Uncorrected Proof

Iran ] Psychiatry Behav Sci. 2026 March; 20(1): e147147 https://doi.org/10.5812/ijpbs-147147

Research Article

Published Online: 2026 May 25

The Cognitive Behavioral Model of Eating Disorders in Iranian Women
Students

Reza Moloodi !>, Maryam Mahmoodi ?, Zinat Mohammadpour 2, Farnush Naghashian 2, Hanieh Alasti 3,
Zahra Babaee %, Zeinab Saleh 4, Paria Ahmadi >, Masoumeh Barani ("} 4, Hanieh Hosseini °

!substance Abuse and Dependence Research Center, University of Social Welfare and Rehabilitation Sciences, Tehran, Iran

2 Department of Cellular Molecular Nutrition, School of Nutritional Sciences and Dietetics, Tehran University of Medical Sciences, Tehran, Iran
3 Department of Health Psychology, Kharazmi University, Tehran, Iran

4 Department of Psychology, Faculty of Education and Psychology, Shahid Beheshti University, Tehran, Iran

5 Department of Psychology, Université de Bourgogne Europe, Dijon, France

6 Department of Psychology and Educational Sciences, Allameh Tabataba'i University, Tehran, Iran

*CorrespundingAuthor: Substance Abuse and Dependence Research Center, University of Social Welfare and Rehabilitation Sciences, Tehran, Iran. Email:
k.moloodi@gmail.com

Received: 12 May, 2024; Revised: 25 February, 2026; Accepted: 16 April, 2026

(" N
Abstract

Background: The cognitive-behavioral model of eating disorders (EDs) has not been thoroughly investigated among women
in Eastern societies, including Iran.

Objectives: This study assessed the validity of the cognitive-behavioral model of eating disorders among Iranian female
students.

Methods: A cross-sectional study was conducted from September 2021 to February 2022 at Tehran University of Medical
Sciences, Azad Islamic University, and the University of Social Welfare and Rehabilitation Sciences. A total of 516 female students
aged 18 - 42 years were selected using cluster sampling and completed validated Farsi versions of the Eating Disorder
Examination Questionnaire (EDE-Q 6.0), Binge Eating Scale (BES), Clinical Perfectionism Questionnaire (CPQ), Distress Tolerance
Scale (DTS), Inventory of Interpersonal Problems-32 (IIP-32), and the Rosenberg Self-Esteem Scale (RSES). Data were analyzed
using path analysis in AMOS 23, and confirmatory factor analysis (CFA) was conducted to validate the measurement model.
Goodness-of-fit indices, including RMSEA, CFl, and GF], were used to assess model fit.

Results: Path analysis indicated that the enhanced CB-BN model provided the best fit to the data (RMSEA = 0.06, CFI = 0.96, GFI
=0.98). In this model, clinical perfectionism (B = 0.36, P < 0.01), interpersonal problems (p = 0.30, P < 0.01), distress tolerance (8
=-0.28, P < 0.01), and low self-esteem ( =-0.45, P < 0.001) were significantly associated with overvaluation of weight and shape,
which in turn predicted dietary restraint, binge eating, and purging. The study was conducted in a community sample of 516
Iranian female university students (mean age = 23.7 years).

Conclusions: These results provide initial support for the cross-cultural applicability of the revised and original CB-BN models
in the Iranian community. Accordingly, these models may help advance the understanding of eating-related concerns and their
management among Iranian women.

Keywords: Eating Disorders, Cognitive Behavioral Therapy, Self-Esteem, Body Image, Binge-Eating Disorder, Interpersonal
Relations, Psychological Distress, Students, Iran
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1. Background

Eating disorders (EDs) substantially affect
individuals’ well-being (1). Owing to the detrimental
mental and physical health consequences of body

image concerns, EDs impose a considerable global
burden (2). Recent studies report an increasing global
prevalence of EDs, particularly among women, with
point prevalence rising from 3.5% in 2000 - 2006 to 7.8%
in 2013 - 2018, representing a major public health
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challenge (3). In Iran, the estimated point prevalence of
any eating disorder was 22% (2). Moreover, some Middle
Eastern countries show even higher rates, likely driven
by sociocultural changes (3). Therefore, examining
etiological and maintenance models of EDs within these
cultural contexts is both a critical research priority and
a clinical necessity.

