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Abstract
The Eating Disorder Examination (EDE), an investigator-based interaiehthe
guestionnaire version of the EDE (EDE-Q) are considered the preeminestassssof
eating disorder symptoms. Despite their status as gold-standarddstirdgr
assessments, research on the psychometric properties of these sngdsnited. The
current studies aimed to enhance these data, specifically with regarc¢tmieegence
of the EDE and EDE-Q and the validity of the EDE in the assessment of bingg Eatin
the first study, a meta-analysis of 15 studies on the convergent validity dDEharkel
EDE-Q using correlation coefficients and Cohen’s d was conducted. The results
demonstrated convergence between the EDE and EDE-Q for the assessmognitioec
symptoms and compensatory behaviors, but limited convergence for the assessment of
binge eating. A second study compared the frequency of binge eatirigdercathe
EDE to that reported in Daily Food Records (DFRs) by 34 participants. Thesresult
demonstrated convergence between the EDE and DFRs for the assessnbgttnfeO
Bulimic Episodes and Total binge frequency in Month 1. These studies suggest that the
EDE and EDE-Q assess similar constructs, but indicate that they should not be used
interchangeably. Additionally, the data provide preliminary support for thefuke

EDE in the assessment of binge eating during the past month.
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OVERVIEW OF THE DISSERTATION AND LITERATURE REVIEW
Introduction

Eating disorders are serious mental illnesses that are difficulto dred
reportedly have the highest mortality rates of any mental illnesk(l26086). Three
eating disorders currently are included in the Diagnostic and Statigiacalal for
Mental Disorders (DSM),"edition, Text Revision (DSM-IV-TR; American Psychiatric
Association, 1994): Anorexia Nervosa (AN), Bulimia Nervosa (BN), and Eatingd&sor
Not Otherwise Specified (EDNOS). However, with the 5th edition of the DSM on the
horizon, the validity of these diagnoses is being questioned. As the issue of dtagnost
validity takes center stage, the issue of the validity of eating disoskssasent is of
increased importance. Without valid assessments of the symptomatologptessoitih
eating disorders, diagnostic criteria cannot be implemented.

The Eating Disorder Examination (EDE) is a semi-structured interviatv t
assesses the cognitive and behavioral symptoms associated with eathgrslisor
(Fairburn & Cooper, 1993). The EDE is widely considered the preeminent eatindedisor
assessment (Wilson, 1993). Researchers and clinicians alike use the EDE to obtain
descriptive information, to assess dependent variables in studies, and as a disgpiosti
Its status as the gold standard of eating disorder assessment hagsealshegEDE the
weighty responsibility of serving to validate other assessments (elg,, I@asheb, &
Wilson, 2001a; Reas, Grilo, & Masheb, 2006).

Organization of the Dissertation



This dissertation is organized as follows. First, | briefly review thlegbagy of
eating disorders, placing emphasis on the diagnostic criteria outlined by Md\DER.
| then introduce the EDE and discuss its diagnostic importance, spécifidal regard
to the assessment of binge eating. Next, | describe two studies designadioe the
validity of the EDE. The first is a quantitative review of the extant rekeam the
convergent validity of the EDE and EDE-Q using meta-analysis. The secalyd st
examines the convergent and discriminant validity of the EDE with regard to the
assessment of binge eating. The description of each study includeatariteeview on
the psychometric properties of the EDE most relevant to that partioutyr st well as
details regarding the method, results, implications, and limitations of the study

Brief Review of the Pathology of Eating Disorders

The DSM-IV-TR (APA, 1994) acknowledges three types of eating disorders:
Anorexia Nervosa (AN), Bulimia Nervosa (BN), and Eating Disorder Nbe@tise
Specified (EDNOS). AN is characterized by refusal to maintain a bodjhtved at least
85% of the ideal body weight for age and height, an intense fear of becoming fat or
overweight even when underweight, body image distortions, overvaluation of shape and
weight, denial of iliness, and amenorrhea (in postmenarcheal females) aid
characterized by an overvaluation of shape and weight, but the primary criteria a
discrete episodes of overeating and compensatory behavior (e.g., self-inducéugyomit
laxative or diuretic use, fasting, excessive exercise) that must odeasttwice per
week for three months. Any other symptom pattern that represents clinigaifjcant

disordered eating is diagnosed as EDNOS. One example of EDNOS outlined in the
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DSM-IV-TR is Binge Eating Disorder (BED) which is characterized prim by eating
unusually large amounts of food in a discrete period of time with feelings of loss of
control over eating that are not followed by any compensatory behavior. The awgreati
episodes must occur at least twice a week for 6 months and are charactegagddyy
more rapidly than normal, eating large amounts of food when not physically hungry,
eating until feeling uncomfortably full, eating alone because of engsanent, and
feeling disgusted with oneself, depressed, or very guilty after the epigdEA, 1994).
Although BED is not recognized as a separate diagnosis in the DSM-IV-TR (1994), the
is strong support for its validity as a separate diagnosis (Wilfley, Bishdpohyi&
Agras, 2007).

