chiem, L., Clarke, S., Conti, J., ... National Eating Disorder
Research Consortium. (2022a). Psychiatric and medical comorbidities of eating
disorders: Findings from a rapid review of the literature. Journal of Eating Disorders,
10(1), 132. https://doi.org/10.1186/s40337-022-00654-2

Hambleton, A., Pepin, G., Le, A., Maloney, D., Aouad, P., Barakat, S., Boakes, R.,
Brennan, L., Bryant, E., Byrne, S., Caldwell, B., Calvert, S., Carroll, B., Castle, D.,
Caterson, 1., Chelius, B., Chiem, L., Clarke, S., Conti, J., ... National Eating Disorder
Research Consortium. (2022b). Psychiatric and medical comorbidities of eating
disorders: Findings from a rapid review of the literature. Journal of Eating Disorders,
10(1), 132. https://doi.org/10.1186/s40337-022-00654-2

Hatoum, A. H., & Burton, A. L. (2024). Applications and efficacy of radically open
dialectical behavior therapy (RO DBT): A systematic review of the literature. Journal
of Clinical Psychology, 80(11), 2283-2302. https://doi.org/10.1002/jclp.23735

Hautala, L. A., Junnila, J., Helenius, H., Vdinéanen, A.-M., Liuksila, P.-R., Réihi, H.,
Vilimdki, M., & Saarijirvi, S. (2008). Towards understanding gender differences in

54



disordered eating among adolescents. Journal of Clinical Nursing, 17(13), 1803—
1813. https://doi.org/10.1111/j.1365-2702.2007.02143.x

Hay, P., Aouad, P., Le, A., Marks, P., Maloney, D., Barakat, S., Boakes, R., Brennan, L.,
Bryant, E., Byrne, S., Caldwell, B., Calvert, S., Carroll, B., Castle, D., Caterson, 1.,
Chelius, B., Chiem, L., Clarke, S., Conti, J., ... National Eating Disorder Research
Consortium. (2023). Epidemiology of eating disorders: Population, prevalence,
disease burden and quality of life informing public policy in Australia—A rapid
review. Journal of Eating Disorders, 11(1), 23. https://doi.org/10.1186/s40337-023-
00738-7

Hedman, A., Breithaupt, L., Hiibel, C., Thornton, L. M., Tillander, A., Norring, C.,
Birgegard, A., Larsson, H., Ludvigsson, J. F., Sédvendahl, L., Almqvist, C., & Bulik,
C. M. (2019). Bidirectional relationship between eating disorders and autoimmune
diseases. Journal of Child Psychology and Psychiatry, 60(7), 803-812.
https://doi.org/10.1111/jcpp.12958

Herle, M., Stavola, B. D., Hiibel, C., Abdulkadir, M., Ferreira, D. S., Loos, R. J. F.,
Bryant-Waugh, R., Bulik, C. M., & Micali, N. (2020). A longitudinal study of eating
behaviours in childhood and later eating disorder behaviours and diagnoses. The
British Journal of Psychiatry, 216(2), 113—119. Cambridge Core.
https://doi.org/10.1192/bjp.2019.174

Hilbert, A., Pike, K. M., Goldschmidt, A. B., Wilfley, D. E., Fairburn, C. G., Dohm, F.-
A., Walsh, B. T., & Striegel Weissman, R. (2014). Risk factors across the eating
disorders. Psychiatry Research, 220(1), 500-506.
https://doi.org/10.1016/j.psychres.2014.05.054

Hoffman, E. R., Gagne, D. A., Thornton, L. M., Klump, K. L., Brandt, H., Crawford, S.,
Fichter, M. M., Halmi, K. A., Johnson, C., Jones, I., Kaplan, A. S., Mitchell, J. E.,
Strober, M., Treasure, J., Woodside, D. B., Berrettini, W. H., Kaye, W. H., & Bulik,
C. M. (2012). Understanding the Association of Impulsivity, Obsessions, and
Compulsions with Binge Eating and Purging Behaviours in Anorexia Nervosa.
European Eating Disorders Review, 20(3), e129—e136.
https://doi.org/10.1002/erv.2161

Hofmann, W., Friese, M., & Strack, F. (2009). Impulse and Self-Control From a Dual-
Systems Perspective. Perspectives on Psychological Science, 4(2), 162—176.
https://doi.org/10.1111/j.1745-6924.2009.01116.x

Hong, R. Y., Lee, S. S. M., Chng, R. Y., Zhou, Y., Tsai, F.-F., & Tan, S. H. (2017).
Developmental Trajectories of Maladaptive Perfectionism in Middle Childhood.
Journal of Personality, 85(3), 409-422. https://doi.org/10.1111/jopy.12249

Howard, M. C., & Hoffman, M. E. (2018). Variable-Centered, Person-Centered, and
Person-Specific Approaches: Where Theory Meets the Method. Organizational
Research Methods, 21(4), 846-876. https://doi.org/10.1177/1094428117744021

Howard, M., Gregertsen, E. C., Hindocha, C., & Serpell, L. (2020). Impulsivity and
compulsivity in anorexia and bulimia nervosa: A systematic review. Psychiatry
Research, 293, 113354, https://doi.org/10.1016/j.psychres.2020.113354

Howard, T. L. M., Williams, M. O., Woodward, D., & Fox, J. R. E. (2023). The
relationship between shame, perfectionism and Anorexia Nervosa: A grounded theory
study. Psychology and Psychotherapy: Theory, Research and Practice, 96(1), 40-55.
https://doi.org/10.1111/papt.12425

Howells, R. L., Dunn, L. C., & Carter, J. C. (2024). The relationship between difficulties
in the regulation of positive and negative emotions and binge-eating symptoms in
young adults. Eating Behaviors, 52, 101839.

55



https://doi.org/10.1016/j.catbeh.2023.101839

Huang, Y., Luan, S., Wu, B., Li, Y., Wu, J., Chen, W., & Hertwig, R. (2024). Impulsivity
is a stable, measurable, and predictive psychological trait. Proceedings of the National
Academy of Sciences, 121(24), €2321758121.
https://doi.org/10.1073/pnas.2321758121

Insel, T., Cuthbert, B., Garvey, M., Heinssen, R., Pine, D. S., Quinn, K., Sanislow, C., &
Wang, P. (2010). Research Domain Criteria (RDoC): Toward a New Classification
Framework for Research on Mental Disorders. American Journal of Psychiatry,
167(7), 748=751. https://doi.org/10.1176/appi.ajp.2010.09091379

Isaksson, M., Ghaderi, A., Wolf-Arehult, M., & Ramklint, M. (2021). Overcontrolled,
undercontrolled, and resilient personality styles among patients with eating disorders.
Journal of Eating Disorders, 9(1), 47. https://doi.org/10.1186/s40337-021-00400-0

Izydorczyk, B., & Sitnik-Warchulska, K. (2018). Sociocultural Appearance Standards
and Risk Factors for Eating Disorders in Adolescents and Women of Various Ages.
Frontiers in Psychology, Volume 9-2018.
https://www.frontiersin.org/journals/psychology/articles/10.3389/fpsyg.2018.00429

Jansen, P. W., de Barse, L. M., Jaddoe, V. W. V., Verhulst, F. C., Franco, O. H., & Tie-
meier, H. (2017). Bi-directional associations between child fussy eating and parents’
pressure to eat: Who influences whom? Proceedings of the SSIB 2016 Annual
Meeting, 176, 101-106. https://doi.org/10.1016/j.physbeh.2017.02.015

Johnston, J., Shu, C. Y., Hoiles, K. J., Clarke, P. J. F., Watson, H. J., Dunlop, P. D, &
Egan, S. J. (2018). Perfectionism is associated with higher eating disorder symptoms
and lower remission in children and adolescents diagnosed with eating disorders.
Eating Behaviors, 30, 55-60. https://doi.org/10.1016/j.eatbeh.2018.05.008

