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a  b  s  t  r  a  c  t

The  present  study  examined  the  relationship  of  child  maltreatment  to both  emotion  dys-
regulation  and  subsequent  eating  pathology.  In  an  effort  to extend  previous  research,  the
authors  examined  the  unique  impact  of  childhood  emotional  abuse  (CEA)  on  emotion  dys-
regulation  and  eating  disorder  (ED)  symptoms  while  controlling  for the  effects  of  sexual  and
physical  abuse.  Structural  equation  modeling  was  utilized  to simultaneously  examine  the
effects  of  all  three  abuse  types  on multiple  dependent  variables  as  well  as  examine  whether
deficits  in  emotion  regulation  mediated  the  relationship  between  abuse  and  eating  pathol-
ogy. Results  from  a survey  of 1,254  female  college  students  revealed  significant  paths  from
abuse  subtypes  to  specific  eating  disorder  symptoms,  with  CEA  evidencing  the  strongest
association  with  ED  symptoms.  Additionally,  emotion  dysregulation  was  positively  asso-
ciated  with  ED  symptoms,  and  mediated  the  effects  of emotional  abuse  on  symptoms.
Findings  support  previous  research  on  the  enduring  effects  of  emotional  abuse  as  well
as highlight  the  importance  of  the  assessment  of CEA  in  the  treatment  of ED  symptoms.

Published by Elsevier Ltd.

ntroduction

Child abuse, specifically child sexual abuse (CSA), has been identified as a non-specific risk factor for the development
f eating disorder (ED) symptoms. Elevated rates of child abuse have consistently been identified in ED samples (Jacobi,
ayward, & de Zwaan, 2004; Romans, Gendall, Martin, & Mullen, 2001; Thompson & Wonderlich, 2004; Wonderlich et al.,
000), particularly in individuals with Bulimia Nervosa according to a recent meta-analysis (Smolak & Murnen, 2002).
lthough a recent study found that childhood physical abuse (CPA) in addition to CSA independently contributed to increased
isk for ED among women (Gentile, Raghavan, Rajah, & Gates, 2007), few studies have considered the contribution of child-
ood emotional abuse (CEA), also referred to as psychological abuse, on the development of ED behavior among young
dults.

The exclusion of CEA from ED research is likely a direct result of the larger child maltreatment literature’s historical
ractice of focusing almost exclusively on the consequences of sexual and physical abuse. Still, recent research has provided
ompelling evidence that emotional abuse is associated with negative developmental outcomes in early childhood (Engeland,
009; Shaffer, Yates, & Engeland, 2009; Yates & Wekerle, 2009) in addition to having an enduring impact on psychopathology

n adulthood (Briere & Runtz, 1990; Grilo & Masheb, 2001; Hankin, 2005; Spertus, Yehuda, Yong, Halligan, & Seremetis, 2003).
ore recently, preliminary evidence suggests that CEA is linked to ED behavior, with an initial study reporting that a sample
f bulimic women endorsed higher rates of emotional (termed psychological), physical, and multiple abuse than the control
roup (Rorty, Yager, & Rossotto, 1994). Elevated rates of emotional abuse have also been found in samples of women with
besity and binge eating symptoms (Grilo & Masheb, 2001; Grilo, Masheb, Brody, Burke-Martindale, & Rothschild, 2005).
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Although there is preliminary support for the association between emotional abuse and later eating pathology, this research
has primarily been descriptive in nature. Further, possible mechanisms by which CEA may  elicit subsequent ED symptoms
have not been articulated.

