Supplementary material 1: Researcher positioning 

HM has worked in eating disorder research for two years and is currently completing a PhD examining how intolerance of uncertainty may impact those with disordered eating. They are therefore biased towards feeling that uncertainty is important to people with disordered eating and that it may contribute to symptom development and maintenance. When reviewing previous literature, HM understood that individuals with disordered eating struggle with uncertainty and find it especially anxiety provoking. However, HM was curious to learn if the impact of uncertainty was different across different stages of an ED and if there was a difference in the impact of everyday uncertainty versus uncertain life events. Therefore, HM approached the data collection and analysis with an interest in both different types of uncertainty and the impact of uncertainty across disorder stages.
LS is completing a PhD looking at how interoception links to body image and eating disorders. None of her work looks at the intolerance of uncertainty and she is therefore unbiased about the role uncertainty plays in eating disorders.
	EM has conducted longitudinal developmental psychology research for over 35 years. This is the first project that she has conducted that focuses on disordered eating. She is biased towards thinking about how coping with uncertain experiences emerges and develops across childhood and factors that may result in individual differences in intolerance of uncertainty.
The final author (ACP) has worked in eating disorder research for over ten years, completing her PhD in the area. She has previously conducted work examining how people with different levels of eating disorder symptoms learn about uncertainty. She is therefore biased towards feeling uncertainty is important to people with eating disorders, particularly big changes and fluctuations in the environment.
	Some members of the research team have experience of mental illness, including eating disorders, and this may have impacted the study by introducing biases into the development of codes based on the author’s own experiences of disordered eating symptoms and cognitions. However, this may have enriched the research by providing a perspective that allowed for a more nuanced and empathetic interpretation of responses that directly aligns with the lived reality of struggling with an ED.

Data exclusion due to suspected fraud

Supplementary Table 1: 
A table showing the number of people excluded from the ED group due to incomplete data or suspected fraudulent responding.
	Exclusion criteria 
	Number of people excluded 
	Sample left

	People with less than < 80% survey completion
	20
	82

	Fraud score of more than 0 ≤ 30 or a legitimate address 
	11
	71

	ReCAPTCHA ≤. 89
	0
	71

	Attention check questions 
	8
	63

	Incomplete Likert scale responses
	1
	62

	Incomplete IUS-12 responses
	1
	61

	Duplicate IDs
	2
	59


Duplicate respondents were manually inspected and conferred upon, and it was decided that there was not sufficient evidence to suspect participants as being fraudulent respondents. Note that upon inspection the research team felt that ReCAPTCHA scores of <.50 was too conservative and was excluding legitimate participants so this was reduced to ≤ .89.

In line with quality guidelines from Qualtrics (n.d.), data were excluded if it met the following criteria, reCAPTCHA scores of ≤ 0.89 (where <.0.50 is the standard Qualtrics threshold), “Any relevant fraud” score above 30, the presence of none words or strings of letters in open text responses. Duplicate ID scores were also collected with Qualtrics (Qualtrics, n.d.) suggesting a relevant duplicate score of 80 may indicate fraud. However, on further manual inspection, duplicate ID scores when taken alone were not seen as a predictive measure of fraudulent responses. See Table 1 and Table 2 for the breakdown of how many participants were excluded from analysis for each criterion.


Supplementary Table 2.
A table showing the number of people excluded from the MHP group due to incomplete data or suspected fraudulent responding.
	Exclusion criteria
	Number of people excluded
	Sample left

	People with less than < 80% survey completion
	15
	55

	Fraud score of more than 0
	34
	21

	ReCAPTCHA ≤ .89
	10
	11

	Duplicate IDs 
	3
	11

	Attention check questions 
	0
	11

	Incomplete Likert scale responses
	0
	11


Duplicate respondents were manually inspected and conferred upon, and it was decided that there was not sufficient evidence to suspect participants as being fraudulent respondents. Note that upon inspection the research team felt that ReCAPTCHA scores of <.50 was too conservative and was excluding legitimate participants so this was reduced to ≤ .89.


Supplementary Table 3: 
Major themes and subthemes with quotes from the data.
	Theme 
	Subtheme 
	Examples

	1) The sociotemporal architecture of uncertainty
	1.1) Uncertain life events precipitate onset and relapse 
	“A large proportion of individuals report a stressful life event precipitating the onset of their eating disorder” (MHP1)

“I went to boarding school….It has meant that I was also never certain of where my home was” (ED9)

“Compared to uncertain life events, everyday uncertainty is less significant as a factor to my ED development. I think the larger more impactful events played more of a role in the development, the everyday uncertainty being rather insignificant” (ED22)

	
	1.2) The continuous importance of uncertainty
	“Experiencing uncertain life events can negatively impact someone's ability to cope and manage, and challenge their emotional resilience… they become much more likely to fall back into unhelpful patterns of thinking and behavior” (MHP9). 

“Uncertainty even in relation to how someone may interact with me or plans changing make me feel anxious and overwhelmed. My ED can be a way to numb this” (ED7).

“I think that everyday uncertainty would need to be more chronic before I'd consider it as a risk for relapse in eating disorder recovery” (MHP8)

“I view everyday uncertainty as more central in maintenance of ED behaviors” (MHP8). 