A review of epidemiologic research has found prevalence rates rangim@%o
to 0.9% for AN in women ages 12 to 22 and from 0.0% to 4.5% for BN in women ages
12 to 44 (Hoek & van Hoeken, 2003). The average prevalence rates in women are 0.3%
and 1.0% for AN and BN, respectively. EDNOS is the most common eating disorder,
accounting for approximately 60% of eating disorder cases (Hoek, 2006). One study
found the prevalence rate of EDNOS to be 2.4% among females (Machado, Machado,
Goncalves, & Hoek, 2007). Additionally, studies using community samples have found
high rates of binge eating and compensatory behaviors in adolescents and college
students (e.g., Katzman, Wolchik, & Braver, 1984, le Grange, Lock, & Dymeck, 2003).

Although not as common as some psychiatric disorders, both AN and BN can
cause serious medical complications such as amenorrhea, anemia, bradycgrdia

cholesterol, fluid and electrolyte imbalance, hypokalemia, cardiac murmur, dull or
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thinning hair, lanugo, and exhaustion (American Academy of Pediatrics, 2008)ugit
many of these physical complications are reversible, some are nekdfople, bone
density loss is associated with eating disorders and can lead to éucrates of
osteopenia, osteoporosis, and fractures (Crow, 2005). Bone matter can starh&adecli
early as age 30; thus, bone loss density loss can be difficult if not impossiblestd corr
(Crow, 2005). Additionally, AN is commonly cited as having the highest mortat#yofa
any mental illness, with mortality rates ranging from 3.3% to 18% (Hoek, 2006). T
most common causes of mortality in AN are suicide and complications from itng eat
disorder such as cardiac failure (Hoek, 2006).

The number and severity of the medical complications associated with eating
disorders make it imperative that effective treatments are identifiedeffioacy of
Cognitive Behavioral Therapy (CBT) for treating adult BN and FamilyeBaherapy
(FBT) for treating adolescent AN is well-documented (le Grang®é&k] 2005). There is
also preliminary research supporting the efficacy of Interpersonal @h@rir) in the
treatment of adult BN and FBT in the treatment of adolescents with BN (Wilsibm, G
& Vitousek, 2007). Unfortunately, no empirically-supported treatment for adult AN ha
been identified (le Grange & Lock, 2005). Because research has found that AN and BN
do not necessarily respond to the same treatments, it is important to finakreizdiol
assessments of diagnostic status so that clients receive the best chafe.possi

Description of the Eating Disorder Examination
The EDE (Fairburn & Cooper, 1993) is a semi-structured interview as it isclude

required questions that must be asked, but allows the interviewer to ask individually-



tailored follow-up questions that may be necessary to rate an item. The EBdtiha
subscales that focus primarily on cognitive symptoms: Restraint, E2dingern, Shape
Concern, and Weight Concern. The EDE also includes a section that asks respondents
about behavioral symptoms, specifically, the frequency of binge eating apecsatory
behaviors. Most of the questions are based on the 28 day time period prior to the day of
assessment. However, respondents are asked to report the frequency of iniggméat
compensatory behaviors for up to the past 6 months as well. This time frame h#ows t
EDE to be used as a diagnostic instrument.

The EDE is comprised of approximately 46 items. Most of the questions are rated
on a 7-point Likert scale, ranging from 0 (asymptomatic) to 6 (sevhaeegxceptions are
those questions that ask for specific numerical responses (e.g., frequency elimge
and compensatory behaviors, frequency of self-weighing, ideal weight). Mamg of t
Likert-scaled items are combined to form the following 4 subscales:aResEating
Concern, Shape Concern, and Weight Concern. The Restraint subscale, which assesses
the extent to which the person is restrictive in the amount or types of food eafen has
items (e.g., “Over the past four weeks, have you been consciously tryingit thet
overall amount that you eat, whether or not you have succeeded?”) The Eating Concern
subscale, which asks respondents the extent to which they feel preoccupied asskdistr
about eating and whether they have avoided eating with others, also has 5.gems (e
“Over the past four weeks, have you been afraid of losing control over eating?”) The
Shape Concern subscale includes 8 questions that address the level of importance

respondents place on their shape and how they feel about their own shape (e.g., “Over the
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past four weeks have you been dissatisfied with your overall shape?”) FihallW/eight
Concern subscale is comprised of 5 items that provide information on the level of
importance respondents place on their weight and how they feel about their (@&ght
“Over the past four weeks, have you wanted to weigh less?”)

The EDE begins by orienting the respondent to the time frame. A calendar for the
past 28 days is provided and respondents are asked to describe any events during that
month that would help them remember the time period (e.g., days off of work or school,
holidays, vacations, celebrations, major life events). Research in alcohol deehdsn
found that orienting participants to the time period relevant to the assessment is
associated with higher test-retest reliability (e.g., Sobell, Ba&bbell, & Cooper, 1979;
Sobell, Sobell, Klajner, Pavan & Basian, 1986). The first section of the EDE focuses on
guestions related to food and eating. Respondents are asked to describe their general
pattern of eating during the past 28 days, specifically whether their pattest rarch
day to day, whether their pattern varied on the weekend, and if there were any days whe
they ate nothing at all. The respondents are then asked to quantify exacthahgwlags
of the past 28 days they ate the following meals or snacks: breakfast, mid-moring sna
lunch, mid-afternoon snack, dinner, evening snack, and nocturnal snack. Questions that
comprise the Restraint and Eating Concern subscales conclude the fiost sttitie
EDE.