Fairburn (4) proposed the Cognitive Behavioral
Model for Bulimia Nervosa (CB-BN), which explains how
overvaluation of weight and shape leads to dietary
restraint, binge eating, and purging behaviors.
Individuals with bulimia nervosa often base their self-
worth on weight and shape, resulting in rigid dietary
rules. When these rules are inevitably broken, binge-
eating episodes occur, intensifying weight concerns and
reinforcing compensatory behaviors (4). Fairburn et al.
(5) subsequently expanded the model to incorporate
additional factors, including low self-esteem, clinical
perfectionism, mood intolerance, and interpersonal
problems. These traits were shown to drive unrealistic
weightrelated goals, increase self-criticism after
failures, and exacerbate binge eating and purging
behaviors as maladaptive coping mechanisms for
emotional distress (5).

Cognitive behavioral therapy (CBT), which underpins
the cognitive-behavioral model of eating disorders, has
demonstrated efficacy across diverse psychological and
medical contexts. For example, a randomized clinical
trial showed that CBT significantly improved quality of
life among patients with coronary artery disease (6).
This evidence supports the transdiagnostic nature of
CBT, suggesting that its underlying mechanisms may be
relevant to understanding and addressing eating
disorder symptoms in diverse populations.

Empirical evidence supports the CB-BN model.
Longitudinal studies indicate that overvaluation of
appearance predicts dietary restraint, eating disorder
symptoms, and binge-eating behaviors (7-10). Research
also indicates that dietary restraint predicts subsequent
binge eating across diverse populations, including
females (11), adolescents (12), and children (13). Other
studies have highlighted the predictive roles of low self-
esteem and limited social support in ED
symptomatology (14, 15). In addition, path analysis and
structural equation modeling (SEM) studies consistently
validate both the original and enhanced CB-BN models.
For example, studies show that low self-esteem
contributes to body dissatisfaction, which predicts
dietary restraint, binge eating, and purging behaviors
(16-19). Research on the enhanced model indicates that
clinical perfectionism, interpersonal problems, and
mood intolerance also influence the overvaluation of

weight and shape, dietary restraint, and binge-purging
behaviors (17, 20, 21).

However, these models have been tested
predominantly in Western societies, with limited
research in non-Western cultural contexts, particularly
among women from Eastern societies. This gap raises
concerns about the generalizability of these models, as
unique cultural factors may play a critical role in ED
psychopathology. For example, in Iranian culture, family
members often express love through food, and women
may fast for both weight loss and religious reasons.
Additionally, unlike in Western cultures, where binge
eating often occurs alone, binge eating in Iranian
society often occurs in social gatherings. These cultural
distinctions may influence the development and
maintenance of EDs.

2. Objectives

The present study aimed to address this gap by
testing the validity of both the original and enhanced
CB-BN models among Iranian female students.
Specifically, this research sought to answer two
questions: 1) Does the original CB-BN model accurately
represent the associations among overvaluation of
shape and weight, dietary restraint, binge eating, and
purging among Iranian female students? 2) Can the
enhanced CB-BN model effectively explain the
relationships between clinical perfectionism, low self-
esteem, mood intolerance, and interpersonal problems
and overvaluation of shape and weight, dietary
restraint, binge eating, and purging among Iranian
female students?

3. Methods

3.1. Study Design and Participants

This study intentionally targeted female university
students because EDs are particularly prevalent among
women and because the primary objective was to
examine CB-BN pathways in an understudied female,
non-Western cohort. Key instruments have been
validated in Persian among undergraduate women,
supporting this sampling frame. The sample comprised
554 female students from Tehran University of Medical
Sciences, Islamic Azad University, Tehran Medical
Branch, and the University of Social Welfare and
Rehabilitation Sciences. Participants were recruited via
cluster sampling. Six classes were randomly selected
from each university, and female students completed a
battery of questionnaires. The inclusion criteria were
female sex, age 18 - 50 years, and Iranian nationality. Of
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the participants, 38 (6.33%) had missing values on more
than 10% of questionnaire items and were excluded
from the analyses; therefore, 516 participants were
assessed. The participants' mean age was 23.71 + 3.14
years (range, 18 - 42). The mean body mass index (BMI)
was 2117 +3.29 kg/m? (range, 14.88 - 35.91).

