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Abstract
Purpose of Review Eating disorders are serious mental-health
concerns that will affect over 30 million individuals in the
USA at some point in their lives. Eating disorders occur across
the lifespan, in a variety of ethnicities and races, in both men
and women, and across the socioeconomic spectrum. Given
the prevalence and severity of eating disorders, it is important
that clinicians and researchers have access to appropriate as-
sessment tools to aid in the early identification and treatment
referral, differential diagnosis, treatment planning, and prog-
ress monitoring, and to ensure valid research findings. In this
review, we describe novel and innovative assessment tools
that were developed within the past 5 years for utilization in
research and/or clinical practice with individuals with eating
disorders.
Recent Findings We identified six multidimensional assess-
ments for eating disorders, all of which can be administered
online (with some also offering paper-and-pencil versions).
Strengths of the measures included good internal consistency,
test-retest reliability, and convergent validity. However, in
part, due to problematic scale construction methods, certain
scales had poor discriminant validity and most were devel-
oped and validated in mostly female samples.
Summary There are promising new eating disorder measures
from which to choose; however, many measures continue to
be limited by poor discriminant validity and need additional

validation prior to incorporation into routine research and clin-
ical practice.
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Introduction

Eating disorders are more common than once believed, with
prevalence estimates from community- and population-based
studies indicating that approximately 2.5% of boys and 13–
15% of girls will suffer from an eating disorder by age 17 [1,
2]. Eating disorders are serious mental-health conditions that
are associated with a high mortality rate [3] and substantial
medical and psychiatric morbidity [4, 5]. Age-of-onset typi-
cally occurs in childhood or adolescence [6], and for many
people, eating disorders become chronic, long-lasting condi-
tions [7, 8]. Eating disorders have been documented across the
life span [8, 9], among individuals of a variety of ethnic and
national backgrounds [10–12], in both men and women [13,
14], and across the socioeconomic spectrum [15]. Therefore, it
is important that clinicians and researchers have access to
eating-disorder assessment tools that have been validated in
diverse populations to facilitate early identification (for pre-
vention and treatment referral purposes), accurate diagnosis,
and effective treatment planning, and to ensure valid research
findings.

From a treatment perspective, the importance of proper
assessment cannot be overstated. Research has shown that
one of the only significant moderators of treatment outcomes
for clients with an eating disorder is rapid, early change that
occurs between the second and eighth treatment week
[16–18]. In order to determine if patients are on a good treat-
ment trajectory, repeated assessments of outcomes are
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necessary. Moreover, a large literature outside of the eating-
disorder field has shown that clinicians who are provided with
objective feedback from assessments of their clients’ progress
are able to treat their clients with fewer therapy sessions,
without reducing positive therapeutic outcomes, and that
their clients show less deterioration of treatment gains after
termination [19–22]. Thus, not only are eating-disorder
measures important for accurately describing patients’
symptoms across time, but assessment may also provide
additional treatment benefits above-and-beyond therapeu-
tic intervention, consistent with the principles of Therapeutic
Assessment [23].

Overview of Current Review

The aim of the current paper was to review novel and
innovative assessment tools that were developed within
the past 5 years for utilization in research and/or clinical
practice with individuals with eating disorders. Although
several well-validated eating-disorder assessments have
been developed to measure specific eating disorders (e.g.,
binge-eating disorder [24]) and core cognitive aspects of
eating-disorder psychopathology (e.g., body image accep-
tance [25]) or to measure behaviors for a specific subgroup
of individuals, such as athletes [26], we limited our review
to “all-in-one” measures that were developed to assess
multiple domains and symptoms that cut across eating-
disorder diagnoses and populations.

After describing our method for identifying assessment
tools, we discuss each measure in terms of its purpose and
content, appropriate uses and populations, scale development
process, psychometric properties (including evidence for reli-
ability and validity), and strengths and limitations. We con-
clude our review with a comparison of the advantages and
disadvantages of the measures we reviewed and provide sug-
gestions for future research in the area of eating-disorder
assessment.

Method

This systematic literature reviewwas conducted in accordance
with the Preferred Reporting Items for Systematic Review and
Meta-Analysis statement (PRISMA) [27]. Throughout the
current review, our definitions of reliability and validity were
based on standard usage within the assessment field [28].
Because standard usage of psychometric terms within the
eating-disorder field were, in some cases, inconsistent with
definitions from the broader assessment literature, we refer
interested readers to Table 1 for a list of terms and definitions
that were used in the current review.

Literature Search

Several methods were used to identify relevant articles. First,
an electronic database search was conducted from articles

Table 1 Psychometric terms and definitions

Psychometric
term

Definition

Reliability The ability of an instrument to perform in a consistent
manner in which scores are reflective of some true
state of the variable being assessed.

Internal
Consistency

The extent towhich all items of an instrument or scale
are correlated.

Test-retest
reliability
(dependability)

The ability of an instrument to perform in a constant
manner when the variable of interest has remained
stable over periods of time during which true
change is unlikely to have occurred (usually over
periods of 1 day to 4 weeks).

Stability The ability of an instrument to demonstrate constancy
over time; a quantification of both measurement
error and true change. Typically assessed over
periods of time in which true change is likely (e.g.,
greater than 1 month).

Validity The extent to which an instrument measures the
theoretical construct that it intends to measure.

Construct validity The extent to which an operationalization of a
variable relates to other measures in a manner that
is consistent with the theoretical concept it intends
to capture.

Convergent The extent to which two measures of theoretically
related constructs correspond. Higher values
indicate good convergent validity between
measures.

Discriminant The extent to which two measures of theoretically
unrelated constructs do not correspond. Lower
values indicate good discriminant validity between
measures.

Criterion-related
validity

The extent to which an instrument corresponds with a
predictable outcome of interest; divided into
concurrent validity and predictive validity (see
below).

Concurrent The ability of an instrument to accurately predict an
outcome of interest based on validation that occurs
at the same time point.

Predictive The ability of an instrument to accurately predict an
outcome of interest based on validation that occurs
at a later time point.

Content validity The extent to which an instrument reflects all aspects
of the content domain it attempts to measure.

Sensitivity The ability of an instrument to correctly designate an
individual with a characteristic of interest as a
member of the appropriate (correct) category.

Specificity The ability of an instrument to correctly designate an
individual without a characteristic of interest as a
member of the appropriate category.

Please refer to DeVellis [28] for additional information on reliability and
validity definitions
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published from January 1, 2012, through March 14, 2017
using PsycINFO and PubMed. The following combination
of terms was utilized: (“eating disorder*” OR anore* OR
bulim* OR “binge eating disorder*” OR “night eating syn-
drome” OR “avoidant restrictive food intake disorder” OR
“purging disorder” OR “orthorexia” OR OSFED OR
EDNOS OR ARFID OR “disordered eating”) AND (assess-
ment OR “self-report” OR interview OR questionnaire OR
measure OR inventory). Searches were limited to titles of
manuscripts. In addition to electronic database searches, ref-
erence lists of manuscripts retrieved from electronic databases
were manually reviewed for relevant studies not identified
through electronic database search. Finally, the authors of as-
sessment tools identified in our search were contacted to de-
termine if additional pertinent studies had beenmissed or were
“in press.”

Two authors independently completed an electronic da-
tabase search (B.B. and D.C.) and the second author
(S.G.) resolved discrepancies regarding the inclusion of
articles. Our database search included several steps:
First, information from articles identified from PsycINFO
and PubMed were downloaded into an Excel spreadsheet
and duplicate articles were removed. Second, manuscript
titles were reviewed and titles that did not pertain to the
assessment of disordered eating were removed. Third, ar-
ticles pertaining to the assessment of a specific eating-
disorder symptom, designed for use in a specific popula-
tion, or were modifications or translations of existing mea-
sures were removed. Finally, remaining abstracts were
screened and full-text articles of studies were retrieved
and reviewed. A PRISMA flowchart of the manuscript
review process is presented in Fig. 1.