The second section of the EDE focuses on assessing the frequency of bigge eati
and compensatory behaviors. The EDE assesses only those eating episodes irewhich t

respondent believes they have eaten too much food. Respondents are first asked: “I would
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like to ask you about any episodes of overeating, or loss of control over eatinguthat y
might have had over the past four weeks. Different people mean different things by
overeating. | would like you to describe any times when you havih&liyou have eaten
too much in one go (at one time).” Additional probes include: “And any times you have
felt you have lost control over eating?,” “Have there been any times when yotelave
that you have eaten too much, but others might not agree?,” and “Have there been any
times when you have felt that you have eaten an ordinary amount of food but others
might have regarded you as having overeaten?”

These eating episodes are classified regarding whether the easogdecpias
objectively large and whether the respondents felt a sense of loss of controtlering
episode. Objective Bulimic Episodes (OBESs) are episodes in which the respondent has
eaten an objectively large amount of food and felt a loss of control during the episode and
correspond to the definition of binge eating episodes in the DSM-IV-TR. When
respondents have eaten an amount of food that would not be considered objectively large,
but still feel a sense of loss of control, the episode is classified as atsetBdimic
Episode (SBE). If a respondent has an eating episode in which they ate anealpjecti
large amount of food, but has not felt a sense of loss of control, the episode is classified
as an Objective Overeating Episode (OOE). Eating episodes in which the respondent
does not eat an objectively large amount of food and has not felt a sense of loss of control
are defined as Subjective Overeating Episodes (SOEs). During SOEs, alt®ugh t
respondent has not eaten an objectively large amount of food, the respondent believes

that s/he has overeaten. The EDE assesses the frequency of OBEs, SBEs, atldeOOEs



8
frequency of SOEs is not assessed because these types of episodes arelrotadons
pathological. Respondents are asked to report the number of days on which each of these
types of eating episodes occurred as well as the total number of each dmsode t
occurred during the 28 days. Additionally, the frequency of self-induced vomiting,
laxative misuse, diuretic misuse, and driven exercise during the past 28alalsoar
assessed. As stated previously, the frequency of some items (e.g., OBBduseld
vomiting, etc.) may be estimated for a longer duration (e.g., 3 months, 6 months) to
facilitate the diagnosis of an eating disorder.

The final section of the EDE includes items on the Shape Concern and Weight
Concern subscales and focuses on assessing cognitive symptoms of eatiiegsdisor
related to shape and weight. The EDE distinguishes between shape, which is thought of
as a person’s figure, and weight, which is the number a person sees on a scalayFor ma
people with eating disorders, shape and weight are interchangeable. Howegdotal
evidence suggests that for some people with eating disorders, the focus is on shape
whereas for others, the focus is on weight. Respondents are asked to rate thadir leve
dissatisfaction with their shape/weight, the importance of their shape/ireiginins of
their evaluation of themselves, fear of weight gain, how uncomfortable theyé&ad s
their body or others seeing their body, etc. These questions are necesdatylishes
diagnostic status, but to also determine the severity of the respondent’s sgmptom

Diagnostic Importance of the Eating Disorder Examination
The DSM-IV-TR (APA, 1994) criteria for diagnoses of Bulimia Nervosa)BN

and Binge Eating Disorder (BED) both require the presence of binge-episoges. In
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contrast to the many cognitive variables that characterize eating desdhgre eating is
one of the few behavioral markers of BN and BED. Thus, the frequency of bingg eati
gives researchers and clinicians an important objective measure of didarding
behavior that can be used to supplement information regarding a client’s sabjecti
experience. In addition to its use in diagnosis, the frequency of binge eatingghas be
used to assess severity of symptoms, to define treatment goals, and as a dependent
variable in treatment studies. Its necessity to both research and cliaicidgpmakes it
imperative to identify ways of measuring binge eating in a reliable argimalnner.

The DSM-IV-TR defines binge eating as “eating, in a discrete periaohef &n
amount of food that is definitely larger than most people would eat during a similar
period of time and under similar circumstances” (APA,1994). Due to the ambiguity of
this definition, the EDE attempts to clarify the definition of binge eatingl{tian &

Cooper, 1993). In addition to distinguishing between OBEs, SBEs, and OOEs, the EDE
includes guidelines for determining whether an eating episode is objed#kggty The

general guideline is that if the person consumed two full meals, each of which ehclude
two courses, or if the person consumed three entrees, that episode should be considered
large. Also included in the EDE are guidelines for the amount of specific foatds t

would need to be consumed to rate an episode “large” (e.g., four conventional slices of
cake, six cups of dry cereal). Although the EDE contains specific guideliees, th
interviewer is allowed to take the circumstances surrounding the eatiogepiso

account when determining whether an episode is large (e.g., Thanksgivihg bay
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primary purpose of these guidelines is to increase the reliability andyatidhe
assessment of binge eating.

