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Introduction
Eating disorders show a chronic course and result in

significant functional impairment, emotional distress, and
medical problems (Hudson, Hiripi, Nope & Kessler,

2007). An epidemiological study suggested that approxi-
mately 7.5% of young women meet criteria for a DSM-
IV-TR 4 (APA, 2000) eating disorder of anorexia nervosa
(AN), bulimia nervosa (BN), or binge eating disorder
(BED) (Hudson, Hiripi, Pope, & Kessler, 2007). So it is
important to identify factors that contribute to the devel-
opment and maintenance of eating disorders, in order to
implement the more functional therapeutic approach.

In this framework there has been interest in investigating
the etiology as well as predictors of eating psychopathology
(e.g., Calam & Waller, 1998; Grant & Fodor, 1986; Green-
berg & Harvey, 1986; Wood, Waller, & Gowers, 1994). Var-
ious factors have been hypothesized as having an effect on
the development, course and maintenance of ED. Sociocul-
tural factors, dieting, self-esteem, body image, social sup-
port, social adjustment, coping, attitudes about food and
eating, body dissatisfaction, family interaction and environ-
ment, body concern, major negative life events, and a child-
hood history of being teased for one’s appearance are among
the factors that have been investigated separately or in var-
ious combinations (Ghaderi, 2001).

Investigating factors that contribute to the develop-
ment of eating disorders (EDs) has been the focus of di-
verse previous studies (e.g., Teixeira, Pereira, Marques,
Saraiva, & de Macedo 2016; De Panfilis, Rabbaglio,
Rossi, Zita, & Maggini, 2003; Ghaderi, 2001). In terms
of the ED maintenance, several variables have been sug-
gested as possible perpetuating factors for these patholo-
gies and have been detected as obstacle for psychotherapy
process to heal (Bardone-Cone et al., 2007). 

Empirical evidence suggests that family factors are im-
portant features in the etiology of both eating disorders and
disordered eating behaviors and attitudes (e.g., Polivy &
Herman, 2002; Horesh, Sommerfeld, Wolf, Zubery, &
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Zalsman, 2015). Selvini Palazzoli (1963) observed specific
disturbances in early child-mother relationship and some
typical patterns in families with anorexic offspring, such as
maternal intrusiveness and over-involvement. Similarly,
Minuchin et al. (1975) have described family characteristics
of enmeshment, overprotective, rigidity, and lack of conflict
resolution. A body of research has focused on perceived
parental bonding, [generally assessed by the Parental Bond-
ing Instrument (Parker, Tupling, & Brown, 1979)] as risk
factors in the development of eating disorder-related symp-
toms, concerns and behaviors (Tetley, Moghaddam, Daw-
son, & Rennoldson, 2014). Particularly, a parenting style
based on low care-high control has been shown to predict
body image disturbance in female ED outpatients (De Pan-
filis, Rabbaglio, Rossi, Zita, & Maggini, 2003) and to be
the most frequent type amongst ED patients (Jáuregui
Lobera, Bolaños Ríos, & Garrido Casals, 2011). High lev-
els of maternal intrusiveness and overprotectiveness (La-
porte, Marcoux, & Guttman, 2001; Swanson et al., 2010)
and low levels of parental care have been shown to be as-
sociated with anorexic symptomatology (Fassino, Amianto,
Rocca, & Daga, 2010). Bulimic women reported low levels
of parental warmth, affection, empathy (Fassino, Amianto,
Rocca, & Daga, 2010) and relatively high levels of paternal
overprotection (Calam, Waller, Slade, & Newton, 1990).
Among ED patients, high overprotection has been associ-
ated with suicidal behavior(Yamaguchi et al., 2000). In the
study by Canetti, Kanyas, Lerer, Latzer, & Bachar (2008),
maternal control and paternal care were associated with
higher symptom severity among anorexic women. Com-
paring women diagnosed with ED to healthy controls and
a psychiatric patients group (diagnosed with anxiety or de-
pressive disorders), negative perception of the father’s par-
enting style and a low quality of relationship have been
found relevant to understand the ED onset and maintenance
(Horesh, Sommerfeld, Wolf, Zubery, & Zalsman, 2015).
Similarly, paternal (but not maternal) criticism predicted
less psychological improvement in eating disorder psy-
chopathology at the end of treatment (Rienecke, Accurso,
Lock, & Le Grange, 2016). Overall, eating disorders might
affect, in turn, the family relationships and home environ-
ment in a way that allow symptom maintenance (Loeb,
Lock, Le Grange, & Greif, 2012). 

