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Abstract The Eating Disorder Examination-Ques-

tionnaire (EDE-Q) is a self-report questionnaire that is

widely used to investigate the core features of eating dis-

orders. The EDE-Q is derived from the Eating Disorder

Examination, a semi-structured interview considered as the

‘‘gold standard’’ in the assessment of eating disorders. To

verify the factor structure of both instruments, originally

composed of four subscales, factor analyses have been

conducted with various samples. Heterogeneous results

were found. Because no study had investigated the factor

structure of the EDE-Q in individuals with binge eating

disorder, the goal of our study was to fill this gap. We

started with a review of the studies on the EDE and EDE-Q

factor structure to decide which models to compare.

Among 21 studies that were identified, three models had

been replicated several times. We compared these three

models—a 22-item, 3-factor model, a brief 7-item, 3-factor

model and a brief 8-item, 1-factor model—in two samples

of participants, one with threshold and subthreshold criteria

for binge eating disorder (N = 116) and one without eating

disorders (N = 161). Confirmatory factor analysis revealed

a good fit for the brief 7-item, 3-factor model for both

populations, whereas other solutions were not acceptable.

Cronbach’s alpha coefficients of the three factors were

acceptable to good, ranging between 0.714 and 0.953. The

group with binge eating disorder symptoms had signifi-

cantly higher scores for each factor. This brief 7-item

instrument might be useful for screening or short

interventions.

Keywords Binge eating disorder � Eating disorder

examination questionnaire � Psychometrics � Factor

analysis

Introduction

The Eating Disorder Examination-Questionnaire (EDE-Q)

[1, 2] is a widely used measure of eating pathology. This

questionnaire is the self-administered version of the eating

disorder examination (EDE) [3, 4], which is a semi-struc-

tured investigator-based interview considered as the ‘‘gold

standard’’ for evaluating the characteristic features of eat-

ing disorder psychopathology. Because it saves time and

money compared to the interview, the self-report ques-

tionnaire is also very frequently used in research on eating

disorders [1].

The current version, which is composed of 28 items, is

the EDE-Q 6.0 [2]. Twenty-two items make up four sub-

scales that specifically address the core features of eating

disorders: restraint (RS, 5 items), eating concern (EC, 5

items), shape concern (SC, 8 items) and weight concern

(WC, 5 items). One item belongs to both SC and WC

subscales. These four subscales are similar for the inter-

view and questionnaire. They were originally postulated on

rational grounds [5]. The last six items assess the frequency

of binge eating episodes and inappropriate compensatory

behaviors.
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In 2012, Berg et al. [6] published the first review of the

psychometric properties of the EDE and EDE-Q. They

emphasized the small number of studies that had examined

the reliability and validity of the two instruments in spite of

their wide use. In particular, they reported that only five

studies had been done on the factor structure of the EDE

(three studies [7–9]) and EDE-Q (two studies [10, 11]).

Since Berg et al.’s review, the factor structure of both

instruments, and particularly of the EDE-Q, has been the

focus of attention, resulting in various models. Samples

with and without eating disorders (ED) were analyzed.

However, to our knowledge, no study has analyzed the

factor structure of the EDE-Q in individuals with binge

eating disorder (BED). The main goal of this study was to

fill this gap. In order to define which models to examine,

our first goal was to collect and review the articles that had

analyzed the factor structure of the EDE and EDE-Q.

We carried out a MEDLINE search (retrieved on March

19, 2014) with the keywords ‘‘eating disorder examina-

tion’’ and ‘‘factor analysis’’. We selected articles written in

English. Articles using versions of the EDE/EDE-Q adap-

ted to other languages or to children were included. With

this MEDLINE search, we obtained 22 articles. Eighteen

addressed the factor structure of the EDE and EDE-Q,

while four concerned other questionnaires and were

removed. While studying the 18 articles, we found three

additional papers on the subject and included them. In the

end, we obtained 21 articles, which are summarized in

Table 1.