VALIDATION OF THE EATING DISORDER EXAMINATION
Study 1: Examination of the Convergent Validity of the EDE and EDE-Q using Meta
analysis
Literature Review

Due in part to its specificity in defining binge eating, the EDE has been described
as the most accurate assessment of eating disorders (Wilson, 1993). Unfgrttheatel
EDE is lengthy to administer and requires significant amounts of assessioigt A
guestionnaire version of the EDE (EDE-Q) was developed to address thedelsibg
assessing the same constructs as the EDE in a self-report measure EFQarkiides
the same items used to generate the Restraint, Eating Concern, Shape Concern, and
Weight Concern subscales as well as items used to determine the frequeB&spf O
SBEs, and compensatory behaviors. Additionally, the EDE-Q items are worded almost
identically to those in the EDE. The primary difference between the EDE and)BBDE
that the EDE allows a trained assessor to clarify concepts and ask additiotiahgues
The psychometric properties of the EDE and EDE-Q have been examined in depth. The
following review will describe the reliability of the EDE and EDE-Q, thédrty of the
EDE and EDE-Q, and the convergent validity of the EDE and EDE-Q.

Both instruments have demonstrated test-retest reliability (e.g., Gakshab,
Lozano-Blanco, & Barry, 2003; Reas, Grilo, & Masheb, 2006) and acceptable internal

consistency (e.g., Grilo, Crosby, Peterson, Masheb, White, Crow, et al., in press;
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Peterson, Crosby, Wonderlich, Joiner, Crow, & Mitchell, 2007) for the four subscales
(i.e., Restraint, Eating Concern, Shape Concern, and Weight Concern). Additionally
research supports the interrater reliability of the EDE (Grilo et al., 2B6Ba more
detailed description of the reliability of the EDE and EDE-Q, please refgppendices
A and B respectively. The validity of these instruments has also beeseabdesr a
complete discussion of the process of validation, please refer to Appendix C. Both the
EDE and EDE-Q have demonstrated an ability to distinguish between eating dssatde
non-eating disorder cases (e.g., Cooper, Cooper, & Fairburn, 1989; Mond, Hay, Rodgers,
Owen, & Beumont, 2004b) and the data indicate that the subscales of these assessments
are significantly related to measures of similar constructs (egh,lPike, Walsh, &
Wilson, 1994; Grilo, Masheb, & Wilson, 2001a). Factor analyses of the EDE and EDE-Q
provide limited support for the presence of four subscales (e.g., Byrea, Aimpard,
Dove, & Fursland, in press; Hrbabosky, White, Masheb, Rothschild, Burke-Martindale,
& Grilo, 2008). For a more detailed description of the validity research on the KDE a
EDE-Q, please refer to Appendices D and E respectively.

As stated earlier, the EDE and EDE-Q include the same items used tagémera
Restraint, Eating Concern, Shape Concern, and Weight Concern subscales aowell as t
determine the frequency of OBEs, SBEs, and compensatory behaviors. Given that the
EDE and EDE-Q purport to assess the same constructs with the only differemcthbein
modality of the assessment, the relationship between the two instruments should be
strong. Based on the theory outlined by the Multitrait-Multimethod (MTMMYimat

(Campbell & Fiske, 1959), the relationship between the EDE and EDE-Q should be
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stronger than the relationship between the EDE and an interview-basethassess
another construct. Similarly, the relationship between the EDE and EDE-Q should be
stronger than the relationship between the EDE-Q and a self-repornassestanother
trait. Although no published study has examined the relative convergent validity of the
EDE or EDE-Q using a MTMM matrix, several studies have assessed thetabsol
convergent validity of the EDE and EDE-Q.

Overall, 15 studies have reported statistics related to the convergdity\ailthe
EDE and EDE-Q (Binford, le Grange, & Jellar, 2005; Black & Wilson, 1996; Carter,
Aimé, & Mills, 2001; de Zwaan et al., 2004; Fairburn & Beglin, 1994; Goldfein, Devlin,
& Kamenetz, 2005; Grilo et al., 2001a; Grilo, Masheb, & Wilson, 2001b; Kalarchian,
Wilson, Brolin, & Bradley, 2000; Mond et al., 2004b; Passi, Bryson, & Lock, 2003;
Sysko, Walsh, & Fairburn, 2005; Sysko, Walsh, Schebendach, & Wilson, 2005; Wilfley,
Schwartz, Spurrell, & Fairburn, 1997; Wolk, Loeb, & Walsh, 2005). Two of these studies
reported statistics for more than one sample (Binford et al, 2005; Fairburn & Begli
1994); thus, there were 18 possible comparisons between the EDE and'EDH&Q
results of these analyses indicate significant positive correlationsdreseores on the
EDE and scores on the EDE-Q for all four subscales. However, the vast majority of
analyses found significant differences between scores on the EDE andosctires
EDE-Q, with participants scoring higher on the EDE-Q than the EDE. Thests resul

suggest that subscale scores on the EDE and EDE-Q increase and decetase b

! Two studies reported scores on the EDE and EDBr@heé same sample at two different time points,
specifically pre- and post-treatment (Sysko, WassFRairburn, 2005; Sysko, Walsh, Schebendach,.gt al
2005). It is unclear whether participation in atreent study may influence the correspondenceecEDE
and EDE-Q; therefore, only pre-treatment scoresls@issed in this review.
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that there is a significant difference in severity level reported otwihéstruments.
Comprehensive summaries of the convergent validity of the EDE and EDE-Q fouthe f
subscales are provided in Table 8-11.