Emotion regulation and eating pathology

The concept of emotion dysregulation has received increasing attention for its possible contribution to diverse symp-
tom presentations (Gross & Munoz, 1995), including eating pathology (Heatherton & Baumeister, 1991; Overton, Selway,
Strongman, & Houston, 2005). Recently, Gratz and Roemer (2004) proposed six theoretically derived and empirically vali-
dated factors in their conceptualization of emotion regulation/dysregulation. These factors consist of not only the experience
of negative affect, but also one’s ability to label emotions accurately, tolerate the experience of distress, and engage in goal
directed and adaptive behavior while experiencing distress. Thus, the construct of emotion regulation encompasses the
ability to adaptively identify and cope with negative mood states, not just the experience of a negative mood itself. The
emotion regulation hypothesis of ED development proposes that symptoms such as binge eating are initiated in an effort
to distract oneself from negative emotions or self-soothe (Heatherton & Baumeister, 1991; Overton, Selway, Strongman,
& Houston, 2005). Disordered eating behaviors in this model are conceptualized as a maladaptive means of dealing with
negative affect, and thus imply poor emotion regulation skills. Consistent with this hypothesis, studies utilizing ecological
momentary assessment (EMA) technology have consistently found that increases in negative affect preceded daily spikes
in ED symptoms (Engelberg, Steiger, Gauvin, & Wonderlich, 2007; Smyth et al., 2007; Stein et al., 2007). For example, binge
eating behavior likely acts as a negative reinforcer via this pathway because it acts to decrease or block negative affect,
at least in the short term, by relieving the experience of painful emotions (Arnow, Kennedy, & Agras, 1992; Heatherton &
Baumeister, 1991; Polivy & Herman, 1993; Whiteside et al., 2007).

Emotional abuse and deficits in emotion regulation skills

The consequences of growing up in an emotionally abusive environment have several potential links to the emotion reg-
ulation model of the development of ED symptoms. Caregiver criticism of emotional expression, punishment of emotional
expression, or minimization of emotion (i.e., behaviors characteristic of emotionally abusive environments) are associated
with emotional suppression, avoidant coping, and failure to seek support in children, all of which may  be conceptualized as
maladaptive emotion regulation strategies (Berlin & Cassidy, 2003; Shipman et al., 2007; Spinrad, Stifter, Donelan-McCall, &
Turner, 2004). In adults, self reported CEA has been linked to emotional inhibition and avoidant coping (Kraus, Mendelson,
& Lynch, 2003),  emotional nonacceptance, and experiential avoidance (Gratz, Bornovalova, Delany-Brumsey, Nick, & Lejuez,
2007). In short, emotional abuse is associated with maladaptive emotion regulation patterns in both childhood and adult-
hood. As eating pathology has been conceptualized as the result of maladaptive attempts to regulate emotion, we propose that
CEA has an indirect influence on later eating pathology through the development of these maladaptive emotion regulation
skills.

Summary and hypotheses

Past research linking abuse history to the development of ED behavior has done so either without considering the effects
of CEA (i.e., neglecting to measure this form of abuse) or by measuring it without controlling for the effect of sexual and
physical abuse. Given that sexual and physical abuse rarely occur in isolation (i.e., co-occurring emotional abuse is also likely
present), it is important to examine the unique effects of emotional abuse on ED symptoms. The present study will address
this gap by examining how a history of child abuse is indirectly associated with a range of ED symptoms, through mediation
by deficits in emotion regulation skills. We  chose to examine ED symptoms on a continuum as opposed to specific diagnoses
such as Anorexia or Bulimia Nervosa. Examining symptoms such as the presence of specific ED cognitions and behaviors
(e.g., bingeing, purging, restricting) is particularly important given that Eating Disorder Not Otherwise Specified is the most
commonly diagnosed eating disorder (Fairburn & Cooper, 2007). In our model, we explored the relationship of CSA, CPA,
and CEA to each other and their simultaneous effects on ED symptoms. We hypothesized that CEA would have a significant
association with ED symptoms. Second, we hypothesized that emotional abuse leads to deficits in emotion regulation skills,
which results in the development of ED symptoms initiated as a potential maladaptive emotion regulation strategy. As CEA
often co-occurs with CPA or CSA, it is likely that these forms of abuse will be associated with deficits in emotion regulation
skills as well, and we examined this possibility. We  also hypothesized that deficits in emotion regulation skills would be
positively associated with ED symptoms.