To minimize potential sources of bias, cluster
sampling across multiple universities was used to
enhance sample diversity. Validated Farsi versions of
standardized questionnaires were used to reduce
measurement bias and ensure cultural relevance. To
address potential self-report bias, participants
completed the surveys anonymously. Furthermore,
cultural considerations, including the role of family and
fasting practices, were considered when interpreting
the findings. Data collection was conducted in a
standardized manner to minimize interviewer bias.
Demographic variables such as age and BMI did not
differ significantly across universities, supporting the
representativeness of the sample. Participants who did
not meet the inclusion criteria (female sex, age 18 - 50
years, Iranian nationality, and completion of at least 90%
of items) were excluded. Because the study targeted a
non-clinical community sample of university students,
individuals were not screened for psychiatric
comorbidities. This approach allowed the cognitive-
behavioral model of eating disorders to be examined in
the general population, consistent with previous
community-based studies.

3.2. Data Collection

Research assistants with MS degrees in clinical
psychology screened students in the selected classes
and invited them to participate in the study on eating
behaviors. The research assistants provided information
about the purpose and procedures of the study.
Students who provided written informed consent were
asked to complete a battery of questionnaires. To
control for fatigue effects, the order of the
questionnaires was randomly assigned. Participants did
not receive any compensation, incentives, or course
credit. The study was approved by the ethics committee
of Tehran University of Medical Sciences (20805-161-03-
91).

3.3. Measurements

The Eating Disorder Examination Questionnaire
(EDE-Q 6.0) is a selfreport scale that assesses cognitive
and behavioral aspects of eating disorders, focusing on
the past 28 days. The psychometric properties of the
Farsi version of the EDE-Q have been demonstrated,
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showing strong internal consistency, with a Cronbach
alpha of 0.93 for the global score and subscale alphas
ranging from 0.70 to 0.93. In addition, it shows good
convergent validity, with significant positive
correlations with the Binge Eating Scale (BES), and good
discriminant  validity,  distinguishing  between
individuals with and without self-reported eating
disorders. These findings suggest that the Farsi version
of the EDE-Q is a reliable and valid instrument for
assessing eating disorder symptoms in Iranian
populations (22).

The BES (23) is a 16-item measure developed to assess
the severity of binge eating. The psychometric
properties of the Farsi version of the BES have been
demonstrated, with satisfactory internal consistency
(Cronbach alpha = 0.90). Additionally, it shows good
sensitivity and specificity for identifying individuals
with binge-eating behaviors, confirming its reliability
and validity for use in Iranian populations (22).

The Clinical Perfectionism Questionnaire (CPQ) (24)
is a 12-item scale designed to measure the cognitive,
behavioral, and emotional components of clinical
perfectionism over the past month. The reliability and
validity of both the English (25, 26) and Farsi (27)
versions of the CPQ have been confirmed. The Farsi
version of the Distress Tolerance Scale (DTS) has shown
strong reliability and validity among Iranian university
students. Cronbach alpha was 0.82, with a test-retest
reliability of 0.71. Confirmatory factor analysis
supported its four-factor structure, indicating that it is a
reliable tool for assessing distress tolerance (27).

The DTS (28) is a self-report questionnaire consisting
of 15 items designed to measure individuals' ability to
tolerate psychological distress. Respondents rate their
agreement with each statement on a 5-point Likert scale
ranging from 1 (strongly agree) to 5 (strongly disagree),
with lower scores indicating lower tolerance of negative
emotions. The Farsi version of the DTS has demonstrated
strong internal consistency and reliability among
nicotine-dependent students at Tehran University.
Cronbach alpha coefficients for the subscales ranged
from 0.70 to 0.77, indicating acceptable internal
consistency. Testretest reliability over a 2-month
interval yielded coefficients between 0.69 and 0.79, all
statistically significant (P < 0.001). These findings
suggest that the Persian DTS is a valid and reliable
instrument for assessing distress tolerance in this
population (29).

The Inventory of Interpersonal Problems-32 (IIP-32) is
a self-report questionnaire that measures eight domains
of interpersonal behaviors. Some studies have reported
satisfactory validity and reliability for the I1P-32 (30, 31).
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Aregression analysis study indicated that the Hard to Be
Sociable and Too Dependent subscales accounted for
unique variance in eating disorders (32). Two subscales
of the IIP-32 were used. The Hard to Be Sociable subscale
measures difficulties in social engagement, whereas the
Too Dependent subscale evaluates reliance on others for
approval.