Fig. 1 PRISMA flowchart of
study selection. Note: The figure
reflected the original publications
for each included measure. We
also identified two additional
measures further validating the
EPSI. The authors of the other
measures responded to our
queries that there are no
additional publications for the
other measures at this time
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Eligibility Criteria

Studies were included in the current review if they (1) provid-
ed information on a novel assessment of eating disorders, (2)
were written in English or English translation available, (3)
assessed eating-disorder symptoms comprehensively, and (4)
were published in peer-reviewed journals (e.g., publications
from book chapters, theses, and dissertations were excluded).
Updated versions of previously published assessments (such
as the Eating Disorder Inventory-3; [29]) were not included in
this review nor were assessments that were designed to assess
a limited symptom set (e.g., binge eating) or population (e.g.,
males or athletes).

Results

A total of 238 unique studies were identified through our data
search procedure. Of these, five studies met inclusion criteria
and were included in our review (see Fig. 1). Additionally, we
identified one “in press” article by contacting an author of a
measure that had been presented at academic conferences dur-
ing 2012–2017. Only the initial publication of this measure
(the Eating Pathology Symptom Inventory) is reflected in Fig.
1 (see Fig. 1 note). Below, we describe each of these six novel
assessments.

The Clinical and Research Inventory for Eating Disorders

Purpose and Content The Clinical and Research Inventory
for Eating Disorders (CR-EAT; [30••]) is a 63-item self-report
measure designed to provide clinicians and researchers with a
comprehensive overview of the cognitive and behavioral fea-
tures relevant to the development, maintenance, prevention,
and treatment of eating disorders. The CR-EAT has been
translated into multiple languages (English, German, French,
Portuguese, Spanish, Hungarian, Romanian, and Czech) and
is freely available for research purposes by contacting the
authors (see [30••]).

The CR-EAT has 11 subscales grouped into three global
factors: eating behavior disturbance, affective/cognitive
impairment, and perfectionism. The 11 subscales include
weight preoccupation (obsession and worry about weight
and shape, unrealistic concerns about weight gain), body
embarrassment (shame and dissatisfaction surrounding one’s
body), restrained eating behavior (maintenance of strict rules
to control caloric intake), societal expectations of weight and
shape (belief that social acceptance hinges on one’s shape and
weight), harmful weight regulation (willingness to use un-
healthy weight loss methods),mood dysregulation (depressive
feelings and deficits in emotional self-awareness), affect-reg-
ulatory eating (eating as a means of emotion regulation), self-
esteem (confidence in one’s self-worth), concerns about

negative evaluation (concern about others’ opinions about
oneself), perfectionism: personal expectations (holding one-
self to perfectionistic expectations), and perfectionism: famil-
ial expectations (perceived familial/parental perfectionistic
standards).

Appropriate Uses The CR-EAT is intended to be an efficient,
multidimensional eating disorder assessment for use in e-
mental health settings. The CR-EAT has not been tested in
individuals younger than age 16 or in clinical samples of
men. According toMoessner et al. [30••], women score higher
than men on all three global scales, and on eight of the 11
subscales (weight preoccupation, body embarrassment, re-
strained eating behavior, harmful weight regulation, mood
dysregulation, affect-regulatory eating, self-esteem, and con-
cerns about negative social evaluation).

Scale Development The CR-EAT was developed using a
factor-analytic approach. Following a comprehensive litera-
ture review and expert consultation, a rational strategy was
used to develop the original item pool. The initial item pool
was administered once online to a large nonclinical sample
(N = 1406; 74.3% female) and twice via paper-and-pencil
questionnaires to another nonclinical sample (N = 220;
71.4% female). The initial 100 items were also administered
online to a subset of the clinical sample with eating disorders
(N = 61; 100% female). Following principle components anal-
ysis with varimax rotation, the initial item pool was reduced to
a final set of 63 items that comprised 11 lower-order scales
and three global scales.

To evaluate the psychometric properties of the CR-EAT,
additional paper-and-pencil questionnaires including the
Eating Disorder Inventory-2 (EDI-2; [31]), the Short
Evaluation of Eating Disorders (SEED; [32]), and the
Weight Concerns Scale (WCS; [33]) were administered re-
peatedly to a nonclinical sample (N = 220), who completed
measures twice over a 4-week period.

Reliability Internal consistency (as assessed byCronbach’sα)
ranged from 0.62 for harmful weight regulation to 0.95 for the
CR-EAT total score. Test-retest reliability over a 4-week peri-
od (intraclass correlation coefficients, ICC) ranged from 0.83
for self-esteem to 0.97 for CR-EAT total score.

Validity Convergent validity was examined via correlations
among the CR-EATwith the EDI-2, SEED, and WCS. Some
CR-EAT subscale scores correlated strongly with scores on
measures of theoretically similar constructs (e.g., CR-EAT
body embarrassment and EDI-2 body dissatisfaction).
However, certain CR-EAT subscales showed poor discrimi-
nant validity as evidenced by high correlations with theoreti-
cally divergent constructs (e.g., r = 0.74 for the CR-EAT binge
eating and EDI-2 body dissatisfaction), while simultaneously
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showing low convergent correlations with related constructs
(e.g., r = 0.36 for the CR-EAT binge eating and SEED
Bulimia Nervosa Total Severity Index).

Data from the clinical sample of participants with eating
disorders were used to test criterion-related validity via
sensitivity-specificity analyses that controlled for sex.
Results showed that CR-EAT scales distinguished between
clinical and nonclinical sample participant groups (note: the
clinical population in the study was exclusively female).

Strengths and Limitations Moessner and colleagues [30••]
developed and validated the CR-EAT questionnaire with the
field of e-mental health in mind as a particular beneficiary.
Interest in Internet-based eating-disorder intervention and pre-
vention programs is growing [34], given the many advantages
of online approaches (e.g., anonymity, low cost). While online
treatment programs typically rely on self-report measures to
assess change over time, they often use measures that have not
been validated for online administration. The literature regard-
ing the generalizability and transferability of administration
medium from paper-and-pencil to online is somewhat limited
for eating-disorder assessments. Studies have found excellent
comparative validity between online and paper versions of
some assessments, including the Night Eating Questionnaire
[35] and theWeight Concerns Scale [36]. A systematic review
of studies comparing online and paper-and-pencil psychiatric
assessments [37] found that digital adaptations of paper self-
report measures generally demonstrated high reliability.
However, Alfonsson et al. [37] noted some exceptions and,
therefore, recommend that reliability be tested for individual
measures and not assumed to be present in every case. Many
popular existing eating-disorder measures have not been val-
idated for online assessment, so the CR-EAT represents a nov-
el development.

To our knowledge, no other studies, to date, have examined
the psychometric properties of the CR-EAT, which was con-
firmed by Moessner (personal communication, April 2017).
While the initial analyses of the CR-EATshowed evidence for
strong reliability, there were substantial issues related to the
convergent and discriminant validity of this measure. The cur-
rent version of the CR-EAT may not afford optimal assess-
ment of the intended constructs for clinical and research pur-
poses. Additional analysis of the psychometric properties of
the measure is warranted in order to provide data that could be
used to improve the construct validity of the CR-EAT in future
editions/revisions.

ED-15

Purpose and Content The ED-15 [38••] is a self-report mea-
sure that was designed for use in treatment settings to provide
a session-by-session (i.e., weekly) outcome assessment of
eating-disorder attitudes and behaviors. The ED-15 has 10

attitudinal items which comprise two factors: (1) weight and
shape concerns (concerns with body shape and weight) and
(2) eating concerns (concerns with the types or amounts of
food consumed). The ED-15 includes five additional items
that assess the frequency of binge-eating and inappropriate
compensatory behaviors (e.g., self-induced vomiting, laxative
use, restricting, and excessive exercise) over the past week.
Although the content and factor structure of the ED-15 ap-
pears extremely similar to the Eating Disorder Examination-
Questionnaire (EDE-Q; [39]), the ED-15 is a unique measure
that was developed independently from the EDE-Q. A copy of
the ED-15 can be found in the appendix of the development
article [38••].