Moreover, researchers (Perry, Silvera, Neilands,
Rosenvinge, & Hanssen, 2008; Cella, Iannaccone, &
Cotrufo, 2014) have begun to consider the existence of
possible mediating factors between parental bonding and
eating pathologies: specifically, parental bonding has a
relevant impact factor on offspring’s self-concept and low
self-esteem that, in turn, affects ED vulnerability. The ex-
perience of shame (Murray, Waller, & Legg, 2000) and
the development of unhealthy core beliefs (Meyer &
Gillings, 2004) appear to be important in determining the
effect that perceived parental style has on bulimic psy-
chopathology in a non-clinical group of women. 

On the other hand, other studies approached this issue

in terms of the attachment theory, and have highlighted
the prevalence of insecure attachment patterns in ED pa-
tients (Armstrong & Roth, 1989; Brown & Wright, 2001).
A number of studies have shown that an impoverished
sense of self is an important contributor to ED sympto-
matology (Courtney, Gamboz, & Johnson, 2008; Stein &
Corte, 2007; Polivy & Herman, 2002) and it is correlated
with a negative outcome (La Mela, Maglietta, Lucarelli,
Mori, & Sassaroli, 2013). Nevertheless, some studies
(e.g., Young, Clopton, & Bleckley, 2004) do not support
the existence of a direct relationship between low self-es-
teem and eating disturbance. In a study carried out by
Young et al. (2004), self-esteem did not emerge as a sig-
nificant predictor of bulimic behavior in college women,
and ineffectiveness seems to be not a specific character-
istic of eating disorder patients but, more in general, of
clinical groups (Jacobi, Paul, De Zwaan, Nutzinger, &
Dahme, 2004). In a more recent research, self-esteem has-
n’t been found to be the primary predictor of disordered
eating (Shea & Pritchard, 2007). In the field of eating dis-
orders, this great dis-homogeneity of literature on the con-
cept of self-esteem may be related to the sampling
procedures and methodological shortcomings. 

Several studies have associated eating disorder pat-
terns, low self-esteem and perfectionism in many ways
(Fairburn, 1995; Wade, Wilksch, Paxton, Byrne, &
Austin, 2015). Perfectionism predicts ED onset and main-
taining (Holland, Bodell, & Keel, 2013). Individuals with
high levels of perfectionism might be at risk for a long
disease duration and a poor prognoses (Egan, Wade, &
Shafran, 2011; Nilsson, Sundbom, & Hägglöf, 2008; Su-
tandar-Pinnock, Blake Woodside, Carter, Olmsted, & Ka-
plan, 2012; Bizeul, Sadowsky, & Rigaud, 2001).
Nevertheless, some studies have not found a direct rela-
tionship between perfectionism and eating problems
(Joyce, Watson, Egan, & Kane, 2012) and, as previously
suggested (Watson, Steele, Bergin, Fursland, & Wade,
2011), the role of perfectionism in the etiology and main-
tenance of EDs remains elusive. Some studies seem to
suffer serious methodological limitations; multivariate
model may be particularly pertinent to understand the ef-
fect of perfectionism on the development of eating disor-
ders (Bardone-Cone et al., 2007). For example, Bardone
et al. (2000) highlight an interactive model implicating
high perfectionism, low self-esteem, and body dissatis-
faction in the onset and maintenance of bulimic symp-
toms. Contrary to their hypotheses, La Mela and
colleagues (2015) did not find confirmation that the rela-
tionship between weight and shape concerns, and binge
episodes was mediated by any dimensions of perfection-
ism and moderated by low levels of self-esteem. The va-
lidity of the interactive model remains controversial, and
may be limited by an inadequate conceptualization of the
perfectionism construct.