The Rosenberg Self-Esteem Scale (RSES) is a self-report
measure consisting of 10 items that assesses self-esteem
on a 4-point scale ranging from 1 (strongly disagree) to 4
(strongly agree). Its Farsi version has demonstrated
satisfactory validity and reliability (33, 34). In the study

sample, the RSES showed acceptable internal
consistency (0.86).
3.4. Data Analysis

Descriptive  statistics were used to report

participants' demographic information. Path analysis
was conducted using AMOS 23. A preliminary analysis
was performed to examine the validity of the
measurement model wusing CFA. Following CFA,
associations between variables were assessed using the
Pearson correlation coefficient. Furthermore, the
original and enhanced versions of the CB-BN model of
EDs were evaluated using path analysis based on
goodness of fit and parsimony. The incremental fit index

(IF1), x?/df, adjusted goodness-of-fit index (AGFI),
goodness-of-fit index (GFI), and comparative fit index
(CFI), with values > 0.90, and the root mean square error
of approximation (RMSEA), with values < 0.08, were
used as goodness-of-fit indices (35).

Model modification followed a theory-first protocol:
Only modification index-suggested paths that were a
priori plausible under CB-BN/CBT-E and reported in
prior evaluations were considered. Accordingly, two
paths were freed: overvaluation of shapefweight to
binge eating and dietary restraint to purging. Residual
covariances or cross-loadings were not added.

4.Results

4.1. Measurement Model

The study included 516 Iranian female university
students, with a mean age of 23.71 £ 3.14 years (range, 18 -

42) and a mean BMI of 21.17 + 3.29 kg/m? (range, 14.88 -
35.91). Participants were recruited from Tehran
University of Medical Sciences, Islamic Azad University,
Tehran Medical Branch, and the University of Social
Welfare and Rehabilitation Sciences.

Separate CFA was performed to examine the
measurement models of overvaluation of shape and
weight, restrained eating, binge eating, purging,
distress tolerance, self-esteem, and  clinical
perfectionism (Table 1). Interpersonal problems were
measured using two subscales (Hard to Be Sociable and
Too Dependent) and therefore were not included in the
CFA. The factor loadings across models ranged from 0.47
to 0.95.

The relatively lower loading of Item 18 ("driven or
compulsive exercise") may reflect contextual factors
rather than measurement error. Among non-clinical
Iranian female students, exercise for appearance or
weight management is culturally acceptable and is
often viewed as a healthy behavior. Consequently, this
item may not fully capture pathological "compulsive
exercise" as defined in eating disorder contexts,
resulting in a lower factor loading.

4.2. Correlations Between Variables

Table 2 presents the correlation coefficients among
the measured variables. Clinical perfectionism,
interpersonal problems, overvaluation of shape and
weight, and restrained eating were significantly
associated with binge eating. Interpersonal problems,
overvaluation of shape and weight, restrained eating,
and binge eating were significantly correlated with
purging behavior. Lower levels of distress tolerance
were associated with higher levels of interpersonal
problems, self-esteem, overvaluation of shape and
weight, binge eating, and purging behaviors. There were
significant positive relationships between clinical
perfectionism and interpersonal problems, self-esteem,
overvaluation of shape and weight, and restrained
eating. Interpersonal problems were significantly
associated with overvaluation of shape and weight and
restrained eating. Finally, overvaluation of shape and
weight was significantly correlated with restrained
eating.

4.3. Path Analysis of the Original CB-BN Model

The model comprised one independent variable
(overvaluation of shape and weight) and three
dependent variables (binge eating, dietary restraint, and
purging). The goodness-of-fit indices indicated that the
original CB-BN model showed a good fit to the data from

Iranian female students (CFI = 0.99, x?/df = 4.37, GFI =
0.99, NFI = 0.98, AGFI = 0.95, IFI = 0.99, RMSEA = 0.06,
90% CI1[0.02, 0.07], SRMR = 0.02) after incorporating two
modifications (Figure 1). These modifications entailed
adding a direct path from overvaluation of shape and
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Table 1. Measurement Model of the Variables