Method
Participants

Participants were 1,301 undergraduate women enrolled in introductory psychology courses at a large southeastern
university. Age of participants ranged from 18 to 22, with a modal age of 18. A total of 8.4% of participants described
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hemselves as Asian American, 9.8% described themselves as African American, 2.2% described themselves as Hispanic,
7.7% described themselves as Caucasian, and 1.9% described themselves as Native American or biracial.

easures

Childhood Trauma Questionnaire (CTQ; Bernstein & Fink, 1998). The three abuse subscales of the larger 28-item self-report
easure were used to assess a history of child sexual, physical, and emotional abuse. Answer choices are on a Likert type

cale and range from 1 (Never True) to 5 (Very Often True). The neglect subscales were not included in the analysis given
he limited research on the relationship between child neglect and ED pathology, as well as the low internal consistency
f the physical neglect subscale in this sample (Cronbach’s alpha = .66). The current study utilized Scale Scores which were
alculated for sexual abuse, emotional abuse, and physical abuse and range from “minimal” to “moderate to severe.” For the
urpose of this report, scores on the sexual (Cronbach’s alpha = .93; mean = 5.73, sd = 2.68), physical (Cronbach’s alpha = .74;
ean = 6.22, sd = 1.99) and emotional (Cronbach’s alpha = .84; mean = 7.38, sd = 3.39) abuse scales were used as predictor

ariables.
Difficulties in Emotion Regulation Scale (DERS; Gratz & Roemer, 2004). This scale was used to assess deficits in adaptive

motion modulation strategies. The factors include Nonacceptance,  conceptualized as the tendency to have negative reactions
o the experience of negative emotions (Cronbach’s alpha in the current sample = .89); Goals, which represent an individual’s
bility to engage in goal-directed behavior while experiencing emotion (  ̨ = 82); Impulse, consisting of the inability to control
ne’s behavior (Cronbach’s alpha in current sample = .80); Awareness,  which refers to the ability to attend to one’s emotional
xperience (  ̨ = .87); Clarity,  or the ease of identifying the actual emotional state (  ̨ = .72); and Strategies,  consisting of methods
ndividuals use to regulate their emotion effectively once dysregulated (  ̨ = .86). Participants rate the extent to which each
tatement applies to them from 1 (Almost Never)  to 5 (Almost Always). The authors report strong internal consistency for the
otal score (  ̨ = .93), with alphas for the subscales greater than .80 (Gratz & Roemer, 2004). Cronbach’s alpha for the total
cale in the current sample was .91.

Eating Disorder Examination Questionnaire (EDE-Q; Fairburn & Beglin, 1994). The EDE-Q is a self-report version of the
ating Disorder Examination, a structured interview designed to assess eating disorder symptoms (Fairburn & Beglin, 1994).
he EDE-Q assesses frequency of objective binge eating, frequency of purging, frequency of the use of various methods of
estraint over eating, and distorted cognitions associated with eating, weight and shape (Fairburn & Beglin, 1994). The EDE-Q
nd the EDE have been found to yield similar results for assessment of objective binges in clients with binge eating disorder
nd obesity; the two versions tend to agree in the assessment of purging as well. For the purposes of this study, we  used
he EDE-Q Global scale, which yields a score representing the mean endorsement of items on the Restraint, Eating Concern,

eight Concern, and Shape Concern subscales. Cronbach’s alpha for the Global Scale in the current sample was .94. Objective
inge eating frequency is assessed with one item. Purging frequency is assessed with the sum of three items designed to
easure different purging behaviors. The respondent was  asked to disclose how many times they self-induced vomiting,

sed laxatives for weight loss purposes, and used diuretics for weight loss purposes over the past 28 days. Frequency counts of
inge eating and purging are not included in the Global score. Therefore, we  modeled binge eating and purging as additional
easured variables (see data analytic strategy below).