With regard to the assessment of binge eating, the convergent validigyeDth
and EDE-Q is less consistent. The correlations between the frequency of épBEsd
on the EDE and EDE-Q were low, with 12 of the 14 correlations ranging from .20 to .63
and two not reaching significance. Seven of the 14 studies found significareriitfe
between the frequency of OBEs reported on the EDE and EDE-Q, with about half of
those finding that participants reported more OBEs on the EDE than the EDE-Q and half
finding the opposite. With regard to the frequency of SBEs, five of the eight studies
found significant positive correlations between the EDE and EDE-Q and two eftite
studies found significant differences between the two instruments.

With regard to the frequency of self-induced vomiting, all studies found
significant positive correlations between the EDE and EDE-Q ranging.ff2 to 1.00.
Two of the seven studies that calculated mean differences between the EDE a@d EDE
for the frequency of self-induced vomiting found significant differences batihestwo
measures. Likewise, all seven studies found significant positive correlatigreebehe
EDE and EDE-Q for the frequency of laxative misuse, with correlationgnigafrom .60
to .99. Only one of seven studies found a significant difference between the two measure
for the frequency of laxative misuse. Overall there is a dearth of resewrtich 0
convergent validity of the EDE and EDE-Q with regard to the assessment of other

compensatory behaviors such as fasting, excessive exercise, and diwmesie. lRlease
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refer to Tables 12-14 for detailed summaries of the convergent validity of thefdD
EDE-Q with regard to the assessment of OBEs, SBEs, and compensatory beRaviars.
more complete discussion of the empirical findings on the convergent validity of the EDE
and EDE-Q, please refer to Appendix F.
Limitations of Studies Assessing the Convergent validity of the EDE and EDE-Q

Despite that more than one dozen studies have assessed the convergent validity of

the EDE and EDE-Q, there are important limitations to this body of researsth nkist
of this research has used correlations and significance testing to@ssesgent
validity. Unfortunately, correlations can only tell us whether there esationship
between scores on two measures. These relationships may exist in the presence
absence of significant differences between mean scores on the two mdakavase,
significance testing is limited because it is based on both the size ofetieasid the
sample size and it is difficult to separate the two. Without an understanding tloé s
the difference between the EDE and EDE-Q, it is impossible to know whether the EDE
and EDE-Q arrive at similar conclusions regarding symptom presentation. Secota, due
the small sample sizes used in the convergent validity studies of the EDE and, BDE-Q
is difficult to generalize the findings. Thus, meta-analyses using bothatamel
coefficients and Cohen’s d are needed to better understand the extent to which the EDE
and EDE-Q converge. Both types of meta-analyses are needed as one provides
information regarding the strength of the relationship between the two insteuameht

one provides information regarding the size of difference between the two instsume
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The purpose of this study was to address the two main limitations described above
by analyzing the convergent validity of the EDE and EDE-Q using effect aimba
meta-analytic strategy. Effect sizes calculated using Cohen’s dhmeevantage of
giving information about the size of the effect without being confounded by samgsle siz
A second advantage of using effect sizes is that they are standarcrddallows
researchers to compare effects across studies or for researcherbiteecsffect sizes
from different studies to determine the overall effect. In addition to assdlksisge of
the difference between the two studies using a meta-analysis of Cohen's gieffs, a
meta-analysis using correlation coefficients was conducted to detetaingdrall
strength of the relationship between EDE and EDE-Q scores.

Method

Procedure

A literature search was conducted for studies that assessed the converdignt val
of the EDE and EDE-Q using a major computer database (i.e., PsycINFO) andngview
reference lists from published journal articles and books. Search terms usgdIMAO
included “Eating Disorder Examination” and “Eating Disorder Examination-
Questionnaire.” Studies were included that assessed the convergent galisgyEDE
and EDE-Q using correlation coefficients and/or a comparison of meansteratite
search was inclusive of studies that assessed the convergent validityReftheant

subscale, the Eating Concern subscale, the Shape Concern subscale, the Weight Conce

2 An effect size provides information about the darof two samples and is equivalent to a Z-score
statistic. Essentially, an effect size of 1.0 methas the average score in one sample exceedsahessof
84% of the scores in the second sample or thaivtbege score of one sample is 1 standard deviation
larger than the mean score of the second group=A2ds considered a small effect size, d = .5 is
considered a medium effect size, and d = .8 isidered a large effect.
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subscale, OBEs, SBEs, self-induced vomiting, laxative misuse, diureticemesuessive
exercise, or fasting. If a study did not include means and standard deviations DEthe E
and EDE-Q, or correlations between the EDE and EDE-Q, the investigetopttd to
contact the primary author to obtain these statistics. Of the three auth@steonall
three responded and provided data for three of the four studies that had missing data. A
study was excluded from the meta-analysis only if the statisticssaggde conduct the
meta-analysis (e.g., means, standard deviations, correlation coefici@ne not
reported. It should be noted that if a particular study was excluded from thamadtais
using Cohen’s d, it could have been used for the meta-analysis using correlation
coefficients and vice versa.