Variables Mean +SD Factor Loading Fit Indices Alpha Coefficient
Overvaluation of shape and weight GFI = 0.99; AGFI = 0.97; IFI = 0.99; CFI = 0.99; RMSEA = 0.04 0.85
Shape concern 253+129 0.86
Weight concern 1.64 +1.48 0.81
Eating concern 1.03+1.08 0.78
Restraint eating GFI=0.99; AGFI = 0.92; IFI= 0.99; CFI = 0.99; RMSEA=0.08 0.77
EDE-Q Item 1 1.87+2.22 0.67
EDE-Q Item 2 0724147 0.51
EDE-QItem 3 11£1.78 0.71
EDE-Q Item 4 149198 0.61
EDE-QItem 5 0.88+1.58 0.66
Binge eating GFI=0.99; AGFI = 0.97; IFI = 0.99; CFI = 0.99; RMSEA = 0.04 0.71
Attitude toward binge eating 2914276 0.44
Binge-eating behaviors 4.83+4.36 0.49
EDE-Q Item 13 1.03£131 0.55
EDE-QItem 14 L1£131 0.81
EDE-Q Item 15 116 +1.33 0.82
Purging GFI=0.92; AGFI = 0.87; IFI = 0.99; CFI = 0.99; RMSEA=0.04 0.70
EDE-Q Item 16 0.18+0.71 0.66
EDE-Q Item 17 023+0.59 0.61
EDE-QItem 18 0.76 £1.26 036
Distress tolerance GFI=0.94; AGFI = 0.90; IFI = 0.90; CFI = 0.91; RMSEA = 0.07 0.82
Tolerance 715+2.55 0.76
Appraisal 1638 +4.32 0.84
Absorption 5.10+1.95 0.72
Regulation 8124221 0.75
Self-esteem GFI = 0.93; AGFI = 0.89; IFl = 0.90; CFI = 0.90; RMSEA = 0.08 0.77
Item1 2434098 0.54
Item 2 2151112 0.42
Item3 1.90+0.92 0.44
Item 4 1.87+0.92 0.59
Item 5 1.92+0.92 0.59
Item 6 2.73£0.92 0.55
Item 7 2.4510.92 0.53
Item 9 2.05+0.92 057
Item10 1.98+0.92 0.53
Clinical perfectionism GFI = 0.95; AGFI = 0.91; [FI = 0.92; CFI = 0.92; RMSEA = 0.07 0.78
Item1 13340.92 0.49
Item 3 0.96£0.92 0.58
Item 4 13040.92 057
Item 5 121£0.92 0.53
Item 6 1.05+0.92 0.57
Item 7 138+0.92 0.56
Item 9 0.87 038
Item 10 1.05+0.93 0.63
Item 11 112+ 0.94 0.66
Item 12 0.88+0.88 071

2 Abbreviations: GFI, Goodness-of-Fit Index; AGFI, Adjusted Goodness-of-Fit Index; IFI, Incremental Fit Index; CFl, Comparative Fit Index; RMSEA, Root Mean Square Error of
Approximation.

weight to binge eating and a direct path from dietary between dietary restraint and purging. However, a weak
restraint to purging. Significant paths were observed and non-significant inverse relationship was found
between overvaluation of shape and weight and dietary =~ between dietary restraint and binge eating.

restraint, between purging and binge eating, and
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Table 2. Correlations Among Independent and Dependent Variables in the Model

No. Variables 1 2 3 4 5 6 7
1 Clinical perfectionism 1
2 Interpersonal problems 0.15 1
3 Self-esteem 0.12 0.13 1
4 Distress tolerance 0.05 -0.26 -0.20 1
5 Overvaluation of shape and weight 0.1 0.1 0.05 -0.16 1
6 Restraint eating 0.13 0.05 -0.05 0.10 0.51 1
7 Binge eating 0.14 0.20 0.07 -0.20 0.63 0.29 1
8 Purging 0.05 0.15 0.09 -0.11 0.29 0.25 0.24
Overvaluation of shape 0.51""*(0.01)
and weight Dietary restraint
—
-0.03(0.29)
0.64"**(0.11) ’ } -
’ Binge eating 0.20**(0.05)
0.18***(0.008)
Purging |

Figure 1. Path analysis for the original cognitive-behavioral model of EDs (standard errors in parentheses; standardized coefficients reported; ***P < 0.001). Note: The thickness

of the arrows indicates the strength of the path.