Jung, F., Spahlholz, J., Hilbert, A., Riedel-Heller, S. G., & Luck-Sikorski, C. (2017).
Impact of Weight-Related Discrimination, Body Dissatisfaction and Self-Stigma on
the Desire to Weigh Less. Obesity Facts, 10(2), 139-151.
https://doi.org/10.1159/000468154

Karkkéinen, U., Mustelin, L., Raevuori, A., Kaprio, J., & Keski-Rahkonen, A. (2018).
Do Disordered Eating Behaviours Have Long-term Health-related Consequences?
European Eating Disorders Review, 26(1), 22—28. https://doi.org/10.1002/erv.2568

Kaye, W. H., Fudge, J. L., & Paulus, M. (2009). New insights into symptoms and neuro-
circuit function of anorexia nervosa. Nature Reviews Neuroscience, 10(8), 573-584.
https://doi.org/10.1038/nrn2682

Kazdin, A. E., Fitzsimmons-Craft, E. E., & Wilfley, D. E. (2017). Addressing critical
gaps in the treatment of eating disorders. International Journal of Eating Disorders,
50(3), 170-189. https://doi.org/10.1002/eat.22670

Keel, P. K., & Forney, K. J. (2013). Psychosocial risk factors for eating disorders.
International Journal of Eating Disorders, 46(5), 433—439.
https://doi.org/10.1002/eat.22094

Kehayes, I.-L. L., Smith, M. M., Sherry, S. B., Vidovic, V., & Saklofske, D. H. (2019).
Are perfectionism dimensions risk factors for bulimic symptoms? A meta-analysis of
longitudinal studies. Personality and Individual Differences, 138, 117-125.
https://doi.org/10.1016/j.paid.2018.09.022

Keski-Rahkonen, A., & Mustelin, L. (2016). Epidemiology of eating disorders in Europe:
Prevalence, incidence, comorbidity, course, consequences, and risk factors. Current
Opinion in Psychiatry, 29(6). https://journals.lww.com/co-psychiatry/fulltext/2016/
11000/epidemiology of eating_disorders_in_europe .5.aspx

56



Klump, K. L. (2013). Puberty as a critical risk period for eating disorders: A review of
human and animal studies. Puberty and Adolescence, 64(2), 399—410.
https://doi.org/10.1016/j.yhbeh.2013.02.019

Koreshe, E., Paxton, S., Miskovic-Wheatley, J., Bryant, E., Le, A., Maloney, D., Aouad,
P., Barakat, S., Boakes, R., Brennan, L., Bryant, E., Byrne, S., Caldwell, B., Calvert,
S., Carroll, B., Castle, D., Caterson, 1., Chelius, B., Chiem, L., ... National Eating
Disorder Research Consortium. (2023). Prevention and early intervention in eating
disorders: Findings from a rapid review. Journal of Eating Disorders, 11(1), 38.
https://doi.org/10.1186/s40337-023-00758-3

Krug, I., Root, T., Bulik, C., Granero, R., Penelo, E., Jiménez-Murcia, S., & Fernandez-
Aranda, F. (2011). Redefining phenotypes in eating disorders based on personality: A
latent profile analysis. Psychiatry Research, 188(3), 439—445.
https://doi.org/10.1016/j.psychres.2011.05.026

Kuzyk, E., Mekawi, Y., Michopoulos, V., & Powers, A. (2022). Identifying latent profiles
of emotion dysregulation in a sample of primarily Black women with trauma
exposure. Journal of Psychiatric Research, 156, 291-298.
https://doi.org/10.1016/].jpsychires.2022.10.004

Lacroix, E., Atkinson, M. J., Garbett, K. M., & Diedrichs, P. C. (2022). One size does not
fit all: Trajectories of body image development and their predictors in early
adolescence. Development and Psychopathology, 34(1), 285-294. Cambridge Core.
https://doi.org/10.1017/S0954579420000917

Lacroix, E., Wilson, S., McGue, M., Iacono, W. G., & von Ranson, K. M. (2023). Tra-
jectories and Personality Predictors of Eating-Pathology Development in Girls From
Preadolescence to Adulthood. Clinical Psychological Science, 21677026231192271.
https://doi.org/10.1177/21677026231192271

Lavender, J. M., Goodman, E. L., Culbert, K. M., Wonderlich, S. A., Crosby, R. D.,
Engel, S. G., Mitchell, J. E., Le Grange, D., Crow, S. J., & Peterson, C. B. (2017).
Facets of Impulsivity and Compulsivity in Women with Anorexia Nervosa. European
Eating Disorders Review, 25(4), 309-313. https://doi.org/10.1002/erv.2516

Lavender, J. M., & Mitchell, J. E. (2015). Eating Disorders and Their Relationship to
Impulsivity. Current Treatment Options in Psychiatry, 2(4), 394-401.
https://doi.org/10.1007/s40501-015-0061-6

Lavender, J. M., Wonderlich, S. A., Engel, S. G., Gordon, K. H., Kaye, W. H., & Mitchell,
J. E. (2015). Dimensions of emotion dysregulation in anorexia nervosa and bulimia
nervosa: A conceptual review of the empirical literature. Clinical Psychology Review,
40, 111-122. https://doi.org/10.1016/j.cpr.2015.05.010

Lazuras, L., Ypsilanti, A., Powell, P., & Overton, P. (2019). The roles of impulsivity,
self-regulation, and emotion regulation in the experience of self-disgust. Motivation
and Emotion, 43(1), 145-158. https://doi.org/10.1007/s11031-018-9722-2

Leehr, E. J., Schag, K., Vogel, J., Dresler, T., Zipfel, S., Fallgatter, A. J., Hautzinger, M.,
Dannlowski, U., Ehlis, A.-C., & Giel, K. E. (2023). Food-related reward sensitivity
across the spectrum of body weight and impulsive eating: Pilot findings from a multi-
method approach. Appetite, 181, 106386.
https://doi.org/10.1016/j.appet.2022.106386

Lee-Winn, A. E., Townsend, L., Reinblatt, S. P., & Mendelson, T. (2016). Associations
of neuroticism-impulsivity and coping with binge eating in a nationally representative
sample of adolescents in the United States. Eating Behaviors, 22, 133-140.
https://doi.org/10.1016/j.eatbeh.2016.06.009

57



Legg, N. K., & Turner, B. J. (2021). Personality correlates of eating pathology severity
and subtypes in The National Comorbidity Survey Adolescent Supplement. Journal
of Clinical Psychology, 77(1), 189-210. https://doi.org/10.1002/jclp.23021

Leone, E. M., & Wade, T. D. (2018). Measuring perfectionism in children: A systematic
review of the mental health literature. European Child & Adolescent Psychiatry,
27(5), 553-567. https://doi.org/10.1007/s00787-017-1078-8

Leppanen, J., Brown, D., McLinden, H., Williams, S., & Tchanturia, K. (2022). The Role
of Emotion Regulation in Eating Disorders: A Network Meta-Analysis Approach.
Frontiers in Psychiatry, Volume 13-2022. https://www.frontiersin.org/journals/
psychiatry/articles/10.3389/fpsyt.2022.793094

Limburg, K., Watson, H. J., Hagger, M. S., & Egan, S. J. (2017). The Relationship
Between Perfectionism and Psychopathology: A Meta-Analysis. Journal of Clinical
Psychology, 73(10), 1301-1326. https://doi.org/10.1002/jclp.22435

Linehan, M. M., & Kehrer, C. A. (1993). Borderline personality disorder. Clinical
Handbook of Psychological Disorders: A Step-by-Step Treatment Manual, 2nd Ed.,
396-441.