Data Analysis Plan

The data analysis plan included three parts. There were four steps fotdhe me
analysis using Cohen’s d (Lipsey & Wilson, 2001). The first step was to caletfiate
sizes, based on Cohen’s d, for all comparisons of the EDE and EDE-Q. Cohen’s d was
calculated by subtracting the mean EDE from the mean EDE-Q score such itihat pos
numbers indicate higher scores on the EDE-Q and then dividing the result by the pooled
standard deviation of the EDE and EDE-Q scores. Separate effect sieeslgatated in
each study for each eating disorder behavior in each applicable subsamplentfe exa
if a study examined the convergent validity of the EDE and EDE-Q for OBEsHnd s
induced vomiting in a BN sample and a community sample, separate effeataiezes
calculated for the frequency of OBEs reported in the BN sample, the frgopfeQ8ES

reported in the community sample, the frequency of self-induced vomitingedporthe
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BN sample, and the frequency of self-induced vomiting reported in the community
sample.

The second step was to adjust each effect size for the size of the sample used to
calculate the effect size. Although effect sizes are not confounded byessimgglthey
only represent estimates of the true effect size. Essentiallyt sifes can be thought of
as the true effect size plus error. Effect sizes based on larger samplesadee
standard errors; thus, they are considered more accurate estimatesudf éfiett size.
To adjust effect sizes for the size of the sample, each effect size waseddy its
inverse variance weight. The inverse variance weight (w) was daldlg dividing 1 by
the squared standard error of the effect size (i.e., w = 1 ). §ach effect size was then
multiplied by its respective inverse variance weight.

The third step was to calculate the mean weighted effect sizes (MW¥ES
averaging the effect sizes that have been weighted using the inverseevamggtat. The
MWES; is calculated by dividing the sum of the weighted effect sizes by the sum of the
inverse variance weights (i.e., MWESXZ(W*ES) / 2w ). The MWES was calculated
for each eating disorder behavior in each subsample (e.g., M@BS studies that
assessed the frequency of OBEs in patrticipants with BN using the EDE &QE#&s
well as the total MWESfor each eating disorder behavior (e.g., MWES all studies
that assessed the frequency of OBEs using the EDE and EDE-Q).

The final step was to calculate the Confidence Interva) @bdund each
MWES;. To determine the upper and lower limits of,@ne needs to first calculate the

standard error of the MWE$SEuwesd), Which can be found by taking the square root of
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1 divided by the sum of the inverse variance weights (i.ew8E& V (1 / €w)) ). The
final calculation for the Glis as follows: CJ = MWES; £ (1.96 * SEywesd).

In this study, small effect sizes (Cohen’s d) represent small diffeydrateeen
the EDE and EDE-Q and thus higher convergent validity between the two instruments. It
was hypothesized that the mean weighted effect size for each of the foutesibhszdd
be smaller than the mean weighted effect size for the frequency of OBES, Skl
compensatory behaviors.

With regard to the meta-analysis using correlation coefficients, e 7 steps
(Lipsey & Wilson, 2001). The first step was to identify all correlation coieffits
between the EDE and EDE-Q for all eating disorder behaviors in all applicabxes.

The second step was to standardize each correlation coefficient usingsfashe
transformation, which is calculated using the following formula: z' = .5 *1ar)(/ (1-
r).

The third step was to adjust each transformed correlation coefficientr(#efo
sample size as was done for each Cohen’s d. To adjust z’ for the size of the sathple, ea
z’ was weighted by its inverse variance weight. The inverse variance w&jdior (
correlation coefficients is calculated by subtracting 3 from the sanzgldi®., w =n —

3). Each z’ is then multiplied by its respective inverse variance weight.

The fourth step was to calculate the mean weighted effect sizes using the
correlation coefficients (MWEpby averaging the correlation coefficients that have been
weighted using the inverse variance weights. The MWIEES calculated by dividing the

sum of the weighted effect sizes by the sum of the inverse variance weghtg\(VES
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=X(w*z’) /| Tw ). The MWESwas calculated for each eating disorder behavior in each
subsample (e.g., MWES$f all studies that assessed the frequency of OBEs in
participants with BN using the EDE and EDE-Q) as well as the total M\MES8ach
eating disorder behavior (e.g., MWHSr all studies that assessed the frequency of OBEs
using the EDE and EDE-Q). The fifth step was to reverse transform the MA&ES
from z’ to r using the following formula: r = (e * (2* MWEB- 1) / (e * 2* MWES) +
1).