Table 1 shows that a large number of heterogeneous

solutions were found. To summarize: the original 4-factor

structure that theoretically supported the construction of

the instrument could not be satisfactorily replicated, except

in one study [12]. Three studies reported different four-

factor structures [13–15]. Three-factor solutions, with one

factor grouping WC and SC and two factors resembling EC

and RS, were found often [10, 16–20]. Barnes et al.’s [16]

and Giovazolias et al.’s [19] solutions exactly confirmed

Peterson et al.’s [10] model, but in Hilbert et al.’s [20],

Darcy et al.’s [17] and White et al.’s [18] models, items

were gathered differently in each of the three factors. Two-

factor solutions grouping SC, WC and EC in one factor and

RS items in another were reported by three studies [9, 17,

21]. In several cases, some items did not load clearly on

any factor or cross-loaded on two factors, and were

removed [8, 9, 11, 17], or not removed [15, 18, 20], from

the final structure. Two more drastic proposals, in terms of

item removal, could be replicated with some success: first,

Wade et al.’s brief 8-item, 1-factor (items from WC and

SC) model provided a good fit to samples of children [22–

24] and of adults [7, 25] with or without ED. Second, Grilo

et al.’s [8] brief 7-item, 3-factor (items from RS, SC and

WC) model was obtained at first with exploratory factor

analysis and confirmed with confirmatory factor analysis

(CFA) in patients with BED, using the EDE. It was then

replicated with overweight or obese participants [26] and

with bariatric surgery candidates [27].

It emerges from this review that there has been no

consensus as yet on the EDE’s and EDE-Q’s factor struc-

ture. However, replication attempts across studies have

produced refinements in the suggested solutions and three

models that were tested several times—Peterson’s, Wade’s,

and Grilo’s—were replicated.

Table 1 also highlights the lack of any study on the

factor structure of the EDE-Q in patients with BED. To fill

this gap, we chose to compare the three models that have

been replicated with some success in the literature:

• Peterson et al.’s [10] 3-factor model (Factor 1: all of the

SC and WC items except one (11 items); Factor 2: all

of the EC items with 1 SC/WC item and 1 RS item (7

items); Factor 3: all RS items except one (4 items);

includes all 22 items;

• Wade et al.’s [22] brief 8-item, 1-factor model (8 SC

and WC items);

• Grilo et al.’s [8] brief 7-item, 3-factor model (Factor 1:

‘‘dietary restraint’’ (3 RS items), Factor 2: ‘‘shape/

weight overvaluation’’ (1 SC and 1 WC item); Factor 3:

‘‘body dissatisfaction’’ (1 SC and 1 WC item).

The goodness of fit of these three models was also

evaluated in a population of women without ED, to check a

possible translation of the solution found in the sample

with BED to a control sample. Then we examined the

reliability of the factors that had been provided by the CFA

and compared the factor means of both samples.

Methods

Participants and procedure

Data came from two studies on ED conducted between

2007 and 2011, at the University of Geneva and the Uni-

versity Hospitals of Geneva (Switzerland, French-speaking

part of the country). Both study protocols were approved

by the ethics committee of the University Hospitals of

Geneva and all participants signed an informed consent

form prior to participating in the studies.

One hundred and sixteen women meeting threshold or

subthreshold criteria for BED were recruited from the

community (N = 74) and from the University Hospital

obesity department (N = 42) to participate in a study

assessing the efficacy of an Internet self-help treatment

program. They completed the EDE-Q before entering the

treatment program. Participants had to be aged between 18

and 70 years and to suffer from BED symptoms
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(subthreshold criterion: at least one objective binge episode

per month for 6 months, see studies for a detailed

description of the recruitment process and the inclusion

criteria [29, 30]). Eating disorders were evaluated with the

eating disorders in obesity (EDO) questionnaire [31] used

as a clinical interview. The EDO contains ten items tran-

scribing the DSM-IV criteria for BED, and including a

clarification of the definition of binge eating. Exclusion

criteria were severe psychiatric comorbidity, severe medi-

cal condition, or bariatric surgery. The mean age of this

sample was 38.5 (SD = 11.4) and the mean BMI 31.4

(SD = 6.4). Among the participants, 55.2 % (N = 64) met

the full BED diagnosis and 59.5 % (N = 69) had a BMI

equal to or higher than 30 kg/m2.

One hundred and sixty-one women without ED were

recruited from the community through advertisements in

newspapers or at the university and asked to participate in a

study on cognitive biases toward food or body shape.