Livet, A., Navarri, X., Pomerleau, P. P., Champagne, S., Yunus, F. M., Chadi, N., McVey,
G., & Conrod, P. (2023). Perfectionism in Children and Adolescents with Eating-
Related Symptoms: A Systematic Review and a Meta-Analysis of Effect Estimates.
Adolescents, 3(2), 305-329. https://doi.org/10.3390/adolescents3020022

Livney, J., Pehlivan, M., Martin, N. G., & Maguire, S. (2025). Diagnostic Integrity of
DSM Categorized Eating Disorders: Exploration of Alternative Methods of Classi-
fication and the Implications for Genetic Research. Twin Research and Human
Genetics, 1-6. Cambridge Core. https://doi.org/10.1017/thg.2025.3

Lopez-Gil, J. F., Garcia-Hermoso, A., Smith, L., Firth, J., Trott, M., Mesas, A. E.,
Jiménez-Lopez, E., Gutiérrez-Espinoza, H., Tarraga-Lopez, P. J., & Victoria-
Montesinos, D. (2023). Global Proportion of Disordered Eating in Children and
Adolescents: A Systematic Review and Meta-analysis. JAMA Pediatrics, 177(4),
363—372. https://doi.org/10.1001/jamapediatrics.2022.5848

Loxton, S. J., & Gleaves, D. H. (2025). Examining the facets of borderline personality
disorder in relation to dimensions of eating disorders. Current Psychology.
https://doi.org/10.1007/s12144-025-07507-6

Lunn, J., Greene, Danyelle, Callaghan,Thomas, & and Egan, S. J. (2023). Associations
between perfectionism and symptoms of anxiety, obsessive-compulsive disorder and
depression in young people: A meta-analysis. Cognitive Behaviour Therapy, 52(5),
460-487. https://doi.org/10.1080/16506073.2023.2211736

Luo, X., Donnellan, M. B., Burt, S. A., & Klump, K. L. (2016). The dimensional nature
of eating pathology: Evidence from a direct comparison of categorical, dimensional,
and hybrid models. Journal of Abnormal Psychology, 125(5), 715-726.
https://doi.org/10.1037/abn0000174

Lynch, T. R., Hempel, R. J., & Dunkley, C. (2015). Radically Open-Dialectical Behavior
Therapy for Disorders of Over-Control: Signaling Matters. American Journal of
Psychotherapy, 69(2), 141-162.
https://doi.org/10.1176/appi.psychotherapy.2015.69.2.141

Maier, M. J., Schiel, J. E., Rosenbaum, D., Hautzinger, M., Fallgatter, A. J., & Ehlis, A.-
C. (2021). To Regulate or Not to Regulate: Emotion Regulation in Participants With
Low and High Impulsivity. Frontiers in Behavioral Neuroscience, Volume 15-2021.
https://doi.org/10.3389/fnbeh.2021.645052

58



Mallorqui-Bagué, N., Testa, G., Lozano-Madrid, M., Vintré-Alcaraz, C., Sanchez, 1.,
Riesco, N., Granero, R., Perales, J. C., Navas, J. F., Megias-Robles, A., Martinez-
Zalacain, 1., Veciana de las Heras, M., Jiménez-Murcia, S., & Ferndndez-Aranda, F.
(2020). Emotional and non-emotional facets of impulsivity in eating disorders: From
anorexia nervosa to bulimic spectrum disorders. Furopean Eating Disorders Review,
28(4), 410-422. https://doi.org/10.1002/erv.2734

Maloney, M. J., McGuire, J. B., & Daniels, S. R. (1988). Reliability Testing of a
Children’s Version of the Eating Attitude Test. Journal of the American Academy of
Child & Adolescent Psychiatry, 27(5), 541-543. https://doi.org/10.1097/00004583-
198809000-00004

McClelland, J., Robinson, L., Potterton, R., Mountford, V., & Schmidt, U. (2020).
Symptom trajectories into eating disorders: A systematic review of longitudinal, non-
clinical studies in children/adolescents. European Psychiatry, 63(1), €¢60. Cambridge
Core. https://doi.org/10.1192/j.eurpsy.2020.55

Micali, N., De Stavola, B., Ploubidis, G., Simonoff, E., Treasure, J., & Field, A. E. (2015).
Adolescent eating disorder behaviours and cognitions: Gender-specific effects of
child, maternal and family risk factors. British Journal of Psychiatry, 207(4), 320—
327. Cambridge Core. https://doi.org/10.1192/bjp.bp.114.152371

Micali, N., Hagberg, K. W., Petersen, 1., & Treasure, J. L. (2013). The incidence of eating
disorders in the UK in 2000-2009: Findings from the General Practice Research
Database. BMJ Open, 3(5), €002646. https://doi.org/10.1136/bmjopen-2013-002646

Miniati, M., Benvenuti, A., Bologna, E., Maglio, A., Cotugno, B., Massimetti, G., Calugi,
S., Mauri, M., & Dell’Osso, L. (2018). Mood spectrum comorbidity in patients with
anorexia and bulimia nervosa. Eating and Weight Disorders — Studies on Anorexia,
Bulimia and Obesity, 23(3), 305-311. https://doi.org/10.1007/s40519-016-0333-1

Momen, N. C., Plana-Ripoll, O., Yilmaz, Z., Thornton, L. M., McGrath, J. J., Bulik, C.
M., & Petersen, L. V. (2022). Comorbidity between eating disorders and psychiatric
disorders. International Journal of Eating Disorders, 55(4), 505-517.
https://doi.org/10.1002/eat.23687

Monteleone, A. M., Pellegrino, F., Croatto, G., Carfagno, M., Hilbert, A., Treasure, J.,
Wade, T., Bulik, C. M., Zipfel, S., Hay, P., Schmidt, U., Castellini, G., Favaro, A.,
Fernandez-Aranda, F., Il Shin, J., Voderholzer, U., Ricca, V., Moretti, D., Busatta, D.,
... Solmi, M. (2022). Treatment of eating disorders: A systematic meta-review of
meta-analyses and network meta-analyses. Neuroscience & Biobehavioral Reviews,
142, 104857. https://doi.org/10.1016/j.neubiorev.2022.104857

Morris, L., & Lomax, C. (2014). Review: Assessment, development, and treatment of
childhood perfectionism: A systematic review. Child and Adolescent Mental Health,
19(4), 225-234. https://doi.org/10.1111/camh.12067

Mattus, R., Pullmann, H., & Allik, J. (2006). Toward more readable Big Five Personality
Inventories. European Journal of Psychological Assessment, 22(3), 149-157.
https://doi.org/10.1027/1015-5759.22.3.149

Moulton, S. J., Newman, E., Power, K., Swanson, V., & Day, K. (2015). Childhood
trauma and eating psychopathology: A mediating role for dissociation and emotion
dysregulation? Child Abuse & Neglect, 39, 167-174.
https://doi.org/10.1016/j.chiabu.2014.07.003

Murati, D. A., Shamsi, H., Knyahnytska, Y., Vincent, M., Abbatangelo, D., Persaud, R.,
Pakdel, A., Vivekanandan, A., Wong, J., Mackew, L., Kaplan, A., Davis, C., & Quilty,
L. C. (2015). Reward Sensitivity, Impulsivity, and Treatment Response in Binge
Eating Disorder. Canadian Journal of Diabetes, 39, S27.