rocedure

All participants completed questionnaires anonymously in groups of 20–25 women while supervised by a research
ssistant. Participants received credit for introductory level psychology courses for their participation. The study received
nstitutional review board approval.

ata analytic strategy

We  examined a large number of correlations. Given the large sample size and number of relationships between variables
xamined, we reported on the associations that were significant at the p < .01 level. Less than 5% of responses to all items
ere missing, and analyses indicated that data were missing at random. Therefore, missing items on the DERS and the

DE-Q Global scale were replaced with the mean score of the items on that measure. Missing items on composite measures
f frequency of binge eating, frequency of purging, and items on the CTQ were replaced with zero values.

tructural equation modeling and tests of mediation

Our proposed model is one of mediation; we  hypothesized that past emotional abuse indirectly affects current eating
athology via its intervening relationship with emotion dysregulation. This hypothesis yields a model in which childhood

buse has a direct path to emotion dysregulation, and emotion dysregulation in turn directly influences eating pathology.
t is also possible that emotion dysregulation partially mediates this relationship, and that childhood abuse could still have

 direct statistical relationship to current ED symptoms. Thus, we utilized structural equation modeling (in AMOS version
7.0) to directly compare these two models. This comparison, in addition to examining the significance of the indirect effect
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of CEA on ED symptoms through emotion dysregulation, is one method of statistically testing mediation (Frazier, Tix, &
Barron, 2004).

SEM reduces measurement error by allowing one to simultaneously assess measurement models of latent variables and
correlations between the latent variables. Additionally, utilizing SEM allowed us to simultaneously examine the effects of all
three types of abuse on multiple dependent variables. Latent variables for each of the three abuse constructs were estimated
using the five items for each scale as indicators for each construct. The latent variable for deficits in emotion regulation
(DERS) was estimated using four indicators. We  chose to model this as one latent construct because (a) we  hypothesize that
global deficits in emotion regulation mediated CEA and ED symptoms, (b) the facets are highly positively correlated (Gratz
& Roemer, 2004) and (c) Cronbach’s alpha of all items in the full scale was .91. The latent variable modeled for Global ED
symptoms also consisted of four indicators. Similar to the DERS, EDE-Q subscale scores are highly correlated, and the alpha
for the total scale score was .94. The indicators for these latent variables were parcels of items; items for each scale were
assigned randomly to one of the parcels, and item scores were averaged to compute parcel scores. The reliability of a parcel
of items is greater than that of a single item, so parcels can serve as more stable indicators of a latent construct. Additionally,
as combinations of items, parcels provide more scale points, thereby more closely approximating continuous measurement
of the latent construct. Third, risk of spurious correlations is reduced, both because fewer correlations are being estimated
and because each estimate is based on more stable indicators. Finally, parcels have been shown to provide more efficient
estimates of latent parameters than do items (Kline, 2005).

We chose to model frequency of binge eating and frequency of purging as measured variables, because they represent
frequency counts of behaviors and are not represented in the EDE-Q Global score. These variables are positively skewed in
our sample. However, Lei and Lomax (2005) showed that use of maximum likelihood estimation procedures in SEM pro-
duces accurate parameter estimates even under conditions of extreme skewness and kurtosis. They found that, on average,
parameter estimates were biased by less than one-half of one percent under these conditions.

We statistically compared two models. In the first model, we allowed each type of abuse to covary with each other abuse
type, and the residual covariances of each ED symptom variable to covary with the others. We  then modeled direct paths
from each latent abuse variable to the latent deficits in emotion regulation variable. Finally, direct paths from the variable
representing deficits in emotion regulation were modeled to each ED symptom variable. The second model also contained all
the pathways described above. However, in this model, we also modeled direct paths from the latent variables representing
each type of abuse to each ED symptom variable.