	
	1.3) Social and family context
	“I believe that I was ultimately spending the majority of my life trying to gain some semblance of "control" after my parents divorced and my father left when I was 6.” (ED11) 

“I had a pretty unstable childhood. We moved house about once a year and I changed schools 9 times. I moved from living with my mum to living with my dad and back. Just a lot went on”. (ED13)

“Having an unstable relationship with my parents, and parents’ unstable relationship with each other, led to me needing to find some aspect of my life that I could control” (ED21).

Note that quotes (ED21) and (ED11) can also fit within the control theme.

	2) Cognitive and emotional experiences of uncertainty 
	2.1) The negative impact of uncertainty on mental health 
	“I believe these events may have played a role in developing my eating disorder through the trauma/anxiety they caused” (ED4)

“Daily stressors cause anxiety which feed into eating disorder (ED5)”

“Anxiety disorder caused nausea and vomiting, which led to restrictive eating / not eating to avoid being sick, and in general greatly reduced consumption of food” (ED33)

“likely to occur with uncertain life events…I tend to be less able to think rationally and of my future. With depression I also become less optimistic and able to see things getting better” (ED7)

	
	2.2) Diverse negative cognitions 
	“I would catastrophise thinking that everyone hated me or that anything I did would lead them to hate me”. (ED26)

I jump to catastrophes and tend to let them reflect on me harder than I normally would (“everything’s going to hell and it’s my fault, if I’d been better…”) (ED27)

“When events are happening which are new and unpredictable this can lead to me jumping to conclusions and thinking the worst so again trying to regain control through my diet” (ED34)

	3) The utility of disordered eating 
	3.1) Control is key
	“Covid-19 hit when I was 14 and because I felt as though I couldn’t control most things in my life, I started to count my calories” (ED16).

“If you do not feel safe and cannot live a life that you are able to have some control over, this can play a major role in maintaining an eating disorder”. (MHP5)

“young people I have worked with tend to have more rigidity in their thinking and this is communicated through their desire to take control within their life” (MHP10).


	
	3.2) Routine and structure
	“I have a specific morning routine in terms of breakfast and activities so when this is thrown off by changing routine, it leads me to be more anxious and I often find myself binging when I get the opportunity”. (ED22).

“I think everyday uncertainty played more of a role than uncertain life events. I am a person who very much likes structure within the day, and therefore if there is an element of uncertainty in my day it often leads to engaging in behaviors connected to my disorder”. (ED34)

“Everyday uncertainty has been a relapse trigger point however, as there are multiple factors in my life that do not follow the structure I desire, and I starve myself as a result”. (ED4)

	
	3.3) Weight loss behaviors and emotional regulation
	“Restricting can provide you with a distraction or focus to take you away from everyday uncertainty” (ED10).

“Hyper focusing on food/calories/exercise means not focusing on the other things” (MHP6). 

“(In adolescence) Not knowing the results I would get for A levels over the summer holidays made me stress heavily. Because I felt like I had no control over my results for getting into my first choice University, I felt I had to try and have something to control, such as my weight….. so initially I felt it would be good to start calorie counting, which then slowly progressed to high restrictive eating when my weight on the scale did not show a specific number I wanted” (ED41)

Note that quote (ED41) can also fit within the control theme.

	
	3.4) Binge eating and comfort
	“My mother was very emotionally volatile and I think that caused me to eat a lot more away from the family and rely on food to comfort me when things were difficult” (ED42).

“When I have uncertainty in my personal life I tend to lose my appetite so I don’t binge” (ED19).

	4) Asymmetry in clinical practise and patient perceptions 
	4.1) Positive experiences of treatment 
	“They helped me see alternative outcomes that were not negative, and find evidence for them. Or not find evidence for negative outcomes” (ED2)

“Whilst in treatment, frequent contact with hospital services and a strong familial support system around me was very helpful” (ED32).

	
	4.2) Negative experiences of treatment
	“By providing safety and predictability within our services, this should be a safe space for those going through times of uncertainty to be able to speak about those problems and concerns whilst knowing they are within a service that provides them with that bit of certainty” (MHP5). 

“transfers between services (i.e., home and university) need to be managed better so that there are not gaps in treatment (I have currently been waiting 6 months for a referral)” (ED14)

	
	4.3) Uncertainty informed treatment
	“Developing tolerance of uncertainty and shifting beliefs about their ability to tolerate ambiguity and uncertainty. Developing coping skills that can help regulate negative affect and worry secondary to uncertainty and alternative behaviors to disordered eating behaviors (MHP8).

“some people would need more facts/psychoeducation/graphs etc that are personalised to them and their journey. Some people might need more restful distractions and conversations to keep their mind off the uncertainty” (MHP6).

“I am piloting an IU intervention in young women with AN, a CBT-based behavioral experiment approach” (MHP10).

“I suppose strategies to handle intense emotions, focus on finding different things to create a sense of certainty” (ED23)

“Developing tolerance of uncertainty and shifting beliefs about their ability to tolerate ambiguity and uncertainty. Developing coping skills that can help regulate negative affect and worry secondary to uncertainty and alternative behaviors to disordered eating behaviors” (MHP8).

“Acknowledging that it uncertainty can be challenging and that it’s natural to want to stay in our comfort zones, so the best we can do is teach people to offer themselves compassion, provide a range of coping strategies (eg emotion regulation, cognitive restructuring, mindfulness etc), and encourage them to seek out resources (either social or professional) if they are struggling” (MHP1)