The severity of eating disorder symptomatology has
been also associated to shame about the body and in eat-
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ing context (Burney & Irwin, 2000). Negative body
image, particularly in relation to shame and concern with
public appearance, was found to have the strongest rela-
tionship to binge eating status (Cargill, Clark, Pera, Ni-
aura, & Abrams, 1999). Bodily shame was the strongest
ED risk predictor among normal weight controls too.
However, gender, BMI and maternal care were also de-
tected to predict eating pathology risk among this popu-
lation. One study (Hayaki, Friedman, & Brownell, 2001)
found that women with bulimia nervosa (based on ele-
vated scores on a self-report measure), recruited from an
eating disorders clinic, reported more shame than those
who had subthreshold levels of bulimic symptoms. The
relationship between obesity and shame has also been
demonstrated (Sjöberg, Nilsson, & Leppert, 2005). Al-
though body shame has been found to be a strong predic-
tor of disordered eating (Jankauskiene & Pajaujiene, 2012;
Doran & Lewis, 2012; Troop & Redshaw, 2012), few
studies have investigated the role of this factor in ED de-
velopment and persistence. 

Up till now, studies specifically evaluating a number
of predictors associated with the severity of eating symp-
toms are contradictory in the literature, and few studies
have tested for interactions among risk factors (Kraemer,
Stice, Kazdin, Offord, & Kupfer, 2001; Stice, Marti, &
Durant, 2011; Hilbert, Pike, Goldschmidt, Wilfley, Fair-
burn, Dohm, 2014). 

This research attempted to answer an important ques-
tion: which of the individual variables significantly pre-
dicts the level of eating concerns for ED patients? Our
theoretical model implicates the confluence of high levels
of parental intrusiveness and perfectionism, sense of in-
effectiveness and experience of shame as being critical to
the development of eating disorders.

Considering how to improve efficacy of therapeutic
strategies, the overall objective of the present study was
to investigate the extent of eating concerns and to identify
predictors associated with the severity of disordered eat-
ing symptomatology among women who were diagnosed
with eating disorders.

Our general assumption was that ED patients share sim-
ilar psychological characteristics, suggesting possible
shared pathways between the different diagnostic cate-
gories for eating disturbances (Cotrufo, Gnisci, & Caputo,
2005).

Materials and Methods
Our study has been approved by the Ethic Board of

the Department of Psychology and by the Ethic Commit-
tee of the Second University of Naples. 

Participants 

One hundred female inpatients were recruited from
specialized residential ED treatment units in Northern,

Central and Southern Italy. All participants had a primary
Diagnostic and Statistical Manual fourth edition (DSM-
IV) (APA, 1994) eating disorder diagnosis. Diagnosis was
assigned at intake by ED clinicians who conducted a clin-
ical interview. Participants were tested at variables points
in treatment, but constantly in early stages, at which point
strong treatments effects were improbable. We excluded
20 questionnaires because of non-completion, so the final
sample consisted of 80 female.

Measures

Each patient self-reported the current weight (kg) and
height (m) and completed the following questionnaires.

Socio-demographic data and personal background schedule

Participants were asked to fill in a socio-demographic
schedule, including gender, age at the time of assessment,
ED duration and socio-economic background.

The Parental Bonding Instrument 

The Parental Bonding Instrument (PBI; Parker, Tupling,
& Brown, 1979), a 50-item self-report questionnaire, was
used to measure parental behavior as perceived by the off-
spring. The tool investigates two principal areas of parental
behaviors and attitudes: parental care (behaviors indicating
affection and warmth or coldness and rejection) and
parental overprotection (behaviors indicating encourage-
ment of autonomy/independence as opposed to strict con-
trol with regulations and intrusiveness). Participants were
asked to rate how much they agreed with various state-
ments (e.g. Spoke to me in a warm and friendly voice, Ap-
peared to understand my problems and worries, Let me do
those things I liked doing). Response options for items
range from 3 (very like) to 0 (very unlike); however, not all
items are scored in the same direction. The PBI was asked
separately for each participant’s mother and father. Sample
Cronbach’s alpha ranges from .88 to .92.