We report two fit indices for each analysis: the comparative fit index (CFI; Bentler, 1990), and the root mean square error
of approximation (RMSEA; Marsh, Balla, & Hau, 1996). Rules of thumb for determining acceptable model fit are as follows: a
CFI value of .90 or above (Kline, 2005), and RMSEA values of .05 or lower for a close fit, .08 for a fair fit, and .10 for a marginal
fit (Kline, 2005). We  chose to report these fit indices as the chi-square statistic is sensitive to sample size. However, we also
statistically compared these models using the chi square difference test. As described above, we  are able to report statistical
tests of mediation using these methods via the calculation of the significance of the indirect effect of CEA on ED through
emotion dysregulation in these models. However, given that some tests of the effects of intervening variables (e.g. product
of coefficients tests) may  have Type I error rates that are too low, we also provided confidence intervals for the indirect
effect obtained via bootstrapping (MacKinnon, Fritz, Williams, & Lockwood, 2007; MacKinnon, Lockwood, Hoffman, West,
& Sheets, 2002; Shrout & Bolger, 2002).

Results

Sample characteristics

EDE-Q Global scores ranged from 0.00 to 5.76, with a mean of 1.92 (SD = 1.38). This mean is higher than norms reported
for women ages 18–22 years in large epidemiological studies of the EDE-Q (Mond, Hay, Rodgers, & Owen, 2006). Given that
these rates are higher than those reported in psychometric studies, and thus may  limit the generalizability of our results, we
cut from analyses individuals who scored two standard deviations above the mean or more on the Global scale of the EDE-Q.
This reduced the sample to 1,254 individuals, with a mean EDE-Q Global scale score of 1.79 (SD = 1.25). In this sample, 15.5%
reported at least one objective binge episode in the past 28 days, 4.5% reported at least one episode of self-induced vomiting
in the past 28 days, and 2.6% reported at least one episode of laxative use in the past 28 days. A total 8.6% scored in the
moderate to severe range on the CTQ emotional abuse scale; 5.4% scored in this range on the physical abuse scale; and 7.4%
scored in this range on the sexual abuse scale.

Bivariate correlations

Emotional, physical, and sexual abuse were all positively associated with each other. Specifically, CEA was  associated with
CPA at r = .50, p < .01, and with CSA at r = .28, p < .01. This indicates a moderate degree of co-occurrence of multiple forms of

abuse (see Table 1). Emotional and physical abuse were also significantly positively associated with scores on the deficits in
emotion regulation skills measure (DERS). Additionally, frequency of binge eating, frequency of purging, and EDE-G Global
scores were significantly positively correlated with each other. Notably, the only childhood abuse variable consistently
associated with current ED symptoms was CEA; CPA and CSA were not significantly associated with ED symptoms. Finally,
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Table 1
Bivariate correlations among child abuse, emotion dysregulation, and eating disorder symptom variables.

CPA CSA CEA DERS EDE-QG Binge Purge

CPA .27** .50** .16** .07 .02 .02
CSA  .28** .06 .03 .05 −.01
CEA  .37** .21** .15** .06
DERS  .31** .20** .11**

EDE-QG .32** .18**

Binge .08**

Purge
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PA, childhood physical abuse; CEA, childhood emotional abuse; CSA, childhood sexual abuse; DERS, deficits in emotion regulation skills; EDE-QG, EDE-Q
lobal  Scale; Binge, Objective Binge Eating Episodes; Purge, Purging Episodes.
** p < 01.

cores on the EDE-Q Global scale, frequency of binge eating, and frequency of purging, were all positively associated with
cores on the DERS. Thus, examination of these bivariate relationships indicates that conditions are met  which provide the
asis for testing mediation.