Appropriate Uses The ED-15 was designed to complement
other eating-disorder assessments; thus, the ED-15 is not
intended to be the only assessment of eating-disorder psycho-
pathology used in a clinical setting. Rather, the ED-15 was
developed to assist clinicians and researchers with tracking
eating-disorder symptom change from week to week.
Clinicians can use the ED-15 to assess whether their treatment
plan effectively facilitated client change. ED-15 scores that
increase or remain elevated may suggest that the clinician’s
treatment plan needs to be reevaluated or another intervention
needs to be introduced. The ED-15 has been tested in adult
men and women without eating disorders and in adult women
with eating disorders. Future research is needed to validate the
ED-15 in adolescents, children, and men with diagnosable
eating disorders.

Scale Development The authors of the ED-15 wrote 16 items
based on theory and their previous clinical experience in the
treatment of eating disorders. The original, 16-item pool was
administered to a nonclinical sample of university men and
women and staff members between the ages of 18 and 71 years
(N = 531; 82.5% female). The factor structure of the initial
item pool was assessed using principle component analysis in
women (n = 438). One attitudinal item was excluded from the
final item pool because it cross-loaded onto both factors. (It is
important to note that the factor structure of the ED-15 was not
tested in men). During scale development, the ED-15 was
administered to women with a self-reported eating disorder
(N = 63; mean age = 28.7) and women who were diagnosed
with bulimia nervosa based on the EDE interview (N = 33;
mean age = 30.8).

Reliability and Sensitivity to Change Among a sample of
university students and staff members without an eating dis-
order, internal consistency reliability for the ED-15 was good
to excellent (Cronbach’s alpha ranged from 0.80 for eating
concerns to 0.94 for weight and shape concerns). Test-retest
reliability over a mean of 18 days in a subset of the nonclinical
sample of men and women (n = 149; 86.6% female) ranged
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from 0.85 to 0.92. Among women who were diagnosed with
bulimia nervosa who completed the ED-15 twice over a mean
of 7 days (n = 23), test-retest reliability ranged from 0.79 for
weight and shape concerns to 0.81 for eating concerns. In
addition to the dependability of the ED-15, it was also sensi-
tive to change, given that women who were receiving treat-
ment for bulimia nervosa had significant decreases in their
ED-15 scores over a 10-week period.

ValidityMean scores on the ED-15 were significantly higher
for individuals with a self-reported eating disorder compared
to individuals without a self-reported eating disorder, demon-
strating evidence for criterion-related validity. The ED-15 at-
titudinal and behavioral items showed evidence for strong
convergent validity with the EDE-Q in a nonclinical sample.
For example, the ED-15 weight and shape concern subscale
was significantly correlated with all of the EDE-Q subscales
(r’s ranged from 0.55 to 0.88) but showed the highest corre-
lations with the EDE-Q weight concern (r = 0.86) and EDE-Q
shape concern (r = 0.88) subscales. Despite the strong conver-
gent validity of the ED-15 with the EDE-Q, discriminant va-
lidity was problematic. For example, the ED-15 weight and
shape subscale was substantially correlated with a measure of
generalized anxiety (r = 0.52) and more highly correlated with
a measure of depression (r = 0.63) than with the EDE-Q re-
straint subscale (r = 0.55).

Strengths and Limitations Although previous measures
have been developed to assess week-to-week eating-disorder
symptom change in treatment settings (e.g., the Change in
Eating Disorder Symptoms Scale [40]), the ED-15 is notable
as one of only a few eating-disorder self-report measures to
assess symptom change on a week-to-week basis. The ED-15
is, therefore, an important new tool for tracking patient out-
comes in clinical research trials and for evaluating clients’
progress throughout treatment. The ED-15 has demonstrated
strong internal consistency and test-retest reliability, suggest-
ing that observed changes in scale scores are likely attributable
to true change rather than measurement error (i.e., instability).

An important limitation is that the ED-15 has poor discrim-
inant validity from generalized anxiety and depression. Poor
discriminant validity could be due to the wording of certain
ED-15 items, which may have inadvertently tapped into neg-
ative affectivity (e.g., “…worried about losing control…” and
“…depressed about my body shape”). As noted by Clark and
Watson [41], including words that reflect negative affec-
tivity should be avoided when creating scales, unless the
goal of the measure is to assess depression or anxiety. At
present, it is unclear whether changes in ED-15 scales re-
flect changes in eating-disorder behaviors and cognitions
or depression (or both).

Eating Disorders Assessment for DSM-5

Purpose and Content The Eating Disorder Assessment for
DSM-5 (EDA-5; [42••]) is a semistructured interview that
assesses Diagnostic and Statistical Manual of Mental
Disorders—Fifth Edition (DSM-5; [43]) feeding and eating-
disorder criteria. The EDA-5 was developed to create a diag-
nostic instrument that could be used by researchers and clini-
cians with limited training. The EDA-5 can be administered
via a paper-and-pencil administration or an electronic applica-
tion (“app”). The interviewer asks questions according to a
built-in skip logic algorithm. Because skip-out rules can be
difficult to follow and can lead to coding errors when admin-
istered via the traditional paper-and-pencil format, the authors
created an electronic application of the EDA-5 that automates
the process of following skip-out rules. The electronic version
of the EDA-5 is available at no cost at www.eda5.org.

Appropriate Uses The EDA-5 and the EDA-5 app were de-
veloped and validated in a treatment-seeking sample of ado-
lescents and adults (ages ranged from 14 to 65). The authors
suggested that the EDA-5 should be used in combination with
other clinical information, when available (e.g., family reports
and objective height and weight measurements), to assist in
the provision of an accurate diagnosis.

Scale Development The authors of the EDA-5 used a DSM-5
symptom checklist to develop items that corresponded to each
DSM-5 feeding and eating disorder. Items were created ratio-
nally, meaning that the authors wrote items to correspond with
DSM-5 symptom criteria using their best judgment and expe-
rience in the field. The initial paper-and-pencil version of the
EDA-5 was administered to individuals seeking or already
receiving treatment at three tertiary care centers for eating
disorders. Participants (N = 64; 89.1% women; 78.1%
Caucasian) completed both the EDA-5 and Eating Disorder
Examination (EDE; [44]) on the same day to assess concurrent
validity. A subset of participants (n = 21) were randomized to
complete the EDA-5 a second time approximately 7 to 14 days
after the first interview to assess test-retest reliability. The
EDA-5 app was also administered to a sample of individuals
seeking or receiving treatment for an eating disorder (N = 71)
along with other measures of eating-disorder psychopatholo-
gy to test for concurrent validity. Concurrent validity can be
expressed as a percentage of diagnostic agreement between
two measures or with coefficient kappa, which expresses
the extent that two measures arrive at the same diagnosis
for the same person while correcting for agreement that
would occur by chance alone. Specificity and sensitivity
values were also assessed to indicate whether the EDA-5
and EDA-5 apps could correctly predict whether an indi-
vidual met diagnostic criteria for anorexia nervosa, bulim-
ia nervosa, binge-eating disorder, other specified feeding
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or eating disorder (OSFED), and unspecified feeding or
eating disorder (UFED) using either clinical diagnosis or
EDA-5 diagnosis as the reference.

Reliability Test-retest reliability for the EDA-5 paper-and-
pencil version over an average of 9 days was excellent across
diagnoses (κ = 0.87).