The Rosenberg Self Esteem Scale 

The Rosenberg Self Esteem Scale (RSES; Rosenberg,
1965) is a 10-item self-report measure assessing the
global self-esteem. A sample item from the RSES is I feel
I do not have much to be proud of. Participants answered
each item using a 4-point Likert scale from 0 (Strongly
agree) to 3 (Strongly disagree). Scores range from 0 to
30, with lower scores indicating lower self-esteem. Sam-
ple Cronbach’s alpha=.88.

The Experience of Shame Scale 

The Experience of Shame Scale (ESS; Andrews,
Qian, & Valentine, 2002) is a 25-item questionnaire to
assess the frequency of shame experiences over the past
year related to one’s character (e.g. Have you felt
ashamed of any of your personal habits?), behavior (e.g.
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Have you felt ashamed when you said something stu-
pid?) and body (e.g. Have you wanted to hide or dissim-
ulate your body or any part of it?). Participants
answered each item using a 4-point Likert scale from 1
(Not at all) to 4 (Very much). However, in the current
study, only Bodily Shame subscale was relevant to hy-
pothesis. Sample Cronbach’s alpha=.79. 

The Multidimensional Perfectionism Scale 

The Multidimensional Perfectionism Scale (MPS;
Frost, Marten, Lahart, & Rosenblate, 1990) was used to
assess several dimensions of perfectionism: doubts about
the individual’s own actions, personal standards, organi-
zation, excessive concern with mistakes, parental expec-
tations and parental criticism. Participants had to rate how
much they agreed with 35 statements using a five point
Likert scale from Strongly agree to Strongly disagree (e.g.
Organization is very important to me, If I fail partly, it is
as bad as being a complete failure). Because of its weak
correlation with the other subscales, some research con-
cludes that Organization reflects adaptive perfectionism
while Concern over Mistakes, Doubt about Action,
Parental Expectations, Parental Criticism and Personal
Standards reflect maladaptive perfectionism (Frost,
Marten, Lahart, & Rosenblate, 1990). Sample Cronbach’s
alpha ranges from .68 to .90.

Eating Disorder Risk Composite Scale

Eating Disorder Risk Composite (EDRC) Scale from
the Eating Disorders Inventory-3 (EDI-3; Garner, 2004)
was administered. The EDRC can be used for screening
purposes or to obtain one score reflecting the level of eat-
ing concerns (Garner, 2004). Participants were asked to
rate how much they agreed with 25 statements (e.g. I eat
sweets and carbohydrates without feeling nervous, I feel
extremely guilty after overeating) with answers ranging
over a Likert scale from 0 (always) to 4 (never). Sample
Cronbach’s alpha=.92. Moreover, the participants filled
out the Eating Disorder Symptom Checklist-3 (Garner,
2004) a behavioral checklist to assess symptom frequency
(e.g. binge eating, self-induced vomiting, use of laxatives,
diet pills, diuretics).

Procedure

After obtaining the consent of the participants and
their parents or legal caregivers, it was explained that par-
ticipation in the study was completely voluntary and all
individuals were informed that responses would be com-
pletely confidential. All of them agreed to participate. As
a part of routine clinical practice, patients compiled the
self-report measures in a printed version, which took ap-
proximately 30-45 minutes to finish. Participants were en-
couraged to fill out the questionnaires in private and as
accurately as possible and were debriefed upon conclu-
sion of their questionnaires. 

Data analysis 

SPSS was used for all analyses and a significance level
of P<.05 was selected. First, comparisons between diagnos-
tic groups were made using Kruskal-Wallis tests to investi-
gate differences between patients with different diagnosis
in terms of the study variables. Post-hoc analyses were per-
formed by employing the Mann-Whitney U Tests with a
Bonferroni correction (.05/3=.0167). Next, Pearson corre-
lation coefficients were computed to investigate associations
among all of the study variables. Finally, the assumptions
of multiple regression were satisfied (i.e. distribution,
collinearity). Therefore, the contribution of parental charac-
teristics, self-esteem, shame and perfectionism in predicting
ED risk was assessed through a stepwise linear regression
analyses performed on EDRC score. For regression equa-
tions using six or more predictors, an absolute minimum of
10 participants per predictor variable is appropriate (Van-
Voorhis & Morgan, 2001).