59



https://doi.org/10.1016/].jcjd.2015.01.111

Murray, S. B., Nagata, J. M., Griffiths, S., Calzo, J. P., Brown, T. A., Mitchison, D.,
Blashill, A. J., & Mond, J. M. (2017). The enigma of male eating disorders: A critical
review and synthesis. Clinical Psychology Review, 57, 1-11.
https://doi.org/10.1016/j.cpr.2017.08.001

Nagl, M., Jacobi, C., Paul, M., Beesdo-Baum, K., Hofler, M., Lieb, R., & Wittchen, H.-
U. (2016). Prevalence, incidence, and natural course of anorexia and bulimia nervosa
among adolescents and young adults. European Child & Adolescent Psychiatry,
25(8), 903-918. https://doi.org/10.1007/s00787-015-0808-z

Neumark-Sztainer, D., Wall, M., Larson, N. 1., Eisenberg, M. E., & Loth, K. (2011).
Dieting and Disordered Eating Behaviors from Adolescence to Young Adulthood:
Findings from a 10-Year Longitudinal Study. Journal of the American Dietetic
Association, 111(7), 1004-1011. https://doi.org/10.1016/j.jada.2011.04.012

Nicholls, D. E., Lynn, R., & Viner, R. M. (2011). Childhood eating disorders: British
national surveillance study. British Journal of Psychiatry, 198(4), 295-301. Cam-
bridge Core. https://doi.org/10.1192/bjp.bp.110.081356

Nilsson, K., Sundbom, E., & Hégglof, B. (2008). A longitudinal study of perfectionism
in adolescent onset anorexia nervosa-restricting type. European Eating Disorders
Review, 16(5), 386-394. https://doi.org/10.1002/erv.850

Oberski, D. (2016). Mixture Models: Latent Profile and Latent Class Analysis. In J.
Robertson & M. Kaptein (Eds.), Modern Statistical Methods for HCI (pp. 275-287).
Springer International Publishing. https://doi.org/10.1007/978-3-319-26633-6_12

O’Connor, R. C., Dixon, D., & Rasmussen, S. (2009). The structure and temporal stability
of the Child and Adolescent Perfectionism Scale. Psychological Assessment, 21(3),
437-443. https://doi.org/10.1037/a0016264

O’Loghlen, E., Grant, S., & Galligan, R. (2022). Shame and binge eating pathology: A
systematic review. Clinical Psychology & Psychotherapy, 29(1), 147-163.
https://doi.org/10.1002/cpp.2615

Patton, J. H., Stanford, M. S., & Barratt, E. S. (1995). Factor structure of the barratt
impulsiveness scale. Journal of Clinical Psychology, 51(6), 768-774.
https://doi.org/10.1002/1097-4679(199511)51:6<768::AID-
JCLP2270510607>3.0.CO;2-1

Pawluk, E. J., & Koerner, N. (2013). A preliminary investigation of impulsivity in
generalized anxiety disorder. Personality and Individual Differences, 54(6), 732—737.
https://doi.org/10.1016/j.paid.2012.11.027

Pearson, C. M., Wonderlich, S. A., & Smith, G. T. (2015). A risk and maintenance model
for bulimia nervosa: From impulsive action to compulsive behavior. Psychological
Review, 122(3), 516-535. https://doi.org/10.1037/a0039268

Pearson, C. M., Zapolski, T. C. B., & Smith, G. T. (2015). A longitudinal test of impul-
sivity and depression pathways to early binge eating onset. International Journal of
Eating Disorders, 48(2), 230-237. https://doi.org/10.1002/eat.22277

Pereira, R., Araujo, J., Severo, M., Ramos, E., & Oliveira, A. (2024). Disordered Eating
Profiles in Adolescence to Early Adulthood and Future Cardiometabolic Health.
Pediatrics, 154(6), €2024066076. https://doi.org/10.1542/peds.2024-066076

Pereira, R. F., & Alvarenga, M. (2007). Disordered Eating: Identifying, Treating, Pre-
venting, and Differentiating It From Eating Disorders. Diabetes Spectrum, 20(3),
141-148. https://doi.org/10.2337/diaspect.20.3.141

60



Peschel, S. K. V., Sigrist, C., Voss, C., Fiirtjes, S., Berwanger, J., Ollmann, T. M., Kische,
H., Riickert, F., Koenig, J., & Beesdo-Baum, K. (2024). Subclinical patterns of dis-
ordered eating behaviors in the daily life of adolescents and young adults from the
general population. Child and Adolescent Psychiatry and Mental Health, 18(1), 69.
https://doi.org/10.1186/s13034-024-00752-w

Pinto, A., Dargani, N., Wheaton, M. G., Cervoni, C., Rees, C. S., & Egan, S. J. (2017).
Perfectionism in obsessive-compulsive disorder and related disorders: What should
treating clinicians know? Journal of Obsessive-Compulsive and Related Disorders,
12, 102-108. https://doi.org/10.1016/j.jocrd.2017.01.001

Prefit, A.-B., Candea, D. M., & Szentagotai-Téatar, A. (2019). Emotion regulation across
eating pathology: A meta-analysis. Appetite, 143, 104438.
https://doi.org/10.1016/j.appet.2019.104438

Pullmann, H., & Allik, J. (2000). The Rosenberg Self-Esteem Scale: Its dimensionality,
stability and personality correlates in Estonian. Personality and Individual Diffe-
rences, 28(4), 701-715. https://doi.org/10.1016/S0191-8869(99)00132-4

Puttevils, L., Vanderhasselt, M.-A., Horczak, P., & Vervaet, M. (2021). Differences in
the use of emotion regulation strategies between anorexia and bulimia nervosa: A
systematic review and meta-analysis. Comprehensive Psychiatry, 109, 152262.
https://doi.org/10.1016/j.comppsych.2021.152262

Qian, J., Wu, Y., Liu, F., Zhu, Y., Jin, H., Zhang, H., Wan, Y., Li, C., & Yu, D. (2022).
An update on the prevalence of eating disorders in the general population: A
systematic review and meta-analysis. Eating and Weight Disorders — Studies on
Anorexia, Bulimia and Obesity, 27(2), 415-428. https://doi.org/10.1007/s40519-021-
01162-z

Racine, S. E., VanHuysse, J. L., Keel, P. K., Burt, S. A., Neale, M. C., Boker, S., &
Klump, K. L. (2017). Eating disorder-specific risk factors moderate the relationship
between negative urgency and binge eating: A behavioral genetic investigation.
Journal of Abnormal Psychology, 126(5), 481-494.
https://doi.org/10.1037/abn0000204

Riesco, N., Agiiera, Z., Granero, R., Jiménez-Murcia, S., Menchon, J. M., & Fernandez-
Aranda, F. (2018). Other Specified Feeding or Eating Disorders (OSFED): Clinical
heterogeneity and cognitive-behavioral therapy outcome. European Psychiatry, 54,
109-116. https://doi.org/10.1016/j.eurpsy.2018.08.001

Riley, C., Lee, M., Cooper, Z., Fairburn, C. G., & Shafran, R. (2007). A randomised
controlled trial of cognitive-behaviour therapy for clinical perfectionism: A pre-
liminary study. Behaviour Research and Therapy, 45(9), 2221-2231.
https://doi.org/10.1016/j.brat.2006.12.003

Rodgers, R. F., McLean, S. A., Marques, M., Dunstan, C. J., & Paxton, S. J. (2016).
Trajectories of Body Dissatisfaction and Dietary Restriction in Early Adolescent
Girls: A Latent Class Growth Analysis. Journal of Youth and Adolescence, 45(8),
1664—-1677. https://doi.org/10.1007/s10964-015-0356-3

Rohde, P., Stice, E., & Marti, C. N. (2015). Development and predictive effects of eating
disorder risk factors during adolescence: Implications for prevention efforts.
International Journal of Eating Disorders, 48(2), 187-198.
https://doi.org/10.1002/eat.22270

Romer, D. (2010). Adolescent risk taking, impulsivity, and brain development: Im-
plications for prevention. Developmental Psychobiology, 52(3), 263-276.
https://doi.org/10.1002/dev.20442

61



Rosewall, J. K., Gleaves, D. H., & Latner, J. D. (2018). An examination of risk factors
that moderate the body dissatisfaction-eating pathology relationship among New
Zealand adolescent girls. Journal of Eating Disorders, 6(1), 38.
https://doi.org/10.1186/s40337-018-0225-z

Safer, D., Telch, C., & Chen, E. (2009). Dialectical behavior therapy for binge eating
and bulimia.