Validity Concurrent validity between the EDA-5 paper-and-
pencil version and the EDE ranged from good (κ = 0.65 for
OSFED and UFED) to excellent (κ = 0.90 for BED), with an
average of κ = 0.74 across diagnoses. Most diagnostic dis-
crepancies between the EDA-5 and EDEwere associated with
differences in how low body weight was determined in each
assessment tool. For example, a body mass index of 18.5 or
less at any time in the past 3 months is coded as meeting
the low body weight criterion for AN in the EDA-5, where-
as the EDE considers only current weight and height in the
past month.

Concurrent validity between the EDA-5 app and an un-
structured clinical interview was 87.3%. Kappa coefficients
ranged from fair (κ = 0.56 for OSFED andUFED) to excellent
(κ = 0.94 for bulimia nervosa) with an average of κ = 0.83.
Concurrent validity between the EDA-5 app and the Eating
Disorder Diagnostic Scale (EDDS; [45]) varied across diag-
nosis and ranged from poor (κ = 0.27 when no eating disorder
diagnosis is made) to excellent (κ = 0.77 for AN). Diagnostic
discrepancies between the EDDS and the EDA-5 app gener-
ally occurred because individuals denied functional impair-
ment on the EDDS, but not on the EDA-5 app. Thus, it is
possible that the EDA-5 app may be a more sensitive measure
of clinical impairment secondary to eating disorders compared
to the EDDS.

Sensitivity was calculated to identify the proportion of par-
ticipants who met criteria for an eating disorder as determined
by the EDE who were also identified as having that same
eating disorder using the EDA-5 paper-and-pencil version.
Sensitivity values for the paper-and-pencil version ranged
from 0.65 for OSFED/UFED to 1.00 for anorexia nervosa
and binge-eating disorder. Sensitivity values for the electronic
version of the EDA-5 range from 0.73 for OSFED/UFED to
0.96 for bulimia nervosa. Specificity was calculated to identi-
fy the proportion of participants who did not meet criteria for
an eating disorder when assessed with the EDE who also did
not meet criteria for that same diagnosis when using the EDA-
5 paper-and-pencil version. Specificity values for the paper-
and-pencil version ranged from 0.83 for AN to 0.98 for BED.
Specificity values for the EDA-5 app ranged from 0.90 for
OSFED/UFED to 1.00 for AN.

Finally, EDA-5 diagnoses showed evidence for conver-
gent and discriminant validity because they were associated
with appropriate variation in self-report measures of eating-
disorder behaviors (e.g., those diagnosed with bulimia

nervosa or binge-eating disorder had higher scores on the
Eating Pathology Symptoms Inventory (EPSI [46••])
binge-eating scale and lower scores on the restricting scale
compared to individuals with AN).

Strengths and Limitations The EDA-5 takes less time to
administer than the EDE, although the amount of time saved
differed across administration sites (the amount of time saved
ranged from approximately 8 to 14 min). Interviewers who
administered the EDA-5 in the scale development and val-
idation study reported that the EDA-5 was less “complex”
and more focused on important symptomatology compared
to the EDE.

Another useful feature of the EDA-5 is that it can be ad-
ministered via paper-and-pencil or electronically, with the
electronic version further reducing administration time com-
pared to the paper-and-pencil version. The EDA-5 app saved
interviewers an average of 5 min compared to the EDA-5
paper-and-pencil version. Because the EDA-5 was developed
using eating-disorder tertiary care sites, future research is
needed to determine the reliability and validity of the EDA-5
for diagnosing eating disorders in community samples and in
general outpatient treatment settings. In addition, the EDA-5
included few men in the development and validation sample;
thus, the psychometric properties of the EDA-5 in boys and
men are unclear.

Eating Disorder Questionnaire-Online

Purpose and Content The Eating Disorder Questionnaire-
Online (EDQ-O) [47••] is a brief self-report measure original-
ly written in Dutch (English translation provided in the publi-
cation) that was designed to assign eating-disorder diagnoses
consistent with the Diagnostic and Statistical Manual of
Mental Disorders—Fourth Edition, Text Revision (DSM-IV-
TR) [48]. This measure was developed because there were
no previous online self-report assessments that assigned
DSM-IV-TR eating-disorder diagnoses (note: the Eating
Disorder Examination-Questionnaire [49], a widely used
self-report measure of eating pathology, did not allow for
DSM binge-eating-disorder diagnosis at the time the EDQ-O
was developed).

The EDQ-O is administered completely online and in-
cludes questions that correspond to DSM-IV-TR diagnostic
criteria for anorexia nervosa, bulimia nervosa, binge-eating
disorder, and eating disorder not otherwise specified
(EDNOS). The EDQ-O uses a skip-logic algorithm to skip-
out any of the questions that do not apply to the individual
completing the assessment (e.g., if an individual is not at a low
body weight, anorexia nervosa questions are not adminis-
tered). The EDQ-O is a potentially useful diagnostic measure
that individuals can complete remotely (in lieu of in-person
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clinical interviews). The measure was validated according to
the Longitudinal, Expert, and All Data (LEAD) standard [50].

Appropriate Uses The EDQ-O is appropriate for use in
assigning DSM-IV-TR eating-disorder diagnoses in adults,
although it was developed in a sample ranging in age from
16 to 60 years. There is no child or adolescent version. It is
appropriate to use as an online diagnostic tool in addition to,
or in place of, clinical interviews (e.g., if setting or time con-
straints do not allow for a semistructured clinical interview,
the EDQ-O may be appropriate).

Scale Development The EDQ-O was developed in a Dutch
sample of 134 individuals (88% women) who were receiving
treatment at an eating-disorder specialty clinic. Participants
completed the EDQ-O remotely prior to completing an in-
person clinical diagnostic assessment. Development of anorexia
nervosa and bulimia nervosa diagnostic questions for the EDQ-
O was based on the Mini-International Neuropsychiatric
Interview (MINI) [2, 51]; binge-eating-disorder diagnostic
questions were adapted from DSM-IV-TR research criteria
[48]. Individuals who endorsed eating-disorder symptoms but
who did not meet DSM-IV-TR criteria for anorexia nervosa,
bulimia nervosa, or binge-eating disorder were assigned a diag-
nosis of eating disorder not otherwise specified.

Reliability No reliability data are available at this time.

Validity Concurrent validity was tested by comparing diagno-
ses derived from the EDQ-O to diagnoses derived from clin-
ical interviews according to the LEAD standard [50]; agree-
ment between the EDQ-O and clinical interview was estimat-
ed using the area under the receiver operating characteristic
(ROC) curve. The EDQ-O demonstrated acceptable classifi-
cation accuracy (AUC range = 0.72–0.83) and agreement (ac-
curacy range = 79–93%) with LEAD standard diagnoses for
all eating-disorder diagnoses. Positive predictive values and
negative predictive values were good for all diagnoses except
bulimia nervosa (positive predictive value = 0.50) and
EDNOS (positive predictive value = 0.75). The authors did
not evaluate convergent or discriminant validity.

Strengths and Limitations A strength of the EDQ-O is its
brevity. Indeed, completion time is estimated to be 5 min. This
measure is available completely online, which may facilitate
screening/diagnosis (if a clinical interview is not possible) and
interventions that are web-based. The EDQ-O is available in
English; however, it was written and validated in Dutch-
speaking participants; thus, the psychometric properties in
English-speaking samples have not been established.
Although the EDQ-O is based on DSM-IV-TR diagnostic
criteria, the translation to English is not word for word.
Certain questions feature colloquialisms that may not be

familiar to English-speaking persons (e.g., to describe an ex-
ample of a binge-eating episode, respondents are provided
with examples such as: “...one or more bags of chips along
with a chocolate bar or a pack of magnums...”) or verbiage that
is not consistent with common phrasing in English (e.g., “Can
you give a description of the foods… you often take during a
binge?”). Although examples are provided as benchmarks for
the amount of food consumed during an objective binge-
eating episode, no information is provided about inappropriate
compensatory behaviors; thus, questions about what behav-
iors are considered to represent “purging behaviors” are left
open to interpretation.