Results
Description of the sample 

All cases were Caucasian females (N=80). Ages
ranged from 13 to 40 with a mean age of 25.35
(SD=7.68). The diagnostic categories represented by the
sample comprised 48.8% (N=39) anorexia nervosa,
36.3% (N=29) bulimia nervosa, and 15% (N=12) binge
eating disorder. Table 1 describes the socio-demographic
information and the personal background across diagnos-
tic subtypes. Most participants (N=44, 55%) fell into the
low to middle socio-economic category. Fifty-nine pa-
tients (73.8%) had married/cohabiting parents, 9 (11.3%)
had divorced parents, 2 (2.5%) came from a family in
which both parents were dead, 8 (10%) came from a fam-
ily in which the father was dead and 1 (1.3%) came from
a family in which the mother was dead.

Data screening and descriptive statistics 

A summary of the means, standard deviations and bi-
variate correlations for all of the study variables are re-
ported in Table 2. 

Group comparisons of study variables

Age was similar between the three groups. There were
no differences among the diagnostic groups on any of the
study variables, i.e. ESS Bodily Shame, PBI Parental Care,
PBI Parental Protectiveness, MPS Maladaptive Perfection-
ism, MPS Organization, RSES Self-esteem, except for the
EDI-3 EDRC score and, as expected, for the BMI (Table 3).
Bulimic patients scored higher on EDRC score and BED
patients scored higher on BMI compared to the others.

Predictors of the level of eating concerns

As displayed in Table 4, regression analyses indicated
that maladaptive perfectionism (P<.001), body shame
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(P<.05) and self-esteem (P<.05), significantly predicted
ED symptom severity. Adaptive perfectionism, parental
care and protectiveness did not predict the level of eating
concerns. Maladaptive perfectionism was more closely
linked with level of eating symptomatology followed by
body shame and low self-esteem. The total variability of
the dependent variable explained by the model was 45%
(adjusted R2=.450). 

Discussion
Within the framework of the research in psychother-

apy and considering how to detect psychological features
which could improve efficacy of specific therapeutic
goals, the main aim of the current study was to investigate
the extent of eating concerns and their association with
perceived parental bonding, self-esteem, perfectionism
and body shame among eating disordered individuals. 

Of particular interest are the results of the comparisons

between AN, BN and BED patients on the study variables
that found only a few statistically significant differences.
Our findings suggest that patients who fall below the dif-
ferent diagnostic categories for eating disturbances share
similar psychological characteristics. However, it is inter-
esting to note that the diagnosis of Bulimia Nervosa could
be associated with a greater severity of the eating symp-
tomatology. In our opinion, these results seem to confirm
the hypothesis that different types of EDs could have the
same psychopathological core and Bulimia could be con-
sidered as a failed anorexia (Cotrufo, Gnisci, & Caputo,
2005). Bulimic subjects feel they have lost their iron
willpower and they have melted away like snow in the sun
(Cotrufo, 2005). Future treatment research should be
broadened to investigate this question.

Most worth mentioning in this analysis was the positive
and significant prediction of the eating concerns by mal-
adaptive (but not adaptive) perfectionism. This finding is
in line with the view that only maladaptive perfectionism
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Table 1. Socio-demographic characteristics and personal background of anorexia nervosa, bulimia nervosa and binge eating
disorder patients (N=80).

Variables                                                                                                                                             Average scores
                                                                                                                     AN                                            BN                                           BED
                                                                                                                  (N=39)                                      (N=29)                                      (N=12)

Age                                                                                                        24.74±8.24                               25.03±6.22                               28.08±9.02

Body mass index (kg/m2)                                                                       17.94±3.01                               20.24±5.17                               27.52±7.80

Eating disorder duration (years)                                                               9±6.88                                    9.90±6.05                                 8.92±8.39

Socio-economic background, n (%)                            Low                     20 (51.3)                                   16 (55.2)                                    8 (66.7)
                                                                                     High                    19 (48.7)                                   13 (44.8)                                    4 (33.3)

AN, anorexia nervosa; BN, bulimia nervosa; BED, binge eating disorder.

Table 2. Means, standard deviations and correlations of the study variables in the complete sample (N=80).