Samm, A., Vérnik, A., Tooding, L.-M., Sisask, M., Kodlves, K., & von Knorring, A.-L.
(2008). Children’s Depression Inventory in Estonia. Furopean Child & Adolescent
Psychiatry, 17(3), 162—170. https://doi.org/10.1007/s00787-007-0650-z

Schaefer, L. M., Forester, G., Dougherty, E. N., Bottera, A. R., Forbes, E. E., & Wildes,
J. E. (2024). Do empirically-derived personality subtypes relate to cognitive
inflexibility in anorexia nervosa and bulimia nervosa? Journal of Eating Disorders,
12(1), 212. https://doi.org/10.1186/s40337-024-01169-8

Schaumberg, K., Jangmo, A., Thornton, L. M., Birgegard, A., Almgqvist, C., Norring, C.,
Larsson, H., & Bulik, C. M. (2019). Patterns of diagnostic transition in eating dis-
orders: A longitudinal population study in Sweden. Psychological Medicine, 49(5),
819—827. Cambridge Core. https://doi.org/10.1017/S0033291718001472

Schmidt, R., Kirsten, T., Hiemisch, A., Kiess, W., & Hilbert, A. (2019). Interview-based
assessment of avoidant/restrictive food intake disorder (ARFID): A pilot study
evaluating an ARFID module for the Eating Disorder Examination. International
Journal of Eating Disorders, 52(4), 388-397. https://doi.org/10.1002/eat.23063

Schmidt, U., Adan, R., Bohm, 1., Campbell, I. C., Dingemans, A., Ehrlich, S., Elzakkers,
L., Favaro, A., Giel, K., Harrison, A., Himmerich, H., Hoek, H. W., Herpertz-
Dahlmann, B., Kas, M. J., Seitz, J., Smeets, P., Sternheim, L., Tenconi, E., van Elburg,
A., ... Zipfel, S. (2016). Eating disorders: The big issue. The Lancet Psychiatry, 3(4),
313-315. https://doi.org/10.1016/S2215-0366(16)00081-X

Schreiber, L. R. N., Grant, J. E., & Odlaug, B. L. (2012). Emotion regulation and im-
pulsivity in young adults. Journal of Psychiatric Research, 46(5), 651-658.
https://doi.org/10.1016/j.jpsychires.2012.02.005

Shafran, R., Cooper, Z., & Fairburn, C. G. (2002). Clinical perfectionism: A cognitive—
behavioural analysis. Behaviour Research and Therapy, 40(7), 773-791.
https://doi.org/10.1016/S0005-7967(01)00059-6

Sheehan, D. V., Lecrubier, Y., Sheehan, K. H., Amorim, P., Janavs, J., Weiller, E.,
Hergueta, T., Baker, R., & Dunbar, G. C. (1998). The Mini-International Neuro-
psychiatric Interview (M.LN.L): The development and validation of a structured
diagnostic psychiatric interview for DSM-IV and ICD-10. The Journal of Clinical
Psychiatry, 59 Suppl 20, 22-33;quiz 34-57.

Shulman, E. P., Smith, A. R., Silva, K., Icenogle, G., Duell, N., Chein, J., & Steinberg,
L. (2016). The dual systems model: Review, reappraisal, and reaffirmation. Special
Section: The Developmental Neuroscience of Adolescence: Revisiting, Refining, and
Extending Seminal Models, 17, 103—117. https://doi.org/10.1016/j.dcn.2015.12.010

Sloan, E., Hall, K., Moulding, R., Bryce, S., Mildred, H., & Staiger, P. K. (2017). Emotion
regulation as a transdiagnostic treatment construct across anxiety, depression,
substance, eating and borderline personality disorders: A systematic review. Clinical
Psychology Review, 57, 141-163. https://doi.org/10.1016/j.cpr.2017.09.002

Slof-Op’t Landt, M. C. T., Claes, L., & van Furth, E. F. (2016). Classifying eating
disorders based on ‘“healthy” and ‘“unhealthy” perfectionism and impulsivity.
International Journal of Eating Disorders, 49(7), 673—680.
https://doi.org/10.1002/eat.22557

62



Smillie, L. D., & Jackson, C. J. (2006). Functional Impulsivity and Reinforcement
Sensitivity Theory. Journal of Personality, 74(1), 47-84.
https://doi.org/10.1111/j.1467-6494.2005.00369.x

So, M. M., Suen, Y. N., Wong, S. M. Y., Cheung, C., Chan, S. K. W, Lee, E. H. M., Hui,
C. L. M,, & Chen, E. Y. H. (2024). Resilient, undercontrolled, and overcontrolled
personality types in Hong Kong youths and the association with mental health
outcomes. Journal of Personality, 92(5), 1251-1264.
https://doi.org/10.1111/jopy.12884

Solmi, M., Monaco, F., Hgjlund, M., Monteleone, A. M., Trott, M., Firth, J., Carfagno,
M., Eaton, M., De Toffol, M., Vergine, M., Meneguzzo, P., Collantoni, E., Gallicchio,
D., Stubbs, B., Girardi, A., Busetto, P., Favaro, A., Carvalho, A. F., Steinhausen, H.-
C., & Correll, C. U. (2024). Outcomes in people with eating disorders: A trans-
diagnostic and disorder-specific systematic review, meta-analysis and multivariable
meta-regression analysis. World Psychiatry, 23(1), 124—138.
https://doi.org/10.1002/wps.21182

Stackpole, R., Greene, D., Bills, E., & Egan, S. J. (2023). The association between eating
disorders and perfectionism in adults: A systematic review and meta-analysis. Eating
Behaviors, 50, 101769. https://doi.org/10.1016/j.eatbeh.2023.101769

Stice, E., Gau, J. M., Rohde, P., & Shaw, H. (2017). Risk factors that predict future onset
of each DSM-5 eating disorder: Predictive specificity in high-risk adolescent females.
Journal of Abnormal Psychology, 126(1), 38-51. https://doi.org/10.1037/abn0000219

Stice, E., Marti, C. N., & Durant, S. (2011). Risk factors for onset of eating disorders:
Evidence of multiple risk pathways from an 8-year prospective study. Behaviour
Research and Therapy, 49(10), 622—627. https://doi.org/10.1016/j.brat.2011.06.009

Stice, E., Marti, C. N., & Rohde, P. (2013). Prevalence, incidence, impairment, and course
of the proposed DSM-5 eating disorder diagnoses in an 8-year prospective community
study of young women. Journal of Abnormal Psychology, 122(2), 445-457.
https://doi.org/10.1037/a0030679

Stice, E., Onipede, Z. A., & Marti, C. N. (2021). A meta-analytic review of trials that
tested whether eating disorder prevention programs prevent eating disorder onset.
Clinical Psychology Review, 87, 102046. https://doi.org/10.1016/j.cpr.2021.102046

Stice, E., & Van Ryzin, M. J. (2019). A prospective test of the temporal sequencing of
risk factor emergence in the dual pathway model of eating disorders. Journal of
Abnormal Psychology, 128(2), 119—128. https://doi.org/10.1037/abn0000400

Stoeber, J., & Otto, K. (2006). Positive Conceptions of Perfectionism: Approaches, Evi-
dence, Challenges. Personality and Social Psychology Review, 10(4), 295-319.
https://doi.org/10.1207/s15327957pspr1004_2

Strack, F., & Deutsch, R. (2004). Reflective and Impulsive Determinants of Social
Behavior. Personality and Social Psychology Review, 8(3), 220-247.
https://doi.org/10.1207/s15327957pspr0803_1

Tanofsky-Kraff, M., & Yanovski, S. Z. (2004). Eating Disorder or Disordered Eating?
Non-normative Eating Patterns in Obese Individuals. Obesity Research, 12(9), 1361—
1366. https://doi.org/10.1038/0by.2004.171

Terry, S. M., Barnett, J. A., & Gibson, D. L. (2022). A critical analysis of eating disorders
and the gut microbiome. Journal of Eating Disorders, 10(1), 154.
https://doi.org/10.1186/s40337-022-00681-z

Thompson-Brenner, H., Eddy, K. T., Franko, D. L., Dorer, D. J., Vashchenko, M., Kass,
A. E., & Herzog, D. B. (2008). A personality classification system for eating dis-
orders: A longitudinal study. Comprehensive Psychiatry, 49(6), 551-560.