Another concern is that the EDQ-O does not allow for
DSM-5 [43] eating-disorder diagnoses to be assigned; this is
of particular concern for anorexia nervosa because the EDQ-O
includes anorexia nervosa criterion D (amenorrhea), which
likely excludes a number of women who exhibit all other
symptoms of anorexia nervosa, but who would not be diag-
nosed as having anorexia nervosa based on the EDQ-O’s skip-
logic algorithm. These individuals would be assigned a diag-
nosis of an eating disorder not otherwise specified, with no
additional information provided. Finally, it is important to
note that information about the reliability of the EDQ-O is
currently unavailable.

Eating Pathology Symptoms Inventory

Purpose and Content The EPSI [46] is a 45-item measure
that was designed to assess the psychopathology of eating
disorders. The EPSI contains eight scales that assess body
dissatisfaction (dissatisfaction with body weight and/or
shape), binge eating (ingestion of large amounts of food and
accompanying cognitive symptoms), cognitive restraint (cog-
nitive efforts to limit or avoid eating, whether or not such
attempts are successful), purging (self-induced vomiting, lax-
ative use, diuretic use, and diet pill use), excessive exercise
(physical exercise that is intense and/or compulsive),
restricting (concrete efforts to avoid or reduce food consump-
tion), muscle building (desire for increased muscularity and
muscle building supplement use), and negative attitudes to-
ward obesity (negative attitudes toward individuals who are
overweight or obese). The EPSI is free for noncommercial
clinical or research use. A copy of the EPSI can be obtained
and downloaded from https://psych.ku.edu/kelsie-t-forbush or
from the NIH PhenX Toolkit at: https://www.phenxtoolkit.org/
index.php?pageLink=browse.si.all&nimh=true. The EPSI can
also be administered within the Recovery Record, Inc. mobile
phone application for free (for patient users) or for a fee (for
clinician users).

Appropriate Uses The EPSI can be administered as a full
measure or a subset of scales can be administered, based on
the administrator’s preference. The EPSI was developed in
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samples as young as 14 years of age and has a Flesch-Kincaid
reading level of sixth grade; thus, use of the EPSI in younger
children and teenagers (below age 14 years) is not currently
recommended. The EPSI can be used across a wide range of
contexts, including community members, college students,
and patient groups, and across the weight spectrum.
Although the EPSI generally performs well across sexes, the
muscle building scale performs less well in women (see sec-
tions below). Thus, caution should be used when interpreting
muscle building scores in female patients or in groups that are
mostly comprised of women. Normative data in college men
and women can be found in Forbush et al. [52]. Patient norms
(including normative data for persons with anorexia nervosa
or bulimia nervosa can be obtained from Forbush et al. ([46••]
in Table 5).

Scale Development The scale development process involved
creating an initial item pool of 160 items to assess 20 theoret-
ical dimensions of eating disorders (including, but not limited
to, all of the symptoms in the DSM [43]). The EPSI item pool
was developed based on extant theoretical models of eating
disorders, expert input, and from a review of relevant research
literature. The initial item pool was administered to 433 col-
lege students (62.59%women) and 407 (47.4%women) com-
munity volunteers. Next, factor analysis (both exploratory and
confirmatory) was used to identify the underlying structure of
the measure to develop preliminary scales. The authors also
conducted invariance tests to determine whether the structure
of the EPSI was comparable in men versus women and be-
tween persons of normal weight or with overweight/obesity.
Based on the results of empirical analyses of the preliminary
item pool, new items were written to better assess certain
constructs and the revised measure was administered to psy-
chiatric outpatients (N = 303; 65.58% women) and patients
with an eating disorder (N = 158; 94.3% women). Additional
exploratory and confirmatory factor analyses were used to
identify a final structure of the measure, which were used to
form the eight EPSI scales.

Finally, the EPSI was administered to college students
(N = 227; 58.15 women) to measure test-retest reliability over
a 2-week period.

Reliability Internal consistency reliability for the EPSI was
generally good to excellent across a variety of populations,
with median coefficient alpha values ranging from 0.84 to
0.89 [46]. One important caveat was that the muscle building
scale had lower internal consistency in women (ranging from
0.37 to 0.54). As we describe in the section on validity (see
below), the muscle building scale performed well in men but
may have lowered reliability and validity in women. Test-
retest reliability for the EPSI was evaluated in a sample of
227 college students tested twice over a 2-week period [46].
Results suggested that EPSI scales were stable over time with

most scale retest reliabilities > 0.70. Recent research by
Forbush et al. [53] found that EPSI scales were reliable over
a 1-month period in both men and women. Moreover, the
EPSI was one of the few measures (out of 10 tested) that
provided a reliable measure of binge-eating and inappropriate
compensatory behaviors, and was equally reliable in men and
women [53]. On the other hand, it is important to note that
test-retest reliability for the muscle building scale, which was
excellent in men (ICC = 0.79), was poor in women
(ICC = 0.47).

Validity Forbush et al. [46••] reported that one of the reasons
that they developed the EPSI was to address issues with poor
discriminant validity (moderate to high correlations among
constructs that are not supposed to relate strongly) that had
been identified in existing eating-disorder self-report mea-
sures. For example, past research has shown that some mea-
sures of eating-disorder symptoms (e.g., the EDI bulimia
scale) correlated more strongly with measures of depression
than with other similar eating-disorder symptoms (e.g., the
Multi-factorial Assessment of Eating Disorder Symptoms
Purging scale) [54]. Research across a range of samples found
that EPSI scales showed evidence for excellent discriminant
validity from mood- and anxiety-related content [46, 52].
EPSI scales also correlatedmoderately to strongly with related
scales from the EDI-3, Eating Disorder Examination-
Questionnaire, Body Shape Questionnaire, Male Body
Attitudes Scale, and several others, providing evidence for
convergent validity [46, 52].

EPSI scales show evidence for strong construct validity in
men and women; however, results from multiple group anal-
ysis (which tests whether items that form a scale can be
interpreted in the same way between groups) showed that
the muscle building scale did not perform as well in women
[46]. This is likely because women were generally less con-
cerned with achieving a more muscular body than with reduc-
ing body fat and, as a result, had relatively low rates of steroid
and protein supplement use.

One important feature of the EPSI was that scales have
shown evidence for strong criterion-related validity by
distinguishing among patients with eating disorders from
noneating-disorder controls and among various types of
eating-disorder diagnoses [42, 46]. In particular, the restricting
scale differentiates patients with anorexia nervosa from
noneating-disorder controls and patients with bulimia nervosa
or binge eating disorder, whereas the binge-eating scale distin-
guished those with bulimia nervosa or binge-eating disorder
from patients with anorexia nervosa and noneating-disorder
controls. Finally, although content validity (the extent to which
a measure represents all domains of the construct) is not often
discussed in the context of eating-disorders assessment, the
EPSI appears to be one of the most thorough and compre-
hensive measures of eating pathology, which may make it a
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useful measure for routine clinical care and in research that
seeks to answer substantive questions about the full range
of eating-disorder behaviors.

Strengths and Limitations Strengths of the scale develop-
ment process for the EPSI included the incorporation of both
theory and statistical methods to develop the final version
from the initial item pool, inclusion of sufficient numbers of
men (an often excluded population in eating-disorder research
studies) and persons with overweight and obesity, and admin-
istration of the measure to several large samples, including
patient and nonpatient groups. The major strengths of the
EPSI include the strong psychometric properties across nu-
merous populations (including in nonpatients, patients, in
men and women, and across the weight spectrum [55]). The
eight-factor structure of the EPSI has been replicated in sev-
eral studies, including in a sample of native Chinese speakers
[56]. The EPSI has been validated in both online and paper-
pencil formats. Overall, the EPSI shows substantial evidence
for reliability and validity, which makes it a useful self-report
measure for clinical and research use. Compared to traditional
“gold-standard” measures of eating-disorder behaviors (e.g.,
the EDI-3 and Eating Disorder Examination-Questionnaire),
the EPSI has similar (or better) psychometric properties and a
more replicable factor structure. The EPSI also appears to
cover a full range of eating-disorder behaviors, including be-
haviors that are relevant to eating pathology as it presents in
men (e.g., muscle building).