                                                       1                             2                             3                           4                           5                             6                         7

1                                                   _

2                                                    -.36**                   _

3                                                     .05                         .11                        _

4                                                    -.19                         .36**                     -.37**                   _

5                                                     .12                         .02                         -.10                         .44**                   _

6                                                    -.06                         .11                         -.31**                     .31**                     .04                       _

7                                                    -.09                         .17                         -.51**                     .54**                     .23*                       .48**                  _

Mean                                         36.82                     32.70                      12.05                     88.66                     23.12                     13.29                    59.12

SD                                              14.06                     14.75                        5.74                     19.26                       5.73                       2.95                    21.99

1, PBI parental care; PBI, Parental Bonding Instrument; 2, PBI parental protectiveness; 3, RSES self-esteem; RSES, Rosenberg Self Esteem Scale; 4, MPS maladaptive perfectionism; MPS,
Multidimensional Perfectionism Scale; 5, MPS organization; 6, ESS bodily shame; ESS, Experience of Shame Scale; 7, EDI-3 EDRC, Eating Disorder Risk Composite from the Eating Disorders
Inventory-3; SD, standard deviation. **P<.01; *P<.05.
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is significant in the prediction of eating symptomatology
(Ashby, Kottman, & Schoen, 1998). However, this datum
may be due to an inadequate assessment of the richness of
the adaptive perfectionism. Future studies should consider
perfectionism as a multidimensional construct and investi-
gate separately the contribution of both functional and dys-
functional perfectionism in ED maintenance.

As well, body shame emerged as a predictor of the
level of eating concerns. The severity of eating disorder
symptomatology has been previously found to be associ-
ated to shame about the body (Doran & Lewis, 2012).
Further investigation might examine other forms of shame
(specific and generalized). We consider the experience of
shame as derived from a conflict linked to relationship
with own bodies, which are the source of subjectivity and
of the identity. Specifically, in our opinion, body shame
acts as a mediator in the relationship between self-esteem
and eating disorder risk. The sense of ineffectiveness that

these individuals feel towards themselves could have been
moved in their bodies through a defense mechanism. This
would produce the bodily shame. From that perspective,
eating disorders could be an attempt to modify the
ashamed body, which has been considered responsible for
individuals’ ineffectiveness (Iannaccone, D’Olimpio,
Cella, & Cotrufo, 2016). The consistency across samples
(AN, BN, BED) suggests that this mechanism is inde-
pendent of body shape and weight. 

Differently from previous research which failed to
find low self-esteem as predictor of disordered eating be-
havior (Young, Clopton, & Bleckley, 2004), our results
revealed that this variable is a strong predictor of the level
of eating concerns. This is in harmony with the idea that
poor self-esteem is one of the prominent features strongly
implicated in ED occurrence (Courtney, Gamboz, & John-
son, 2008; Stein & Corte, 2007; Polivy & Herman, 2002).

Unexpectedly, perceived parental care/protectiveness
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Table 3. Comparison among patients with different diagnoses in terms of the study variables.

Variables                                                           H(2)                               P                                                      Average scores
                                                                                                                                              AN                             BN                           BED
                                                                                                                                           (N=39)                       (N=29)                      (N=12)

Age                                                                    1.47                            .478                         24.74                          25.03                         28.08

BMI                                                                 17.08                            .001°                       17.94                          20.24                         27.52

ED duration (years)                                             .890                          .641                           9                                 9.89                           8.92

EDI-3 EDRC                                                   13.59                            .001#                        51.89                          69.86                         56.66

PBI care                                                             2.33                            .311                         38.79                          36.03                         32.33

PBI protectiveness                                               .88                            .643                         32.87                          31.62                         34.75

RSES                                                                 1.14                            .494                         11.36                          12.69                         12.75

MPS total score*                                               1.59                            .451                         91.38                          87.62                         82.33

MPS organization                                              2.34                            .310                         24.13                          22.45                         21.50

ESS bodily shame                                              3.12                            .210                         12.79                          13.62                         14.08

AN, anorexia nervosa; BN, bulimia nervosa; BED, binge eating disorder; BMI, body mass index; ED, eating disorder; EDI-3 EDRC, Eating Disorder Risk Composite from the Eating Disorders
Inventory-3; PBI, Parental Bonding Instrument; RSES, Rosenberg Self Esteem Scale; MPS, Multidimensional Perfectionism Scale; ESS, Experience of Shame Scale. *MPS total score does not
include organization; °BED≠BN=AN; #BED=AN≠BN.