63



https://doi.org/10.1016/j.comppsych.2008.04.002

Thompson-Brenner, H., & Westen, D. (2005). Personality subtypes in eating disorders:
Validation of a classification in a naturalistic sample. British Journal of Psychiatry,
186(6), 516-524. Cambridge Core. https://doi.org/10.1192/bjp.186.6.516

Treasure, J., Duarte, T. A., & Schmidt, U. (2020). Eating disorders. The Lancet,
395(10227), 899-911. https://doi.org/10.1016/S0140-6736(20)30059-3

Turner, B. J., Claes, L., Wilderjans, T. F., Pauwels, E., Dierckx, E., Chapman, A. L., &
Schoevaerts, K. (2014). Personality profiles in Eating Disorders: Further evidence of
the clinical utility of examining subtypes based on temperament. Psychiatry Research,
219(1), 157-165. https://doi.org/10.1016/j.psychres.2014.04.036

Vacca, M., Ballesio, A., & Lombardo, C. (2021). The relationship between perfectionism
and eating-related symptoms in adolescents: A systematic review. European Eating
Disorders Review, 29(1), 32-51. https://doi.org/10.1002/erv.2793

Valente, S., Di Girolamo, G., Forlani, M., Biondini, A., Scudellari, P., De Ronchi, D., &
Atti, A. R. (2017). Sex-specific issues in eating disorders: A clinical and psycho-
pathological investigation. Eating and Weight Disorders — Studies on Anorexia,
Bulimia and Obesity, 22(4), 707-715. https://doi.org/10.1007/s40519-017-0432-7

Van de Schoot, R. (2015). Latent Growth Mixture Models to estimate PTSD trajectories.
European Journal of Psychotraumatology, 6(1), 27503.
https://doi.org/10.3402/ejpt.v6.27503

van der Kaap-Deeder, J., Smets, J., & Boone, L. (2016). The Impeding Role of Self-
Critical Perfectionism on Therapeutic Alliance During Treatment and Eating Disorder
Symptoms at Follow-up in Patients with an Eating Disorder. Psychologica Belgica.

van der Nest, G., Lima Passos, V., Candel, M. J. J. M., & van Breukelen, G. J. P. (2020).
An overview of mixture modelling for latent evolutions in longitudinal data:
Modelling approaches, fit statistics and software. Advances in Life Course Research,
43, 100323. https://doi.org/10.1016/j.alcr.2019.100323

Van Malderen, E., De Coen, J., Taquet, J., & Goossens, L. (2023). The Role of Family
Factors in Eating Disorders. In P. Robinson, T. Wade, B. Herpertz-Dahlmann, F.
Fernandez-Aranda, J. Treasure, & S. Wonderlich (Eds.), Eating Disorders: An
International Comprehensive View (pp. 1-14). Springer International Publishing.
https://doi.org/10.1007/978-3-030-97416-9 26-1

Varela, C., Hoyo, A., Tapia-Sanz, M. E., Jiménez-Gonzalez, A. 1., Moral, B. ],
Rodriguez-Fernandez, P., Vargas-Hernandez, Y., & Ruiz-Sanchez, L. J. (2023). An
update on the underlying risk factors of eating disorders onset during adolescence: A
systematic review. Frontiers in Psychology, 14. https://www.frontiersin.org/journals/
psychology/articles/10.3389/fpsyg.2023.1221679

Vecchione, M., & Marsicano, G. (2024). Mean-level change of perfectionism in late
childhood: A 2-year longitudinal investigation. Current Psychology, 43(14), 12321—
12334. https://doi.org/10.1007/s12144-023-05317-2

Vermunt, J. K., & Magidson, J. (2002). Latent Class Cluster Analysis. In J. A. Hagenaars
& A. L. McCutcheon (Eds.), Applied Latent Class Analysis (pp. 89-106). Cambridge
University Press; Cambridge Core. https://doi.org/10.1017/CB09780511499531.004

Verschueren, M., Claes, L., Palmeroni, N., Bogaerts, A., Gandhi, A., Moons, P., &
Luyckx, K. (2020). Eating Disorder Symptomatology in Adolescent Boys and Girls:
Identifying Distinct Developmental Trajectory Classes. Journal of Youth and
Adolescence, 49(2), 410—-426. https://doi.org/10.1007/s10964-019-01174-0

64



Vicent, M., Gonzalvez, C., Quiles, M. J., & Sanchez-Meca, J. (2023). Perfectionism and
binge eating association: A systematic review and meta-analysis. Journal of Eating
Disorders, 11(1), 101. https://doi.org/10.1186/s40337-023-00817-9

Vois, D., & Damian, L. E. (2020). Perfectionism and emotion regulation in adolescents:
A two-wave longitudinal study. Personality and Individual Differences, 156, 109756.
https://doi.org/10.1016/j.paid.2019.109756

Volpe, U., Tortorella, A., Manchia, M., Monteleone, A. M., Albert, U., & Monteleone, P.
(2016). Eating disorders: What age at onset? Psychiatry Research, 238, 225-227.
https://doi.org/10.1016/j.psychres.2016.02.048

Wade, T. D., Pennesi, J.-L., & Pellizzer, M. (2025). Identifying transdiagnostic psycho-
logical processes that can improve early intervention in youth mental health.
Australian & New Zealand Journal of Psychiatry, 59(4), 307-314.
https://doi.org/10.1177/00048674241312803

Wainwright, K., Romanowich, P., & Bibriescas, N. (2020). Relationships between
perfectionism, self-report impulsivity measures and delay discounting. International
Journal of Psychology, 55(6), 951-958. https://doi.org/10.1002/ijop.12667

Wang, S. B., Haynos, A. F., Wall, M. M., Chen, C., Eisenberg, M. E., & Neumark-
Sztainer, D. (2019). Fifteen-Year Prevalence, Trajectories, and Predictors of Body
Dissatisfaction From Adolescence to Middle Adulthood. Clinical Psychological
Science, 7(6), 1403—1415. https://doi.org/10.1177/2167702619859331

Watts, R., Archibald, T., Hembry, P., Howard, M., Kelly, C., Loomes, R., Markham, L.,
Moss, H., Munuve, A., Oros, A., Siddall, A., Rhind, C., Uddin, M., Ahmad, Z.,
Bryant-Waugh, R., & Hiibel, C. (2023). The clinical presentation of avoidant
restrictive food intake disorder in children and adolescents is largely independent of
sex, autism spectrum disorder and anxiety traits. eClinicalMedicine, 63.
https://doi.org/10.1016/j.eclinm.2023.102190

Waxman, S. E. (2009). A systematic review of impulsivity in eating disorders. European
Eating Disorders Review, 17(6), 408—425. https://doi.org/10.1002/erv.952

Weinbach, N., Sher, H., & Bohon, C. (2018). Differences in Emotion Regulation Diffi-
culties Across Types of Eating Disorders During Adolescence. Journal of Abnormal
Child Psychology, 46(6), 1351-1358. https://doi.org/10.1007/s10802-017-0365-7