tructural Model 1. Model 1, in which direct paths from abuse to emotion dysregulation, and then direct paths from emotion
ysregulation to ED symptoms were modeled, was a good fit to the data. The CFI = .95, and the RMSEA = .056; (X2 = 1,288.490,
f = 265, p < .001). In this model, the paths from CSA and CPA to DERS were not significant. However, the path from CEA to
ERS (r = .50, p < .001) was significant. The paths from DERS to each ED symptom variable were significant (see Fig. 1).

tructural Model 2. As deficits in emotion regulation may  only partially mediate the relationship of CEA to eating pathology,
e examined a second model. In this analysis, we modeled both direct paths from CEA, CSA, and CPA to ED symptoms,

nd indirect paths from CEA, CSA, and CPA to ED symptoms through deficits in emotion regulation skills. This model was
lso a good fit to the data, (X2 = 1,266.05, df = 256, p < .001; CFI = .95, RMSEA = .056), and again, the direct path from CEA to
ERS was significant (r = .49, p < .01). While the direct paths from DERS to each ED symptom variables were again significant,

here was also evidence of direct relationships between emotional abuse and eating pathology. There were significant direct

elationships from CEA to all ED symptoms except frequency of purging. However, there were no significant relationships
etween sexual abuse and eating pathology. Fig. 2 displays the hypothesized model with significant paths shown.

There was a significant change in the value of the chi square (X2 difference = 22.44, df = 9, p < .01) from the first model to the
econd. This indicates that the second model provided a better fit to the data, and indicates that the relationship of childhood
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ig. 1. Model 1 presents the standardized regression weights for the direct paths from each latent childhood abuse variable to the latent deficits in emotion
egulation (DERS) variable, and direct paths from the latent DERS variable to each eating disorder symptom variable. Note: **p < .01.
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Fig. 2. Model 2 presents the standardized regression weights for the direct paths from each latent childhood abuse variable to each eating disorder
symptom variable, and the indirect paths from each latent childhood abuse variable to the eating disorder symptom variables through the deficits in
emotion regulation latent variable. Note. **p < .01.

emotional abuse to eating pathology is partially, rather than fully, mediated by the deficits in emotion regulation skills. Finally,
we estimated the indirect effect of CEA on EDE-Q Global scores through emotion dysregulation via bootstrapping. Bootstrap
analyses provide estimates of indirect effects via repeated random sampling of observations (Shrout & Bolger, 2002). Results
indicated that the intervening effect of emotion dysregulation on disordered eating was significantly different from zero
(b = .04; 95% CI = .03–.05; t = 9.52, p < .001). This estimate was  produced utilizing 2,000 resamples.

Discussion

The current study provides support for the hypothesis that CEA has an impact on ED behavior. As expected, there were
significant associations in this sample between three types of childhood abuse: physical, sexual, and emotional. However,
when all three abuse types were simultaneously modeled, emotional abuse was  the only abuse type consistently related to
ED symptoms. Additionally, our hypotheses regarding deficits in emotion regulation skills were supported. Emotion dys-
regulation was positively associated with ED symptoms, and served to partially mediate the association between emotional
abuse and subsequent ED symptoms.