Participants had to be aged between 18 and 55, French-

speaking and have normal or corrected vision. They were

excluded if they suffered from ED—assessed with the

structured clinical interview (SCID-I) [32]—or had a his-

tory of neurological disease, substance abuse or psychosis.

The mean age of this sample was 28.1 (SD = 8.1) and the

mean BMI 21.0 (SD = 2.3).

Questionnaires

Eating disorder examination-questionnaire 6.0 [2]

As described above, the EDE-Q 6.0 is composed of 28

items, 22 of which make up the four subscales that form the

original factor structure plus six assessing the frequency of

binge eating episodes and inappropriate compensatory

behaviors [2]. The whole assessment refers to the previous

28 days. The 22 items that constitute the four subscales are

rated with a Likert-type scale from 0 (no days) to 6 (every

day); the mean of the four subscale scores constitutes a

global score.

After obtaining Prof. C.G. Fairburn’s authorization to

work on a French version of the EDE-Q, the questionnaire

was translated from English into French by our group and

then back-translated from French into English by a pro-

fessional translator. Then, our group and the professional

translator compared the two English versions to check for

discrepancies, until agreement was reached.

Statistical analyses

All analyses included the 22 EDE-Q items composing the

subscales. The two samples—with BED symptoms and

without ED—were analyzed separately.T
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CFA were conducted with MPlus (version 5.0). Model

fits were evaluated with the root mean square error of

approximation (RMSEA) [33] and the standardized root

mean square residual (SRMR) [34], two indices that are

claimed to be less sensitive to small misspecifications of

the factor structure [35]. We also report the comparative fit

index (CFI) [36], a commonly used fit index. A good fit is

indicated by an RMSEA and an SRMR below 0.05. An

RMSEA between 0.05 and 0.08 and an SRMR between

0.05 and 0.10 indicate an acceptable fit [37]. A CFI above

0.90 corresponds to an acceptable fit [38]. The Chi square

statistic tests that the model does not fit significantly worse

than a model in which the variables correlate freely. p-

values greater than 0.05 indicate a good fit. Before com-

paring factor means for the two groups, we checked the

invariance of the model between groups (comparison of

factor variances between groups). To do this, the factor

loadings were held equal and constant for both groups (to

test the invariance of the factor loadings) and the goodness

of fit was evaluated.

Cronbach’s alpha coefficients were calculated for each

factor resulting from the CFA to evaluate internal consis-

tency. Coefficients should be at least 0.70 to be considered

as acceptable, but 0.80 is recommended as a more appro-

priate value [39].

Results

The goodness of fit of the three models tested with CFA is

presented in Table 2. CFA revealed that Grilo’s brief

7-item, 3-factor model provided an adequate fit to the data

in both samples, with all fit statistics corresponding to the

standards. All indices were good except the RMSEA in the

no ED sample, which was acceptable. In contrast, Peter-

son’s 22-item, 3-factor model and Wade’s brief 8-item,

1-factor model had a poor fit to the data, with fit indices

that were unacceptable in both samples.

Factor loadings for Grilo’s brief 7-item, 3-factor model

are presented in Table 3. The names of the three factors are

presented in Table 3 as interpreted by Grilo et al. [8]:

dietary restraint, shape/weight overvaluation and body

dissatisfaction.

Cronbach’s alpha coefficients were all acceptable to

good: 0.840 and 0.830 for dietary restraint, 0.901 and 0.953

for shape/weight overvaluation, and 0.714 and 0.860 for

body dissatisfaction, for the BED symptoms and the no ED

group, respectively.

When the invariance of the factor structure was tested

by holding the factor loadings constant and equal for both

groups, the fit statistics appeared not to be statistically

different (v2 = 42.9, df = 30, p [ 0.05), revealing an

equal fit of the model in both samples.

Factor means of both groups were calculated and com-

pared (Table 4), showing significant differences for all

factors. The sample with BED symptoms obtained higher

(i.e., more severe) scores.