Limitations of the EPSI include evidence that the muscle
building scale is less reliable and valid in women. Thus, cli-
nicians and researchers who administer the muscle building
scale to female patients or participants should use caution
when interpreting that specific scale with women. Another
limitation is that the majority of research on the psychometric
properties and clinical utility of the EPSI have been published
by Forbush and colleagues, and additional studies are needed
to replicate findings. Despite limitations, the EPSI appears to
be a promising measure of eating-disorder symptoms that can
be used across a wide range of research and clinical settings.

The Interactive, Graphical Assessment Tool

Purpose and Content The Interactive, Graphical Assessment
Tool (IGAT) [57••] is a computer-based, self-report measure
that assesses the frequency of disordered-eating behaviors
over the past 12 weeks, including both subjective and objec-
tive binge-eating episodes, purging behaviors (e.g., self-
induced vomiting; laxative, diuretic, enema, and suppository
misuse; and misuse of insulin or other medications), fasting,
and exercise undertaken in response to dissatisfaction with
body shape or weight. The IGAT also assesses weekly body
weight fluctuations (in pounds) and subjective, user-defined
stress levels. A demonstration version of the IGAT can be

found here: http://undeatingbehaviors.wixsite.com/
uwyoeatingbehaviors/interactive-graphical-assessment-tool.

When clients or participants begin the IGAT, they are pre-
sented with a calendar that displays the past 12 weeks.
Individuals are asked to note “landmark” personal events
(e.g., birthdays) from an events menu. “Landmark” public
events (e.g., holidays) are prepopulated into the calendar.
Clients or participants provide information about the presence
of disordered-eating behaviors via a checklist and report their
highest and lowest bodyweights over the past 12weeks. Next,
individuals complete a guided tutorial before indicating their
average body weight in pounds for each of the past 12 weeks.
After the tutorial, the respondent provides the frequencies (in
days and number of episodes) that he or she engaged in
disordered-eating behaviors each week. Finally, participants
are asked to indicate their average stress level for each of the
past 12 weeks on a scale of “low” to “high.”

The IGAT provides a graphical interface for respondents to
input data. Specifically, respondents move dots along a line
graph to report number of disordered-eating behavior days for
each disordered-eating behavior endorsed, and average body
weight and stress levels for each of the past 12 weeks. The
number of disordered-eating behavior episodes per week is
manually entered by the respondent in boxes below the corre-
sponding week. If a client or participant reports fewer
disordered-eating episodes than reported disordered-eating
days, the IGAT prompts the participant to double-check re-
sponses. The IGAT contains separate line graphs for separate
symptoms and line graphs are differentiated by tabs; for
example, one line graph assesses purging frequencies
while another assesses binge-eating episode frequencies.
Throughout the assessment, the IGAT displays a calendar
of the past 12 weeks marked with landmark events below
the line graph. The IGAT also displays a detailed calen-
dar that corresponds to the week that is being assessed.
The purpose of calendar presentation is to facilitate re-
spondents’ ability for accurate retrospective recall of
when disordered-eating behaviors occurred.

Appropriate Uses The IGAT is appropriate for use in persons
seeking or receiving eating-disorder treatment, particularly
when time constraints limit the feasibility of administration
of semistructured diagnostic interviews. The authors reported
that the IGAT takes approximately 8–14 min to complete,
which is shorter than most diagnostic interviews. The IGAT
may be particularly useful when an individual first presents to
treatment because the IGAT provides a “snapshot” of disor-
dered eating over the past 3 months, which may facilitate
diagnosis. The IGAT may also be useful for assessing
disordered-eating symptom trajectories over the course of
treatment or in research settings when retrospective (vs. pro-
spective) reports of disordered-eating behaviors are of interest.
The IGAT was developed in a sample of men and women
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(82.3% women; aged 18 to 72 years) who presented with a
variety of eating-disorder diagnoses. Information regarding
the psychometric properties of the IGAT in persons under
18 years of age, in noneating-disorder samples, or in all-
male samples is unavailable.

Scale Development The IGATwas designed to facilitate more
accurate retrospective reporting of eating-disorder behaviors
by providing concrete beginning and ending dates for the
assessment period (i.e., bounding), asking respondents to list
“landmark” personal dates on a calendar, providing a tutorial,
and giving frequent visual cues (e.g., graphs, calendar presen-
tation). The IGATwas pilot-tested in small focus groups com-
prised of college-aged women and persons with eating disor-
ders; each focus group contained approximately four to six
members (K. De Young, personal communication, May 9,
2017). No questions were modified or removed from the ini-
tial item pool prior to the development of the finalized version
of the IGAT. Test-retest reliability and convergent and
criterion-related validity were tested in a sample of persons
with eating disorders (N = 113; 82.3% women).

Reliability Six-week test-retest reliability was computed
using ICC. The IGAT was administered at baseline (IGATB),
6 weeks (IGAT6), and 12 weeks (IGAT12). The authors com-
puted test-retest reliability by comparing weeks reported upon
twice across IGAT assessments through overlapping
timeframes: (1) weeks 6 through 12 of IGATB and weeks 1
through 6 of IGAT6; and (2) weeks 6 through 12 of IGAT6 and
weeks 1 through 6 of IGAT12. For simplicity, we report the
range of ICC across assessment intervals. Six-week test-retest
reliability coefficients were excellent for body weight
(ICCs = 0.993–0.998). Test-retest reliability was fair to good
for binge-eating days (ICCs = 0.465–0.647) and poor to fair
for number of binge-eating episodes (ICCs = 0.190–0.566).
Retest reliability for purging was good to excellent for purging
days (ICCs = 0.687–0.829) and poor to excellent for purging
episodes (ICCs = 0.309–0.753). Test-retest reliability was fair
to excellent for fasting (ICCs = 0.493–0.863) and exercise
(ICCs = 0.509–0.810). Finally, test-retest for stress was poor
to fair (ICCs = 0.251–0.466).

Validity Convergent validity was evaluated by correlating
IGAT scales with the Weekly Self-Monitoring Questionnaire
(WSMQ) [57••], which was created by the IGAT authors to
assess disordered-eating symptom frequency and body weight
in pounds on a weekly basis. Convergent validity of IGAT
body weight with WSMQ body weight was excellent
(ICCs = 0.979–0.998). Convergent validity was fair to good
for binge-eating days (ICCs = 0.444–0.690) and fair to excel-
lent for binge-eating episodes (ICCs = 0.421–0.776). For
purging, convergent validity was good to excellent for purging
days (ICCs = 0.726–0.894) and fair to excellent for purging

episodes (ICCs = 0.447–0.811). Lastly, convergent validity
was fair to excellent for fasting (ICCs = 0.440–0.876) and fair
to good for exercise (ICCs = 0.414–0.716).

Additionally, convergent validity of IGAT binge-eating
days and episodes and purging episodes was tested via corre-
lations with similar scales of the EDE-Q [49]. The concurrent
validity of IGAT and EDE-Q was poor to excellent for binge-
eating days (ICCs = 0.323–0.848) and poor to good for binge-
eating episodes (ICCs = 0.323–0.709). Convergent validity of
IGAT and EDE-Q purging episodes was good to excellent
(ICCs = 0.641–0.788). Convergent validity of the IGAT stress
scale was tested via correlations with the negative affect scale
from the positive and negative affect schedule [58] and ranged
from weak to moderate (Spearman’s rho = 0.173–0.516).