Table 4. Stepwise regression model and statistics for dependent variable.

Model                                                       B             Standard error            β                  T                    P                  R2              Adjusted R2            F

1. MPS total score* (Costant)               4.608                   9.884                                       4.666              .642              .290                     .281             31.838
                                                                .615                     .109                  .538             5.643              .000

2. MPS total score* (Constant)         -19.382                 11.081                                     -1.749             .084              .403                     .387             25.961
                                                                .491                     .106                  .430             4.651              .000

ESS bodily shame                             2.629                     .689                  .353             3.815              .000

3. MPS total score* (Constant)             9.059                 13.892                                         .652              .516              .471                     .450             22.537
                                                                .389                     .105                  .341             3.696              .000

ESS bodily shame                             2.173                     .669                                       3.248              .002

RSES self-esteem                            -1.106                     .354                                     -3.126             .003

MPS, Multidimensional Perfectionism Scale; ESS, Experience of Shame Scale; RSES, Rosenberg Self Esteem Scale. *MPS total score does not include organization.
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did not emerge as predictors of the level of eating con-
cerns. However, ED literature does not report analogous
data. These dissimilarities may be due to the cultural dif-
ferences. As well, it is possible that perceived parental
bonding might participate in promoting the risk factors
for eating pathology rather than in directly maintaining
the disturbance. We suggest that the perception of parental
hyper involvement may produce in subjects a feeling of
ineffectiveness and impoverished self, which may be the
root of eating psychopathologies. In our study curried out
(Cella, Iannaccone, & Cotrufo, 2014) parenting style char-
acterized by over-protection and low levels of caring was
associated with higher EDs vulnerability, and this associ-
ation was mediated by personal factors such as self-.

The recognition of psychological variables and poten-
tial maintaining factors may support the choice of partic-
ular therapeutic strategies to improve the treatment of
these patients and its outcomes. In the psychoanalytic lit-
erature on eating disorders frequent reference is made to
an over-close mother-daughter relationship. An eating dis-
order can be understood, in this context, as a defensive
means of attempting individuation and developing a sep-
arate identity from their mothers. Perhaps the major dif-
ficulty for therapeutic work is that for the these patients
their disorder is a solution and not a problem. In our ex-
perience, psychodynamic psychotherapy is the treatment
of choice for eating pathologies because it helps individ-
uals to explore the underlying thoughts and emotions that
have manifested in an eating disorder. These patients need
help in their search for autonomy and identity. Particu-
larly, the treatment of low self-esteem, maladaptive per-
fectionism and body shame may result in reductions in
eating disorder symptomatology, and it could be helpful
the parents of adolescent patients are seen in conjoint ther-
apy by a colleague. 

Conclusions
In conclusion, our findings stress the need to further

investigate these factors as they might represent negative
prognostic factors. 

Limitations
Several aspects of the present study necessitate to be

considered when interpreting these findings. First of all,
we could not identify how individual variables operate to-
gether to produce risk or to maintain eating disturbances
using statistical methods that consent causal interpretation
of the data because of the small sample size that did not
allow separation of patients with different diagnoses and
use of structural equation model test. Research could need
specific models of the perpetuating factors for each ED
diagnosis. Moreover, study limitations include: i) the
cross-sectional design that precludes a final conclusion

with regard to directionality (these studies present a mod-
est validity for confirmation of cause-effect relationships
because, due to the cross-sectional nature of the design,
we are unable to firmly comment upon causative links be-
tween perceived parenting, self-esteem, perfectionism,
body shame and eating disorders, but we are only able to
assess relationships between variables); ii) the exclusive
use of self-report questionnaires that may have introduced
falsified answers placing a limit on the data obtained; iii)
the fact that patients had treatment and this may have in-
fluenced the course of the eating disturbance. Finally, the
sample is very heterogeneous: adolescents, young adults
and adults have different contexts and life goals. These
limitations should be addressed in further studies.
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