Weiss, A. L., Miller, J. N., & Chermak, R. (2023). Adolescent diet culture: Where does
it originate? In Fad diets and adolescents: A guide for clinicians, educators, coaches
and trainers. (pp. 17-24). Springer Nature Switzerland AG.
https://doi.org/10.1007/978-3-031-10565-4 3

Weissman, R. S. (2019). The Role of Sociocultural Factors in the Etiology of Eating
Disorders. Psychiatric Clinics, 42(1), 121-144.
https://doi.org/10.1016/j.psc.2018.10.009

Whiteside, S. P., & Lynam, D. R. (2001). The Five Factor Model and impulsivity: Using
a structural model of personality to understand impulsivity. Personality and Indi-
vidual Differences, 30(4), 669-689.
https://doi.org/10.1016/S0191-8869(00)00064-7

Widiger, T. A. (2011). Personality and psychopathology. World Psychiatry, 10(2), 103—
106. https://doi.org/10.1002/j.2051-5545.2011.tb00024.x

Wildes, J. E., & Marcus, M. D. (2013a). Alternative methods of classifying eating
disorders: Models incorporating comorbid psychopathology and associated features.
Clinical Psychology Review, 33(3), 383-394.
https://doi.org/10.1016/j.cpr.2013.01.006

65



Wildes, J. E., & Marcus, M. D. (2013b). incorporating dimensions into the classification
of eating disorders: Three models and their implications for research and clinical
practice. International Journal of Eating Disorders, 46(5), 396—403.
https://doi.org/10.1002/eat.22091

Wildes, J. E., Marcus, M. D., Crosby, R. D., Ringham, R. M., Dapelo, M. M., Gaskill, J.
A., & Forbush, K. T. (2011). The clinical utility of personality subtypes in patients
with anorexia nervosa. Journal of Consulting and Clinical Psychology, 79(5), 665—
674. https://doi.org/10.1037/a0024597

Willie, C., Gill, P. R., Teese, R., Stavropoulos, V., & Jago, A. (2022). Emotion-driven
problem behaviour: The predictive utility of positive and negative urgency. Brain and
Neuroscience Advances, 6,23982128221079573.
https://doi.org/10.1177/23982128221079573

Wingrove, J., & Bond, A. J. (1997). Impulsivity: A state as well as trait variable. Does
mood awareness explain low correlations between trait and behavioural measures of
impulsivity? Personality and Individual Differences, 22(3), 333-339.
https://doi.org/10.1016/S0191-8869(96)00222-X

Wonderlich, S. A., Connolly, K. M., & Stice, E. (2004). Impulsivity as a risk factor for
eating disorder behavior: Assessment implications with adolescents. International
Journal of Eating Disorders, 36(2), 172—182. https://doi.org/10.1002/eat.20033

World Health Organization. (2024). Clinical descriptions and diagnostic requirements
for ICD-11 mental, behavioural and neurodevelopmental disorders. World Health
Organization; WHO IRIS. https://iris.who.int/handle/10665/375767

Wu, K. D, & Cortesi, G. T. (2009). Relations between perfectionism and obsessive—
compulsive symptoms: Examination of specificity among the dimensions. Journal of
Anxiety Disorders, 23(3), 393-400. https://doi.org/10.1016/j.janxdis.2008.11.006

Yoon, C., Mason, S. M., Hooper, L., Eisenberg, M. E., & Neumark-Sztainer, D. (2020).
Disordered Eating Behaviors and 15-year Trajectories in Body Mass Index: Findings
From Project Eating and Activity in Teens and Young Adults (EAT). Journal of
Adolescent Health, 66(2), 181-188. https://doi.org/10.1016/j.jadohealth.2019.08.012

Zarychta, K., Mullan, B., Kruk, M., & Luszczynska, A. (2017). A vicious cycle among
cognitions and behaviors enhancing risk for eating disorders. BMC Psychiatry, 17(1),
154. https://doi.org/10.1186/s12888-017-1328-9

Zeiler, M., Waldherr, K., Philipp, J., Nitsch, M., Diir, W., Karwautz, A., & Wagner, G.
(2016). Prevalence of Eating Disorder Risk and Associations with Health-related
Quality of Life: Results from a Large School-based Population Screening. European
Eating Disorders Review, 24(1), 9—18. https://doi.org/10.1002/erv.2368

Zhou, R., Zhang, L., Liu, Z., & Cao, B. (2025). Emotion regulation difficulties and
disordered eating in adolescents and young adults: A meta-analysis. Journal of Eating
Disorders, 13(1), 25. https://doi.org/10.1186/s40337-025-01197-y

Zimmerman, J., & Fisher, M. (2017). Avoidant/Restrictive Food Intake Disorder
(ARFID). Current Problems in Pediatric and Adolescent Health Care, 47(4), 95—103.
https://doi.org/10.1016/j.cppeds.2017.02.005

66



SUMMARY IN ESTONIAN

S66mishaire simptomite latentsed profiilid ja
arengulised trajektoorid

S6omishdired (SH) on tdsised psiiiihikahéired, mida iseloomustavad ebatavalised
soomiskéitumise mustrid (nt piirav toitumine, liigs6omishood, kompenseeriv
kditumine tarbitud energiahulgu kulutamiseks), kehakaalu ja -kuju liigne tiht-
sustamine ning piisiv rahulolematus oma kehaga. Need hédired toovad sageli kaasa
olulisi fiitisilisi, psiithholoogilisi ja sotsiaalseid tagajirgi, mis mojutavad inimese
igapdevaelu ja heaolu. SH ja hdirunud s6omiskaitumine kujunevad kdige sage-
damini noorukieas. Kuigi esineb teatavaid iildistavaid arengutrende, on uuringud
ndidanud, et SH siimptomite avaldumine ja kulg vdivad erineda markimisvéérselt
indiviiditi. Erinevate arengumustrite mdistmine on oluline, et paremini hinnata
riske SH tekke kujunemiseks ja ajastada tShusat ennetustodd.

Lisaks kliinilistele SH-dele (nt anorexia nervosa, bulimia nervosa, liig-
s0Oomishéire) on laialt levinud ka hiirunud s66miskditumine, mille puhul stimp-
tomid ei ulatu psiihhiaatrilise hdire diagnoosi kriteeriumiteni, kuid mis vdivad
siiski oluliselt héirida indiviidi igapdevaelu ja suurendada SH tekke riski. Héiru-
nud s6omiskditumist ja SH-d voib kisitleda kui sama ndhtuse dimensionaalseid
raskusastmeid, mida eristab mh esinemissagedus, intensiivsus ja mdju inimese
toimetulekule. Lisaks on senised teadustood esile toonud, et SH-d ei ole homo-
geensed — see tdhendab, et sama diagnoosiga indiviidid vdivad erineda siimp-
tomite iseloomu, kaasuvate hiirete, hdire arengulise kulu ja ravivastuse poolest.
Seetdttu on litha rohkem tdhelepanu pooratud individuaalsetele riskiteguritele,
sealhulgas isiksusejoontele ja nende koosmdjudele, mis voivad aidata tdpsemini
selgitada héire kestvust, kulgu ja prognoosi.

Kéesolev doktoritod keskendub sellele, kuidas isiksusejooned, eeskitt per-
fektsionism ja impulsiivsus, voivad mojutada SH ja héirunud s66miskiitumise
kujunemist ning véljendumist. Perfektsionism hdlmab nii korgete standardite
seadmist (adaptiivne tahk) kui ka liigset muret vigade pérast ja enesekriitilisust
(mitteadaptiivne tahk). Impulsiivsus viitab kalduvusele tegutseda kiiresti ja l1dbi-
mdtlematult, eriti emotsionaalse pinge olukorras (diisfunktsionaalne impulsiiv-
sus), ent sisaldab ka kiiret kohanemisvdimet ja reageerimisvalmidust (funktsio-
naalne impulsiivsus). Nii perfektsionism kui impulsiivsus on seotud kdorgema SH
riskiga, kuid neid on harva uuritud koos, sest sageli ndhakse neid vastandlikena.
Doktorit66 t66 uurib, kuidas nende koosesinemine vdib kujundada eriliselt
haavatava profiili SH kujunemiseks.