Discussion

To test the factor structure of the EDE-Q in individuals

with BED symptoms, we started with a review of articles

Table 2 Fit indices for Peterson’s 3-factor model, Grilo’s brief

7-item, 3-factor model and Wade’s brief 8-item, 1-factor model of the

EDE-Q in samples with BED symptoms (N = 116) and no ED

(N = 161)

v2 (df) RMSEA SRMR CFI

Peterson’s 3-factor model

BED

symptoms

498.558 (df = 206)** 0.111 0.106 0.664

No ED 747.827 (df = 206)** 0.128 0.083 0.751

Grilo’s brief 3-factor model

BED

symptoms

7.470 (df = 11) 0.000 0.032 1.000

No ED 16.700 (df = 11) 0.057 0.029 0.990

Wade’s brief 1-factor model

BED

symptoms

133.872 (df = 20)** 0.641 0.222 0.134

No ED 213.562 (df = 20)** 0.802 0.245 0.059

RMSEA root mean square error of approximation, SRMR standardized

root mean square residual, CFI comparative fit index

**p \ 0.05

Table 3 Factor loadings for samples with BED symptoms (N = 116)

and without ED (N = 161) in Grilo’s brief 7-item, 3-factor model

Factor 1:

dietary

restraint

Factor 2:

shape/weight

overvaluation

Factor 3:

body

dissatisfaction

EDE-Q items BED

s.

No

ED

BED

s.

No

ED

BED

s.

No

ED

1. Restraint over

eating

0.721 0.820

3. Food avoidance 0.860 0.764

4. Dietary rules 0.814 0.776

22. Importance of

weight

0.871 0.996

23. Importance of

shape

0.941 0.915

25. Dissatisfaction

with weight

0.410 0.859

26. Dissatisfaction

with shape

1.428 0.880

BED s Binge eating disorder symptoms, ED eating disorder, EDE-Q

eating disorder examination-questionnaire

Numbers in front of the items are the item numbers in the EDE-Q
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written in English that examined the factor structure of the

EDE and the EDE-Q. This review showed considerable

heterogeneity in the solutions found. However, three

models were reproduced successfully in different samples,

with and without ED: a first model (Peterson’s) that

included all 22 items of the instrument distributed among

three factors [10]; a second model (Wade’s) including eight

items grouped in one factor [22]; and a third model (Gri-

lo’s) including seven items distributed among three factors

[8]. We used CFA to compare these three structures in two

samples, one of which met the threshold or subthreshold

criteria for BED and one without ED.

Among the three models tested, only one provided a

good fit to the data, in both samples: Grilo’s brief 7-item,

3-factor solution. These results are in line with the results

of Grilo et al. [8], who found that this model provided a

good fit to the data of BED patients tested with the EDE.

It should be noted that several studies of the EDE’s and

EDE-Q’s factor structure have tried to reproduce structures

found with one instrument on the basis of data collected

with the other instrument (e.g., factor structures found with

the EDE tested on EDE-Q data, and vice versa). This stems

from the original hypothesis that the EDE and the EDE-Q

have the same factor structure. But when the EDE and

EDE-Q have been compared, differences have been found

among their subscale scores. For example, Wilfley et al.

[40] showed that individuals with BED exhibited higher

scores on EDE-Q than on EDE subscales and that the

correlations between them were sometimes modest. They

suggested that this lack of concordance might be partially

due to the complexity of several items. Fairburn and Beglin

[1] reported that when concepts were unambiguous and

easily defined, an individual’s responses were more likely

to be consistent across the two measures. Conversely, when

concepts were complex, the individual’s responses were

more likely to diverge because the items in the EDE were

explained more carefully by the investigator and this

modified the participant’s perception of the question. In

this context, the seven items identified by Grilo et al. [8]

with the EDE might be the least equivocal. This might

contribute to explaining why we were able to find a similar

factor solution with the EDE-Q.

In the present study, Grilo’s brief 7-item, 3-factor model

was tested for the first time with a control sample without

ED. It provided a good fit to the sample of participants

without ED and the structure of the solution was invariant

between the two samples. On the other hand, the goodness

of fit of Peterson’s 3-factor model and Wade’s brief 8-item

1-factor model was not acceptable, although these models

had shown an acceptable fit with adult control samples in

some previous studies [16, 19, 25], but not all [7].