The finding that emotional abuse appears uniquely related to ED symptoms is consistent with previous research (Hund
& Espelage, 2006; Kennedy, Ip, Samra, & Gorzalka, 2007; Kent & Waller, 2000; Kent, Waller, & Dagnan, 1999; Waller,
Corstorphine, & Mountford, 2007) and further highlights the importance of assessing for a history of emotional abuse in
addition to questions assessing experiences of CSA and CPA which are often more common in clinical practice. Given that
emotional abuse has the likelihood of occurring at greater frequency than other abuse types and may  be perpetrated by mul-
tiple individuals simultaneously, the potential impact of CEA must be regarded with the same seriousness as other forms
of child abuse. This should be especially noted in light of recent research documenting the enduring consequences of CEA
(Briere & Runtz, 1990; Finzi-Dottan & Karu, 2006; Spertus et al., 2003).
The finding that CSA did not emerge as a significant predictor of ED symptoms, particularly when controlling for the
effects of CEA is also consistent with past research (Hund & Espelage, 2006; Kennedy et al., 2007). Given that sexual abuse
rarely occurs in isolation (i.e., emotional and/or physical abuse is also often present), it is possible that the shared variance
between emotional and sexual abuse is what may  account for the positive correlation between CSA and some ED symptoms
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n this study, as well as in previous research in which measures of emotional abuse were not included (Carter, Bewell,
lackmore, & Woodside, 2006; Owens & Chard, 2003; Romans et al., 2001). Alternately, it is also important to recognize
ome previously noted problems with the use of the CTQ to assess sexual abuse (Gratz et al., 2007), including that the CTQ
exual Abuse subscale assesses abuse experiences using a Likert response format, which appears to capture frequency rather
han severity of events. A second limitation of the scale is that two  of the five items require respondents to self-identify
s “molested” and “sexually abused,” respectively. Given evidence that even when endorsing or describing experiences of
exual abuse, women tend not to label their experience as such or deny altogether that they were victims of sexual abuse
Bondurant, 2001; Kahn, Mathie, & Torgler, 1994; Koss, 1985), it is possible that some respondents may  not have endorsed
exual abuse that actually occurred.

Although the present study increases our understanding of the relationship between child maltreatment, emotion dys-
egulation, and ED symptoms, the results of this study must be considered in light of the study’s limitations. First, the study
s cross-sectional, and our primary hypothesis is one of mediation. We  attempted to address this limitation; the CTQ specif-
cally asks about childhood abuse before age 18 and the EDE-Q assesses ED symptoms in the past month. However, the
ross sectional nature of the data does not allow us to test temporal relationships of the constructs, highlighting the need
or longitudinal designs. Second, the reliance on self-report measures to assess potentially distal relationships introduces
etrospective bias. As has been previously alluded to in the literature, the exclusive reliance on self-report measures of
motion regulation abilities may  be problematic given that these responses may be influenced by an individual’s accurate
ssessment of their behavior (Gratz et al., 2007; Tull, Barrett, McMillan, & Roemer, 2007). Additionally, information regarding
buse history and current disordered eating behavior is also subject to an individual’s willingness to disclose potentially
istressing personal information. Finally, the generalizability of the findings is limited due to the homogeneity of the present
ample.

Despite limitations, findings reveal a unique relationship between emotional abuse and the development of ED symptoms,
n association partially mediated by emotion regulation difficulties. Future research should investigate potential mecha-
isms by which child abuse leads to ED symptoms in increasingly diverse adult samples using longitudinal methods. It is also
ossible that emotional abuse can influence later ED symptoms through a different pathway. More specifically, the deval-
ation produced by emotionally abusive statements is likely to be integrated into one’s self concept and contribute to low
elf-esteem. In light of research that suggests that emotional abuse is uniquely related to low self-esteem (Briere & Runtz,
990), poor self-esteem may  engender weight and shape concerns, and subsequent attempts to modify one’s appearance
re initiated. Attempts to change weight and shape often lead to food restriction, strict food rules, and dieting which can
rigger episodes of binge eating and purging as outlined in the cognitive behavioral model of bulimia (Fairburn, Marcus, &

ilson, 1993). Research aimed at investigating each of these links is needed to further understand the development of ED
ehavior in individual endorsing a history of CEA.

Although there remains a continued need to increase our understanding of the development of ED symptoms in an
ffort to illuminate potential areas for intervention, findings from this study suggest that assessment efforts must include
iscussion of multiple types of child abuse, including CEA. Certainly, trauma interventions that incorporate efforts to increase
daptive emotion regulation strategies among child maltreatment survivors, particularly those with a history of emotional
buse, may  prevent subsequent maladjustment including the development of ED symptoms.
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