Lahtuvalt eelnevast oli doktoritdd eesmérkideks: (1) tuvastada isiksuse-
joontel (perfektsionism, impulsiivsus) ja SH stimptomitel pdhinevad profiilid nii
taiskasvanutel kui ka teismelistel; (2) hinnata, kas SH mitmekesisuse moist-
miseks on informatiivsem kasutada ainult isiksusejooni v&i ka SH siimptomeid;
(3) kirjeldada héirunud s6omiskditumise arengutrajektoore noorukieas ning (4)
uurida, millised psiihhosotsiaalsed tegurid ennustavad kuuluvust erinevatesse
héirunud s60miskéitumise arengutrajektooridesse.
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To0 koosneb neljast omavahel seotud uurimusest (Uurimus I-IV), milles
kasutati muuhulgas analiiiisimeetodeid, mis vdoimaldasid tuvastada heterogeen-
setest valimitest sarnaste tunnuste ja mustritega alagruppe — nii labildikeliselt kui
ka longitudinaalses vaates. Kdigis uurimustes rakendati eakohaseid enesekoha-
seid kiisimustikke. Tdiskasvanute uuringutes (Uurimus I ja II) osalesid SH
diagnoosiga indiviidid ja terved kontrollisikud; noorukite uuringutes (Uurimus
IIT ja IV) kasutati populatsioonipohise longitudinaaluuringu andmeid, kus
noorukeid hinnati neljal korral, vanuses 11-16 aastat.

Uurimus I tuvastas viis selgelt eristuvat profiili, mis erinesid nii isiksuse-
joonte, SH siimptomite taseme kui ka kaasuvate psiiithikahdirete poolest. ,,Hasti
funktsioneerivat” profiili iseloomustas vihene sd0mishéiretele omane siimpto-
maatika, madal perfektsionism ja korge funktsionaalne impulsiivsus. ,,Perfektsio-
nistliku™ profiili puhul esines kdrge mitteadaptiivne perfektsionism, keskmine
SH siimptomite tase ja madal impulsiivsus. ,,Md0dukalt impulsiivne” profiili
puhul tuli esile korgenenud diisfunktsionaalne impulsiivsus, madal perfekt-
sionism ja madal kuni mdddukas SH siimptomaatika. Kdige ulatuslikumate SH
siimptomitega ,,Diisreguleeritud” profiili iseloomustas samaaegselt korge mitte-
adaptiivne perfektsionism ja korge diisfunktsionaalne impulsiivsus.

Uurimus II vordles ldhenemisi, milles kasutati eraldi kas vaid isiksusejooni
voi lisaks SH stimptomeid. Uurimuse eesmargiks oli hinnata, milline 14henemine
voimaldab tuvastada selgemini eristuvaid ja kliiniliselt tdhenduslikke profiile.
Leiti, et kombineeritud mudel, milles analiiiisiti koos perfektsionismi, impulsiiv-
sust ja SH siimptomeid, voimaldas tuvastada sisuliselt eristuvamaid profiile ning
viahendas metoodikast tulenevat varieeruvust, mis suurendas profiilide stabiilsust
ja usaldusvéirsust. Tulemused osutavad seega kaudselt ka sellele, et SH siimp-
tomeid ei peaks késitlema pelgalt hdire tagajérjena, vaid ka oluliste profiile
kujundavate komponentidena. See ldhenemine rdhutab vajadust integreerida
kliinilises hindamises paralleelselt nii isiksuseomadused kui ka siimptomipohised
nditajad.

Uurimus III keskendus noorukite isiksuse- ja sddmiskéitumise pohiste pro-
fiilide tuvastamisele. Selgus, et ka selles vanuserithmas esinevad mitmekesised
profiilid, milles perfektsionism ja impulsiivsus avalduvad erineval moel ning
kombineeruvad SH siimptomitega. Tdiskasvanutega sarnaselt ilmnes profiil, kus
korge mitteadaptiivne perfektsionism kaasnes SH siimptomaatikaga. Samuti
joonistus vélja perfektsionismi ja impulsiivsuse kombineeritud profiil, mida
iseloomustas hdirunud s6omiskéitumise esinemine, kuid mitte kdrgemal tasemel
kui puhtalt perfektsionistlikus profiilis. See viitab, et noorukieas voib diisfunkt-
sionaalne impulsiivsus avalduda pigem {ildisema psiihhopatoloogiana (néiteks
korgema drevuse ja depressiooni siimptomitena) mitte aga veel spetsiifilisemalt
héirunud s66miskaitumise kaudu. Tulemused néitavad, et perfektsionismi seosed
SH siimptomitega voivad avalduda juba varases eas, viidates selle potentsiaalsele
juhtrollile riskiprofiilide kujunemisel, eriti noorukitel, kellel on kdrgem keha-
massiindeks ja kes tajuvad tugevamat sotsiaalset survet vastata ithiskondlikele
iluideaalidele.
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Uurimus IV kisitles hdirunud s6omiskditumise arengutrajektoore noorukieas
(vanuses 11-16 eluaastat). Tuvastati kolm trajektoori: piisivalt madal hdirunud
s00miskaitumine, piisivalt kdrge hiirunud s6omiskditumine ning moddukas, kuid
ajas kasvav hdirunud s60miskditumine, mis slivenes eeskitt 14.—16. eluaasta
vahel. Tiidrukud kuulusid suurema tdendosusega korgema riskiga trajektoori-
desse, kuid nendesse kuulus markimisvéérsel hulgal ka poisse. Trajektooridesse
kuulumist ennustasid kdrgem kehamassiindeks, kdrgem tajutud sotsiaalne surve
olla kdhn voi lihaseline ning kdrgem perfektsionism. Kehakuvandiga seotud SH
simptomite puhul ilmnes téhelepanuvéddrne tulemus: rahulolematusega keha-
kaalu ja -kuju puhul olid idenfitiseeritavad iliksnes stabiilsed trajektoorid kogu
uuritud perioodi viltel. See tdhendab, et kdrge rahulolematus kehaga ilmnes juba
11-aastaselt ja piisis muutumatuna ka hilisematel aastatel, osutades vajadusele
alustada ennetustdoga voimalikult varajases eas.

Kokkuvottes néitavad doktoritdd tulemused, et hdirunud s6dmiskditumine ja
SH siimptomid esinevad mitmekesistes kombinatsioonides isiksusejoontega, eriti
perfektsionismi ja impulsiivsuse erinevate tahkudega. Leiti, et teatud profiilid,
nagu korge mitteadaptiivne perfektsionism koos diisfunktsionaalse impulsiiv-
susega, kuid ka kdrgem perfektsionism iiksinda, on seotud ulatuslikuma SH
siimptomaatika ja kdrgema kaasuva psiihhopatoloogia riskiga. Tulemused toe-
tavad arusaama, et SH siimptomid ei ole vaid isiksuslike haavatavuste tagajirg,
vaid vOivad toimida ka aktiivsete mehhanismidena, mis mdjutavad héire kulgu ja
raskusastet. Samuti ilmnes, et haavatavusprofiilid on tuvastatavad juba nooruki-
eas ning SH siimptomite areng voib kulgeda véga erineval moel. Eriti piisivaks
osutus rahulolematus kehakaalu ja -kujuga, mis avaldus juba 11-aastaselt ja piisis
nendel noorukitel stabiilsena ka edasistel aastatel. T66 toob esile vajaduse
diferentseeritud lahenemise jirele nii SH ennetuses, hindamises kui ravis, rohu-
tades vajadust arvestada individuaalseid riskimustreid ja arengulisi eripérasid.
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