Factor reliability was acceptable to good in both samples

and, as expected, factor means were higher for the group

with BED symptoms than for the group without ED,

indicating that the BED symptoms group was more

severely impaired on the three dimensions, namely dietary

restraint, shape/weight overvaluation and body

dissatisfaction.

Grilo’s brief 7-item version has several advantages

over the two other solutions to which it was compared:

first, in comparison with Peterson’s 22-item model, a brief

version is easy to include in a research context, where

batteries of questionnaires can be overloaded. Then,

unlike Peterson’s and Wade’s models, Grilo’s model

includes a distinction between body dissatisfaction and

shape/weight overvaluation. As discussed by Grilo et al.

[8], shape/weight overvaluation reflects the specific ten-

dency to evaluate oneself according to one’s shape or

weight, whereas body dissatisfaction is widespread among

the population. Indeed, shape/weight overvaluation has

proven to be a clinical sign of severity associated with

greater ED pathology and depressive levels in populations

with BED and bulimia nervosa (BN) [41]. Even at a

threshold that can be qualified as ‘‘moderate’’, it has been

reported to predict poorer psychosocial functioning in

BED participants [42]. Shape/weight overvaluation has

also been found to be a sign that differentiates BED from

other psychiatric disorders [42]. Finally, unlike Wade’s

model, Grilo’s model has the advantage of taking account

of dietary restraint, which is a core dimension in Fairburn

et al.’s [43] transdiagnostic model of eating disorder

pathologies. Overall, the three factors proposed in this

7-item model are meaningful for research across all ED

pathologies.

This brief 7-item version of the EDE-Q might be a

useful instrument for screening or for short interventions.

Before judging its usefulness, this new scale made up of the

seven items retained in the factor analysis should be tested

with new samples, and with samples of patients suffering

from BN or anorexia nervosa (AN), which were the targets

of the EDE when it was first developed. If the factor

structure of this brief 7-item instrument proves to be valid,

Table 4 Comparison of the factor means of groups with BED

symptoms and without ED in Grilo’s brief 7-item, 3-factor model

BED

symptoms

N = 116

No ED

N = 161

Group comparison

Mean SD Mean SD t (df) p

Dietary restraint 2.8 1.9 0.9 1.3 9.6 (275) \0.001

Shape/weight

overvaluation

4.3 1.8 0.9 1.3 18.5 (275) \0.001

Body

dissatisfaction

5.4 1.0 1.7 1.6 22.6 (275) \0.001

BED binge eating disorder, ED eating disorders

142 Eat Weight Disord (2015) 20:137–144

123



its use could spread, ensuring that studies based on good

psychometric properties can be compared.

Several limitations have to be considered regarding this

study. Both samples were composed of women only, lim-

iting the generalization of the results to men. Patients with

threshold and subthreshold criteria for BED were recruited

since studies have tended to show more similarities

between these two groups than between individuals with

subthreshold BED symptoms and controls [44, 45]. A

further study could compare the factor structure of the

EDE-Q between participants who meet the threshold and

subthreshold criteria for BED. As well, the control group

recruited at the university was made up primarily of stu-

dents, so it cannot be considered as representative of the

general population. Finally, the use of samples of conve-

nience is a weakness. In fact, the psychometric properties

of a scale should be assessed with data specifically col-

lected for this purpose [6].

In summary, we replicated with a French adaptation of

the EDE-Q a solution that emerged with the EDE in Grilo

et al.’s studies: a brief 7-item, 3-factor model provided a

good fit to a sample of participants with BED symptoms.

Moreover, this model proved to be valid for a population

without ED. If replicated with a new sample and with

samples with BN or AN, this brief 7-item version of the

EDE-Q might prove to be a valuable instrument with good

psychometric properties for research in ED.

Acknowledgments The data used in this study were collected from

two studies partially supported by the Swiss National Science Foun-

dation (SNSF, Grant Number 100011-108168/1), the Hans Wilsdorf

Foundation and funding from the Marie Curie Research Training

Network INTACT (Individually tailored stepped care for women with

eating disorders; MRTN-CT-2006-035988).

Conflict of interest None.