4.4. Path Analysis of the Enhanced CB-BN Model

The enhanced CB-BN model comprised four
independent variables (self-esteem, interpersonal
problems, clinical perfectionism, and distress tolerance)
and four dependent variables (overvaluation of shape
and weight, dietary restraint, binge eating, and
purging). The path analysis indicated that the enhanced

CB-BN model did not show a good fit to the data (x?/df =
17.48, GFI = 0.90, AGFI = 0.69, NFI = 0.58, IFI = 0.60, CFI
0.58, RMSEA = 0.20, 90% CI [0.18, 0.23], SRMR = 0.10). The
modification indices indicated two paths consistent
with the theoretically proposed modifications to the
original model. Specifically a direct path from
overvaluation of shape and weight to binge eating and a
direct path from dietary restraint to purging were
added to the model. After these modifications, the

enhanced CB-BN model showed a good fit to the data

(CFI = 0.96, x*/df = 2.90, NFI = 0.95, GFI = 0.98, AGFI =
0.94, IFI = 0.96, RMSEA = 0.06, 90% CI [0.04, 0.07], SRMR
=0.06) (Figure 2).

A significant association was observed between self-
esteem and the excessive importance placed on body
shape and weight. In addition, clinical perfectionism
was significantly associated with overvaluation of shape
and weight. Overvaluation of shape and weight was also
associated with dietary restraint and binge eating. Binge
eating was further associated with purging, and dietary
restraint was also linked to purging. Furthermore,
interpersonal problems were associated with binge
eating. No significant association was observed between
clinical perfectionism and dietary restraint. Distress
tolerance showed no significant association with binge
eating or purging. Moreover, interpersonal problems
showed no association with dietary restraint or purging.
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-0.21"**(0.12)
Self-esteem =
)
..@93
ol
Clinical perfectionism
0.07(0.01) "

Interpersonal problems
0.13**(0.27)

Overvaluation of shape and
weight

0.63"**(0.01)

0.50***(0.01)

Dietary restraint

-0.02(0.29)

Y

Q
-0,
9(00
‘9,

Distress tolerance

> Binge eating

-0.06(0.007)

¥

0.15***
0.15"*(0.008)

h 4

Purging

Figure 2. Path analysis for the enhanced cognitive-behavioral model of EDs (standardized coefficients reported; standard errors in parentheses; **P < 0.001; ***P < 0.001).

Table 3. Model Fit Comparison of CB-BN Models *

Index Original CB-BN Model Enhanced CB-BN Model (Before Modification) Enhanced CB-BN Model (After Modification)
x*df 437 17.48 2.90
GFI 0.99 0.90 0.98
AGFI 0.95 0.69 0.94
NFI 0.98 0.58 0.95
IF1 0.99 0.60 0.96
CH 0.99 0.58 0.96
RMSEA 0.06 0.20 0.06

@ Abbreviations: GFI, Goodness-of-Fit Index; AGFI, Adjusted Goodness-of-Fit Index; IFI, Incremental Fit Index; CFI, Comparative Fit Index; RMSEA, Root Mean Square Error of

Approximation.

Finally, no association was observed between dietary
restraint and binge eating.

The enhanced CB-BN model provided a better overall
fit than the modified original model. The enhanced

model initially demonstrated poor fit indices (}?/df =
17.48, RMSEA = 0.20); however, adding direct paths from
overvaluation of shape/weight to binge eating and from
dietary restraint to purging substantially improved

model fit (x/df = 2.90, RMSEA = 0.06). The enhanced
model also incorporates additional psychological
factors (self-esteem, interpersonal problems, clinical

Iran ] Psychiatry Behav Sci. 2026; 20(1): e147147

perfectionism, and distress tolerance), making it more
comprehensive.  These findings suggest that
incorporating broader psychological influences
enhances the explanatory power of the CB-BN model in
Iranian female students, supporting its cross-cultural
applicability (Table 3).

5. Discussion

The present study aimed to evaluate the cognitive-
behavioral model of eating disorders among Iranian
female university students. The findings are consistent
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with earlier research conducted in Western populations,
supporting  the  cross-cultural  validity = and
generalizability of the CB-BN model.

These findings align with recent studies and add to
the growing evidence supporting the adaptability of
CBT across populations and delivery formats. For
instance, an internet-based CBT program has been
shown to be as effective as pharmacotherapy in
reducing postpartum depression and improving related
outcomes, such as child weight gain (36). These results
underscore the flexibility and effectiveness of CBT
principles in diverse settings and reinforce the cross-
cultural relevance of the CB-BN model. However,
observed discrepancies suggest potential cultural or
sample-specific influences that warrant further
investigation.