Finally, receiver operating characteristic curve analyses
were conducted to test the sensitivity and specificity of
IGAT’s ability to identify disordered-eating behaviors (binge
eating, purging, fasting, exercise) at diagnostic threshold
levels according to the DSM-5 frequency cutoff (e.g.,
eating-disorder behaviors that occurred at least once per week
on average over the past 3 months), using the WSMQ as the
criterion. Sensitivity values ranged from 0.57 for exercise to
0.81 for purging. Specificity values ranged from 0.82 for
binge eating to 1.0 for purging. The IGAT demonstrated ac-
ceptable classification accuracy (area under the curve
[AUC] = 0.81–0.91) for disordered-eating behaviors.

Strengths and Limitations The IGAT provides a user-friend-
ly, online platform to assess disordered-eating behaviors over
the past 12 weeks. The developers of the IGAT used empiri-
cally supported methods to increase the accuracy of retrospec-
tive symptom reporting, such as line graphs and a detailed
calendar with landmark events, which may decrease partici-
pant burden by facilitating accurate reporting of past eating-
disorder behaviors. The IGAT also provides a tutorial, which
is helpful in promoting effective use of the tool and minimiz-
ing participant confusion.

The IGAT shows evidence for excellent test-retest reli-
ability for exercise, fasting, and body weight. The IGAT
also demonstrated evidence for good convergent validity for
disordered-eating behaviors and body weight. On the other
hand, it is important to note that test-retest reliability coeffi-
cients were lower for binge-eating and purging episodes and
stress, and convergent validity for binge-eating days and epi-
sodes with the EDE-Q ranged from poor to excellent. Lower
test-retest reliability coefficients for IGAT binge-eating and
purging episodes suggested that the IGAT might be less sen-
sitive to capturing true changes (or have greater measurement
error) for assessing binge eating and purging. The authors
explain that lower convergent validity of IGAT binge-eating
days and episodes with the EDE-Q could be explained by
EDE-Q’s tendency to underestimate binge-eating frequencies.
However, other work has indicated that binge-eating and
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purging behaviors often are less reliable over time across the
majority of existing eating-disorder questionnaires [53], so
this issue is not specific to the IGAT. Another limitation is that
the IGAT assesses body weight, but not height—therefore,
BMI cannot be computed. BMI is particularly important for
differential diagnosis; thus, the IGAT should be supplemented
with information about objective or self-reported height to
facilitate diagnosis.

Finally, although the purpose of the IGAT was to provide
an accurate retrospective assessment of eating-disorder symp-
toms, there are no studies that tested whether the IGAT pro-
vides more valid retrospective recall of eating-disorder behav-
iors compared to traditional eating-disorder measures, such as
the EDE-Q. Despite these limitations, the IGAT represents a
novel eating-disorders assessment tool that can be adminis-
tered via the Internet; is low burden to the participant due to
relatively short completion times, as well as features that fa-
cilitate participants’ memory (e.g., graphs, calendars, land-
mark events); and provides data regarding disordered-eating
behavior frequency and body weight fluctuations.

Discussion

The purpose of this paper was to review novel and innovative
multidimensional eating-disorder assessments that were de-
veloped within the past 5 years for use in clinical and/or re-
search settings. The measures we reviewed included self-
report measures (CR-EAT, ED-15, EDQ-O, EPSI, and
IGAT) and one structured clinical interview (EDA-5). One
important feature was that all measures included at least one
clinical sample in the scale development or validation process.
Including clinical samples is important because it increases
the likelihood that these new measures will be appropriate
for use in the populations to which they will be applied.
Thus, there is lower concern that the assessments we reviewed
will perform differently in clinical samples compared to the
original reports.

Another innovative aspect of newly developed eating-
disorder measures is that most measures (except for the ED-
15) are available for participants to complete online. In the era
of Internet interventions and e-mental health services, the abil-
ity to complete measures online reduces respondent burden
because they do not need to travel to a clinic or research
laboratory to complete assessments. In addition, online assess-
ment reduces data entry burden for staff and may help with
interpretation, if results and norms are provided to the re-
searcher or clinician electronically. Both the EPSI, which is
available within the Recovery Record, Inc. mobile phone app,
and the IGAT have attractive user-friendly delivery platforms.
The EPSI provides feedback directly to the respondent about
improvements and worsening of symptoms, which may im-
prove the user experience and facilitate interest in completing

repeated measures. The IGAT provides helpful tutorials,
which reduce the likelihood of respondent mistakes, and a
calendar for the respondent to include relevant personal events
to lessen the impact of retrospective recall errors.

An exciting aspect of the measures we reviewed was that
certain assessments introduced novel constructs or diagnoses
that were not a part of other existing multidimensional eating-
disorder tools. For example, the EPSI Negative Attitudes to-
ward Obesity scale assesses social attitudes toward others’
bodies that may impact treatment outcomes via internalized
weight stigma (viz., if a client has negative views about other
peoples’ overweight or obese bodies, this may affect his or her
own attitude about restoring or maintaining his or her own
body weight). The EPSI also includesMuscle Building, which
is an important component of eating-disorder psychopatholo-
gy as it presents in men [59]. Thus, the EPSI may provide a
more content-valid, comprehensive understanding of the re-
spondent’s disordered-eating behaviors. The EDA-5 repre-
sents an important new diagnostic assessment that includes
avoidant and restrictive food intake disorder (ARFID), which
is not included in traditional eating-disorder diagnostic assess-
ments, such as the EDE. The EDA-5, therefore, may be par-
ticularly helpful in contexts in which differential diagnosis
between anorexia nervosa and ARFID is needed.

Finally, certain measures provided information that could
be particularly helpful for clinical interpretation purposes. The
ED-15 is notable as a week-to-week outcome measure and
may be useful in treatment settings or in clinical research
trials. The ED-15 provided community-based centile scores,
which can be used to gauge when clients’ disordered-eating
behaviors have returned to more normative levels over the
course of an intervention. In summary, the strengths of novel
eating-disorder assessments include immediate applicability
to clinical populations, expanded range of content, availability
within the online environment, and week-to-week retrospec-
tive measurement of disordered eating for use in research or
clinical settings (ED-15 and IGAT).

Limitations of Reviewed Measures

Despite the strengths of the new eating-disorder assessments
we reviewed, there are important limitations. All of the mea-
sures we reviewed were tested in primarily Caucasian sam-
ples, despite research showing that eating disorders occur in
all ethnicities and races [60]. Another key limitation is that,
with the exception of the EPSI, most new measures were
developed and validated in mostly female samples (see
Table 2), with 71.4–100% of samples comprised of women.
Thus, it is unclear whether the psychometric properties of
certain newly developed measures vary between sexes.
Research on the EPSI demonstrates the importance of testing
eating-disorder measures in both men and women. For exam-
ple, the EPSI muscle building scale showed evidence for
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excellent reliability and validity in men, but not in women,
which highlights the importance of testing constructs across
specific demographic groups. Finally, with the exception of
the EPSI, no studies tested sufficient numbers of persons with
overweight or obesity to determine whether there was differ-
ential reliability or validity across the weight spectrum, which
is important given the increasing prevalence of overweight
and obesity in Western society [61] and because eating disor-
ders occur across the weight spectrum.

The most salient limitation was poor adherence to recom-
mended scale development and testing procedures. Several
well-respected authors [28, 41, 62] have provided consistent
recommendations for scale development practices; yet, in many
cases, these recommendations were not followed. For example,
scale development experts recommend that (1) initial item
pools should be developed using rational methods (theory)
and (2) empirical methods should be used to remove subopti-
mal items from the initial item pool (statistics). The inclusion of
both rational and empirical methods typically results in an iter-
ative process that includes several rounds of item writing, ques-
tionnaire administration (and re-administration), testing in large
samples, and statistical analysis to identify items for elimination
prior to finalizing the item pool. Moreover, appropriate scale
development procedures highlight the importance of removing
items from the initial pool if they show evidence for poor psy-
chometric properties, including (but not limited to): (1) factor
loadings < 0.40 on primary factors or cross-loadings > 0.30 on
secondary factors in exploratory factor analysis; and (2) differ-
ential item function between groups. Moreover, scales should
be revised if they show (1) low correlations with constructs that
should be theoretically related (e.g., body dissatisfaction should
be correlated with other scales of body dissatisfaction) and/or
(2) high correlations with constructs that are theoretically dis-
tinct (e.g., a binge-eating item should not correlate strongly with
a measure of negative affect). Following these recommenda-
tions is important because it helps to prevent issues with low
internal consistency or test-retest reliability and ensure good
construct validity.