References

1. Fairburn CG, Beglin SJ (1994) Assessment of eating disorders:

interview or self-report questionnaire? Int J Eat Disord

16:363–370

2. Fairburn CG, Beglin SJ (2008) Eating disorder examination

questionnaire (6.0). In: Fairburn CG (ed) Cognitive behavior

therapy and eating disorders. Guilford Press, New York,

pp 309–313

3. Fairburn CG, Cooper Z, O’Connor M (2008) Eating disorder

examination (16.0D). In: Fairburn CG (ed) Cognitive behavior

therapy and eating disorders. Guilford Press, New York,

pp 265–308

4. Fairburn CG, Cooper Z (1993) The eating disorder examination

(twelfth edition). In: Fairburn CG, Wilson GT (eds) Binge eating:

nature, assessment and treatment. Guilford Press, New York,

pp 317–360

5. Cooper Z, Cooper PJ, Fairburn CG (1989) The validity of the

eating disorder examination and its subscales. Br J Psychiatry

154:807–812. doi:10.1192/bjp.154.6.807

6. Berg KC, Peterson CB, Frazier P, Crow SJ (2012) Psychometric

evaluation of the eating disorder examination and eating disorder

examination-questionnaire: a systematic review of the literature.

Int J Eat Disord 45:428–438. doi:10.1002/eat.20931

7. Byrne SM, Allen KL, Lampard AM, Dove ER, Fursland A (2010)

The factor structure of the eating disorder examination in clinical

and community samples. Int J Eat Disord 43:260–265. doi:10.

1002/eat.20681

8. Grilo CM, Crosby RD, Peterson CB, Masheb RM, White MA,

Crow SJ et al (2010) Factor structure of the Eating Disorder

Examination interview in patients with binge-eating disorder.

Obesity (Silver Spring) 18:977–981. doi:10.1038/oby.2009.321

9. Mannucci E, Ricca V, Di Bernardo M, Moretti S, Cabras PL,

Rotella CM (1997) Psychometric properties of EDE 12.0D in

obese adult patients without binge eating disorder. Eat Weight

Disord 2:144–149

10. Peterson CB, Crosby RD, Wonderlich SA, Joiner T, Crow SJ,

Mitchell JE et al (2007) Psychometric properties of the Eating

disorder examination-questionnaire: factor structure and internal

consistency. Int J Eat Disord 40:386–389. doi:10.1002/eat.20373

11. Hrabosky JI, White MA, Masheb RM, Rothschild BS, Burke-

Martindale CH, Grilo CM (2008) Psychometric evaluation of the

eating disorder examination-questionnaire for bariatric surgery

candidates. Obesity (Silver Spring) 16:763–769. doi:10.1038/oby.

2008.3

12. Villarroel AM, Penelo E, Portell M, Raich RM (2011) Screening

for eating disorders in undergraduate women: norms and validity

of the Spanish version of the eating disorder examination ques-

tionnaire (EDE-Q). J Psychopathol Behav Assess 33:121–128.

doi:10.1007/S10862-009-9177-6

13. Friborg O, Reas DL, Rosenvinge JH, Ro O (2013) Core pathol-

ogy of eating disorders as measured by the eating disorder

examination questionnaire (EDE-Q): the predictive role of a

nested general (g) and primary factors. Int J Methods Psychiatr

Res 22:195–203. doi:10.1002/mpr.1389

14. Aardoom JJ, Dingemans AE, Slof Op’t Landt MC, Van Furth EF

(2012) Norms and discriminative validity of the eating disorder

examination questionnaire (EDE-Q). Eat Behav 13:305–309.

doi:10.1016/j.eatbeh.2012.09.002

15. Becker AE, Thomas JJ, Bainivualiku A, Richards L, Navara K,

Roberts AL et al (2010) Validity and reliability of a Fijian

translation and adaptation of the eating disorder examination

questionnaire. Int J Eat Disord 43:171–178. doi:10.1002/eat.

20675

16. Barnes J, Prescott T, Muncer S (2012) Confirmatory factor ana-

lysis for the eating disorder examination questionnaire: evidence

supporting a three-factor model. Eat Behav 13:379–381. doi:10.