The present findings corroborate earlier research (5,
20) by identifying overvaluation of shape and weight as
a central predictive factor for both dietary restraint and
binge eating. Furthermore, the established link between
binge eating and purging was also observed, aligning
with evidence from Western populations (16, 17) and
supporting its cross-cultural relevance. Additionally, the
results support prior evidence that clinical
perfectionism and low self-esteem contribute to this
core overvaluation (19, 21).

The present study found that dietary restraint, a core
component of the original CB-BN model, was not a
significant predictor of binge eating. This finding
suggests that pathways involving dietary restraint may
not be universally applicable across cultural contexts,
consistent with other SEM studies that have also failed
to support this link (20, 21). Similarly, distress tolerance
did not significantly predict binge eating or purging, in
contrast to findings in some clinical populations (28).

The consistency observed in key pathways, such as
the role of overvaluation of shape and weight, may be
explained by the fact that body dissatisfaction is a
transdiagnostic feature of eating disorders across
diverse cultural contexts. The significant relationship
between interpersonal problems and binge eating
further supports the enhanced CB-BN model, which
posits that social difficulties contribute to disordered
eating behaviors.

The absence of a significant association between
dietary restraint and binge eating may be attributable
to the characteristics of the sample. Compared with
clinical groups, university students may exhibit less
severe dietary restraint, at levels that do not reliably
precipitate binge episodes. In addition, the
measurement of binge eating in this context may have
captured subjective binge episodes (37), in which

individuals perceive normal intake as excessive, thereby
attenuating the expected association with dietary
restraint.

Although the direct dietary restraint-to-binge eating
path was small and non-significant (B = 0.10, P = 0.09),
several cultural factors in Iran may attenuate this
association. First, religious fasting is socially sanctioned
and time-limited, which may normalize restraint and
lessen deprivation-driven loss of control. Second, binge
eating frequently occurs in social gatherings and within
family contexts where food expresses affection, shifting
triggers away from prior dietary restraint. Third, some
students may report subjective rather than objective
binges, weakening the measured restraint-to-binge link.
Consistent with this pattern, restraint was more
strongly related to purging than to binge eating in these
data. Future studies should measure fasting frequency
and motives, social-eating contexts, and type of restraint
to test these cultural moderators (29).

The absence of a significant relationship between
distress tolerance and eating behaviors can be
contextualized by both cultural and clinical
considerations. While research in Western populations
often identifies low distress tolerance as a risk factor for
binge eating (28), culturally specific coping mechanisms
prevalent in the Iranian sample, including religious
practices and social and familial support, may serve as
alternative emotion-regulation strategies. Additionally,
the subclinical presentation in this community sample
suggests that the role of distress tolerance may be more
pronounced in the progression and maintenance of
diagnosable eating disorders.

The present study supports the applicability of the
CB-BN model in Iranian women while identifying key
cultural and sample-specific differences. Future
research should employ longitudinal designs and
clinical samples to further explore these relationships
and determine whether cultural factors moderate the
pathways proposed in the CB-BN model.

Generalizability is limited to female, non-clinical
Iranian university students. Results should not be
extrapolated to males or clinical populations; future
research should replicate the findings in male samples
and clinical cohorts and test measurement invariance
across sex and clinical status. The cross-sectional nature
of this study also precludes causal inference and
temporal ordering of the CB-BN pathways; path
coefficients should be interpreted as associations only.
Multi-wave longitudinal designs and prospective
clinical cohorts are recommended to examine
directionality and potential bidirectional effects.

Iran ] Psychiatry Behav Sci. 2026; 20(1): e147147


https://brieflands.com/journals/ijpbs/articles/147147

MoloodiRet al.

Brieflands

5.1. Conclusions

The current investigation provides initial support for
the cross-cultural applicability of both the original and
enhanced CB-BN models in the Iranian community.
These findings suggest that these models may offer
deeper insights into EDs and their management among
Iranian women. Accordingly, future studies should
further examine the efficacy of transdiagnostic
prevention and treatment programs for EDs based on
the cognitive-behavioral model among Iranian women.
In addition, practitioners may use this transdiagnostic
model] to assess, conceptualize, and treat EDs. However,
clinical applicability remains preliminary and is limited
to young, non-clinical women. Replication in clinical
and male samples is recommended before broad
implementation.
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