The sixth step was to calculate the Confidence Interval é&lund each MWES
To determine the upper and lower limits of the Ghe needs to first calculate the
standard error of the MWE&Euwesy) by dividing 1 by the square root of n minus 3
(i.e., SEwes = 1/ (n-3) ). The final calculation for the G$ as follows: Gl= MWES
+ (MWES * SEuwesy). The final step was to back transform the upper and lower limits
of the CI from z’ to r using the formula described in step 5 above.

Finally, a homogeneity analysis was conducted for both types of metaesaly
Meta-analytic techniques assume that all effect sizes used in theamadyais are
estimating the same population mean. A homogeneity analysis tests whisther t
assumption holds true. If the homogeneity assumption is rejected, theseféscare
estimates of at least two populations that have different mean scores. Thuf type
analysis is of particular importance to this study as this meta-anpiygissefully
includes studies that sampled different populations (e.g., AN sample, BN sample,

EDNOS sample, BED sample, community sample, bariatric surgery patidmis).iflis
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important to test the homogeneity assumption and determine whether these qupulati
have similar means on the EDE and EDE-Q, respectively.

The homogeneity assumption is tested using the Q statistic which is calcslated a
follows: Q =Y (W * ES?) — ((3 (w * ES) )?) /Y (w). The Q statistic is distributed as a
chi-square statistic and is interpreted in a similar fashion. The critits vor the Q
statistic is the same as the critical value for a chi-square istatigh the degrees of
freedom for the Q statistic equaling the number of effect sizes used minus 1. The
homogeneity assumption is upheld if the Q statistic is less than the créticel

If the homogeneity assumption is rejected, an additional heterogeneityignalys
can be done to determine what is responsible for the heterogeneity of effect sizes
Because the meta-analysis included studies that used different samglespdrtant to
determine whether the heterogeneity of effect sizes is due to diffenencean effect
sizes between populations. Thus, if the homogeneity assumption was rejected, ¢ise studi
were divided categorically based on the study sample used. Heterogemaity a
categorical variables can be tested using the meta-analytic anah@gAbNOVA. In this
analysis, a Q statistic is computed for each categorical group using theda®satibed
above. Then a within-group Q (QRis calculated using the following formula;, @

Qcroupr+ Qaroup2t ... + Qsroupn With the degrees of freedomifl equaling k — j, where k
is the number of effect sizes and j is the number of groups. Next a between groglp Q (Q
is calculated by subtracting,@rom the total Q, wherdf = j-1. A significant Q would

indicate that differences among effect sizes are due to error \steesggnificant @
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would indicate that differences among effect sizes are due to trueddés between
groups.

Results

Restraint

The results of the meta-analysis demonstrate support for the convergety validi
of the Restraint subscale of the EDE and EDE-Q. With regard to the metaisnalipg
Cohen’s d, effect sizes for the 15 individual samples ranged from -0.09 to 0.73 with a
mean effect size of 0.31 (95% CI: 0.22 — 0.40) with participants scoring higher on the
EDE-Q than the EDE. The homogeneity analysis failed to reject the null hypathesis
homogeneity which indicates that there are not differences in the mearseféscacross
studies, Q(13) = 16.2p,> .05. With regard to the meta-analysis using correlation
coefficients, the effect sizes for the individual studies ranged from .49 to .85, wiara m
effect size of .72 (95% CI. .65 - .78). Again, the homogeneity analysis failepgetd the
null hypothesis of homogeneity; therefore, the variability across eftexs does not
exceed what would be expected given errors in sampling Q(13) =9x0d5. These
statistics can be found in Tables 15 and 16.
Eating Concern

The results of the meta-analysis demonstrate moderate support for the enhverg
validity of the Eating Concern subscale of the EDE and EDE-Q. With regard to tle me
analysis using Cohen’s d, effect sizes for the individual studies ranged from 0.11 to 1.76
with a mean effect size of 0.58 (95% CI: 0.49 — 0.67) with participants scoring higher on

the EDE-Q than the EDE. The homogeneity analysis did reject the null hypathesis
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homogeneity which indicates that there are significant differences inghe effect sizes
across studies Q(13) = 48.@2< .001. Results from the heterogeneity analysis indicated
that both Q and Q, were significant ((6) = 19.71p < .01; Q(7) = 28.38p <.001)
suggesting that the between-group variability was not sufficient to expiawatiance
among mean effect sizes. With regard to the meta-analysis using toomretzefficients,
the effect sizes for the individual studies ranged from .33 to .94, with a mean efect siz
of .65 (95% CI. .57 - .73). The homogeneity analysis failed to reject the null hypothesis
of homogeneity; therefore, the variability across effect sizes does notleaxhaewould
be expected given errors in sampling, Q(10) = 13%41,05. These statistics can be
found in Tables 15 and 16.