1016/j.eatbeh.2012.05.001

17. Darcy AM, Hardy KK, Crosby RD, Lock J, Peebles R (2013)

Factor structure of the eating disorder examination questionnaire

(EDE-Q) in male and female college athletes. Body

Image 10:399–405. doi:10.1016/j.bodyim.2013.01.008

18. White HJ, Haycraft E, Goodwin H, Meyer C (2014) Eating dis-

order examination questionnaire: factor structure for adolescent

girls and boys. Int J Eat Disord 47:99–104. doi:10.1002/eat.22199

19. Giovazolias T, Tsaousis I, Vallianatou C (2013) The factor

structure and psychometric properties of the Greek version of the

eating disorder examination questionnaire (EDE-Q). Eur J Psy-

chol Assess 29:189–196. doi:10.1027/1015-5759/a000138

20. Hilbert A, de Zwaan M, Braehler E (2012) How frequent are

eating disturbances in the population? Norms of the eating dis-

order examination-questionnaire. PLoS One 7:e29125. doi:10.

1371/journal.pone.0029125

21. Penelo E, Negrete A, Portell M, Raich RM (2013) Psychometric

properties of the eating disorder examination questionnaire

(EDE-Q) and norms for rural and urban adolescent males and

Eat Weight Disord (2015) 20:137–144 143

123

http://dx.doi.org/10.1192/bjp.154.6.807
http://dx.doi.org/10.1002/eat.20931
http://dx.doi.org/10.1002/eat.20681
http://dx.doi.org/10.1002/eat.20681
http://dx.doi.org/10.1038/oby.2009.321
http://dx.doi.org/10.1002/eat.20373
http://dx.doi.org/10.1038/oby.2008.3
http://dx.doi.org/10.1038/oby.2008.3
http://dx.doi.org/10.1007/S10862-009-9177-6
http://dx.doi.org/10.1002/mpr.1389
http://dx.doi.org/10.1016/j.eatbeh.2012.09.002
http://dx.doi.org/10.1002/eat.20675
http://dx.doi.org/10.1002/eat.20675
http://dx.doi.org/10.1016/j.eatbeh.2012.05.001
http://dx.doi.org/10.1016/j.eatbeh.2012.05.001
http://dx.doi.org/10.1016/j.bodyim.2013.01.008
http://dx.doi.org/10.1002/eat.22199
http://dx.doi.org/10.1027/1015-5759/a000138
http://dx.doi.org/10.1371/journal.pone.0029125
http://dx.doi.org/10.1371/journal.pone.0029125


females in Mexico. PLoS One 8:e83245. doi:10.1371/journal.

pone.0083245

22. Wade TD, Byrne S, Bryant-Waugh R (2008) The eating disorder

examination: norms and construct validity with young and middle

adolescent girls. Int J Eat Disord 41:551–558. doi:10.1002/eat.

20526

23. Jongenelis MI, Byrne SM, Pettigrew S, Allen KL, Watt F (2014)

A psychometric examination of a modified eight-item version of

the children’s eating disorder examination. Psychol Assess

26:267–276. doi:10.1037/a0034803

24. Hilbert A, Buerger A, Hartmann AS, Spenner K, Czaja J, War-

schburger P (2013) Psychometric evaluation of the eating disor-

der examination adapted for children. Eur Eat Disord Rev

21:330–339. doi:10.1002/erv.2221

25. Allen KL, Byrne SM, Lampard A, Watson H, Fursland A (2011)

Confirmatory factor analysis of the eating disorder examination-

questionnaire (EDE-Q). Eat Behav 12:143–151. doi:10.1016/j.

eatbeh.2011.01.005

26. Grilo CM, Crosby RD, White MA (2012) Spanish-language

eating disorder examination interview: factor structure in Latino/

as. Eat Behav 13:410–413. doi:10.1016/j.eatbeh.2012.07.006

27. Grilo CM, Henderson KE, Bell RL, Crosby RD (2013) Eating

disorder examination-questionnaire factor structure and construct

validity in bariatric surgery candidates. Obes Surg 23:657–662.

doi:10.1007/s11695-012-0840-8

28. Hilbert A, Tuschen-Caffier B, Karwautz A, Niederhofer H,

Munsch S (2007) Eating disorder examination-questionnaire:

evaluation der deutschsprachigen Übersetzung [Eating disorder
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