The EPSI was the only assessment that underwent an iter-
ative process that included multiple stages of item writing and
testing. Only three measures (CR-EAT, ED-15, and EPSI)
used principle components analysis or factor analysis to elim-
inate poorly performing items from the initial item pool. Other
measures did not appear to use any empirically based methods
for eliminating poorly performing questions from the initial
item pool, which may have led to weaker construct validity
(see description below). Moreover, the EDQ-O did not report
any data on reliability in the development or validation of the
instrument; the final measure only reported criterion-related
validity using ROC curve analysis.

Consistent with poor adherence to “best practices” for scale
development, we noted several errors in the usage of common
psychometric terminology that resulted in incomplete tests of

construct validity. Several authors tested convergent or
criterion-related validity but did not assess discriminant valid-
ity. Other authors mislabeled analyses that were focused on
distinguishing groups (criterion-related validity) as discrimi-
nant validity. Both classic definitions of construct validity [63]
and modern scale development terminology [28] describe
construct validity as comprising convergent and discriminant
validity. Discriminant validity is supported when there are low
to moderate correlations among constructs that are thought to
be unrelated, whereas convergent validity is supported by
strong correlations among theoretically related constructs
(see Table 1 for additional definitions).

The lack of standard psychometric terminology has also led
to poor testing or reporting procedures, given that many mea-
sures did not adequately test construct validity—which many
assessment scholars consider to be the most important form of
validity [41]. Many authors tested convergent validity but did
not assess discriminant validity, which was poor for several
measures. In some instances, we found evidence that the cor-
relation between two similar constructs (e.g., two binge-eating
measures) was lower than for two measures of different con-
structs (e.g., binge eating and body dissatisfaction). We con-
tend that correlations among related constructs should be
stronger than correlations of unrelated constructs in order for
a measure to have maximal clinical utility and validity.
Related to this issue is that for certain eating-disorder scales,
we found higher correlations with depression-related scales
than with other eating-disorder symptom scales. Logically,
two measures of eating-disorder symptoms should have
higher correlations with each other than with mood and
anxiety-related constructs. Otherwise, in treatment settings, it
is unclear whether the measure is testing changes in eating-
related attitudes or depression/anxiety over the course of treat-
ment. Issues with discriminant validity from anxiety and de-
pression could be addressed through adhering to item-writing
procedures that recommend de-emphasizing wording that in-
advertently taps negative affect (e.g., terms such as “distress-
ed” and “worried”). This may be why discriminant validity for
some of the measures that we described in our review was
lower than ideal.

Future Directions

Future directions include the need for expanded testing and
validation for all measures. The psychometric properties for
the majority of assessments (other than the EPSI) have not
been tested outside of the initial publication. Moreover, the
authors of the EPSI conducted the majority of testing on its
reliability and validity, and the EPSI’s factor structure and
reliability need to be confirmed in independent replications.
Given the development of novel methods for tracking physical
activity, social attitudes (such as modified versions of the
Implicit Attitudes Test), and the ability to directly observe

76 Page 14 of 17 Curr Psychiatry Rep (2017) 19: 76



behaviors (such as body checking as measured in an experi-
mental design or laboratory feeding studies), the measures we
described in our review could be further tested for criterion-
related validity using objective methods.

Another issue that cuts across the measures we described is
that few measures provided information to help clinicians in-
terpret clients’ scores. In other areas of psychological assess-
ment (e.g., the MMPI-2 and PAI), there are detailed manuals
that provide norm-referenced information to help clinicians
understand how their client’s scores compare to those in the
general community or in patient samples. Additional informa-
tion to explain what scores mean, how they relate to normative
data, and what expected patterns of change should be in var-
ious treatment settings would provide a muchmore solid basis
for clinicians to assess their client’s progress in treatment (or
lack thereof). Similarly, although most measures included pi-
lot testing and feedback from experts, to our knowledge, no
prior work has asked for clinician’s perspectives on the utility
of various traditional “gold-standard” and novel measures,
which may be important for ensuring that assessments are
meeting the needs of practitioners.

Few novel assessments were tested across the full range of
populations that experience eating disorders. Other than the
EPSI, there are few-to-no tests of the psychometric properties
of the newly developed measures in men or boys. None of the
measures we reviewed were tested in sufficient numbers of
ethnic or racial minorities to determine whether the scales
perform equally well across groups. Given the availability of
statistical methods for identifying poor scales and items (such
as multiple-group analysis within structural equation model-
ing and item response theory), these could be powerful tools
for developing instruments that are maximally reliable across
the range of people with eating disorders. In addition, all the
measures we described were appropriate for use in adult pop-
ulations, but no measures were appropriate for use in younger
populations (e.g., in youth age 10 and above) with or without
eating disorders. The development of measures for use in chil-
dren and young adolescents would be valuable for studies
designed to identify youth at risk for the development of eat-
ing disorders, as well as for use in research and treatment
settings, particularly considering the number of individuals
for whom eating-disorder onset is in childhood or early
adolescence.

Finally, there was substantial diversity in the separate con-
structs that were assessed in the measures we reviewed.
Although we do not view this as a limitation of the existing
literature on eating-disorder assessment, it provides an inter-
esting opportunity for future research. If researchers create
initial item pools that are based on theoretical models, then
scale development provides an exciting opportunity to test the
specificity and breadth of the construct. For example, some
measures focused on DSM symptoms, others were broader in
coverage but still focused on core eating-disorder symptoms,

whereas other measures included core eating-disorder symp-
toms and constructs implicated in etiological, maintenance,
and treatment models (e.g., affect regulation and stress).
Using appropriate scale development methods and statistical
analyses for testing convergent and discriminant validity,
therefore, may allow the field to better “carve nature at its
joints” through an improved ability to understand, refine,
and measure the construct of eating psychopathology.

Conclusions

We identified six novel eating-disorder measures that have
been published since 2013. These included five self-report
measures and one structured clinical interview. All measures
(except for one) are available in an online format, which pro-
vides many advantages for administration and scoring. Other
advantages were that all measures we reviewed included clin-
ical samples in their initial validation, which increases the
likelihood that the assessments will translate into useful tools
for clinical practice or in clinical research settings. Additional
notable features of the novel assessments we reviewed includ-
ed the following: improved content validity to assess the full
range of eating pathology, new formats that were designed to
help reduce retrospective recall bias, and assessment
timeframes that enable tracking of week-to-week changes
for psychotherapy practice or clinical trials.

Despite the numerous strengths of novel approaches to
eating-disorder assessment, there are still limitations that
should be considered for future research. Most importantly,
certain measures did not adequately report validity data (par-
ticularly discriminant validity) or had poor discriminant valid-
ity from theoretically nonrelated constructs. To the extent that
measures have poor discriminant validity, they may not pro-
vide optimal assessments of the intended constructs, which
may hamper the ability to make meaningful clinical recom-
mendations and research conclusions. Thus, future research
may benefit from a greater focus on careful testing and vali-
dation, using recommended scale development procedures, to
ensure that researchers and clinicians are able to assess clients
and participants using psychometrically sound tools. Indeed,
assessment forms the foundation for understanding clinical
changes over time, informs our understanding of the psycho-
pathology of eating disorders, and is critical for studies that
require valid phenotypes to better link to genetic and biolog-
ically informed research.
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