Shape Concern

The results of the meta-analysis demonstrated moderate support for the
convergent validity of the Shape Concern subscale of the EDE and EDE-Q. With rega
to the meta-analysis using Cohen’s d, effect sizes for the individual studlyes fmom -
0.06 to 1.72 with a mean effect size of 0.56 (95% CI: 0.47 — 0.65) with participants again
scoring higher on the EDE-Q. The homogeneity analysis did reject the null hsipathe
homogeneity which indicates that there are significant differences inghe effect sizes
across studies Q(14) = 77.42< .001. Results from the heterogeneity analysis indicate
that both Q and Q, were significant (g(6) = 58.69p < .001; Q«(8) = 18.73p <.05)
suggesting that the between-group variability is not sufficient to explaivatience
among mean effect sizes. With regard to the meta-analysis using toomretzefficients,

the effect sizes for the individual studies ranged from .42 to .91 with a mean e#euf siz
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.76 (95% CI. .70 - .83). The homogeneity analysis failed to reject the null hypothesis of
homogeneity; therefore, the variability across effect sizes does remcewthat would be
expected given errors in sampling, Q(14) = 16(b59,.05. These statistics can be found
in Tables 15 and 16.
Weight Concern

The results of the meta-analysis demonstrate support for the convergety validi
of the Weight Concern subscale of the EDE and EDE-Q. With regard to the meta-
analysis using Cohen'’s d, effect sizes for the individual studies ranged fromo-0.Z3 t
with a mean effect size of 0.39 (95% CI: 0.31 — 0.48) with participants scoring higher on
the EDE-Q than the EDE. The homogeneity analysis did reject the null hypothesis of
homogeneity which indicates that there are significant differences inghe effect sizes
across studies Q(14) = 29.30< .01. Results from the heterogeneity analysis indicate
that only @ was significant (6) = 18.99p < .01; Q,(8) = 10.31p > .05) suggesting
that the between-group variability is sufficient to explain the variancagmean effect
sizes. With regard to the Weight Concern subscale, the difference betwé&dd&lznd
EDE-Q appeared to be higher for the BED samples (d=.69) than the other eating disorde
or community-based samples (d=-.11 to .44). With regard to the meta-analysis using
correlation coefficients, the effect sizes for the individual studies ranged. 54 to .88
with a mean effect size of .75 (95% CI: .69 - .81). The homogeneity analysis failed to
reject the null hypothesis of homogeneity; therefore, the variability adfess €zes
does not exceed what would be expected given errors in sampling, Q(14) g .03,

These statistics can be found in Tables 15 and 16.
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Objective Bulimic Episodes

The results of the meta-analysis demonstrate support for the convergety validi
of the assessment of OBEs using the EDE and EDE-Q. With regard to the mgsesanal
using Cohen’s d, effect sizes for the individual studies ranged from -0.58 to 0.26 with a
mean effect size of -0.12 (95% CI: -0.21 to -0.03). The homogeneity analysis did reject
the null hypothesis of homogeneity which indicates that there are signdiic@nénces
in the mean effect sizes across studies, Q(12) = 4809001. Results from the
heterogeneity analysis indicate that onlyas significant (@(6) = 9.28,p > .05; Qu«(7)
= 38.80,p < .001) suggesting that the variance among mean effect sizes is due to within-
group variability or error. With regard to the meta-analysis usinglatime coefficients,
the effect sizes for the individual studies ranged from .20 to .92 with a mean e#euf siz
.64 (95% CI: .58 - .70). The homogeneity analysis rejected the null hypothesis of
homogeneity which indicates that there are significant differences inghe effect sizes
across studies Q(13) = 58.405 .001. Results from the heterogeneity analysis indicate
that both Q and Q, were significant (@(5) = 33.52p <.001; Q«(8) = 25.27p<.01)
suggesting that the between-group variability is not sufficient to explaiwatience
among mean effect sizes. These statistics can be found in Tables 17 and 18.
Subjective Bulimic Episodes

The results of the meta-analysis demonstrate moderate support for thegeohver
validity of the assessment of SBEs using the EDE and EDE-Q. With regardnetde
analysis using Cohen’s d, effect sizes for the individual studies rangeddfonmto 0.17

with a mean effect size of -0.21 (95% CI: -0.33 to -0.09). The homogeneity analysis
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failed to reject the null hypothesis of homogeneity which indicates thataheret
differences in the mean effect sizes across studies, Q(7) = p£785. With regard to
the meta-analysis using correlation coefficients, the effect fnzehe individual studies
ranged from -.09 to .78 with a mean effect size of .52 (95% CI: .43 - .60). The
homogeneity analysis did reject the null hypothesis of homogeneity whichtawltbat
there are significant differences in the mean effect sizes acuadsssQ(7) = 56.3f <
.001. Results from the heterogeneity analysis indicate that gnlya® significant (@4)
=54.45p < .001; Q(3) = 1.92p > .05) suggesting that the between-group variability is
sufficient to explain the variance among mean effect sizes. The comddatween the
EDE and EDE-Q appears significantly lower for the BED sample (r=-.0i)ftilahe
other samples. These statistics can be found in Tables 17 and 18.

Self-Induced Vomiting

The results of the meta-analysis demonstrate strong support for the cabverge
validity of the assessment of self-induced vomiting using the EDE and EDEHY. W
regard to the meta-analysis using correlation coefficients, the affestfer the
individual studies ranged from .72 to .99 with a mean effect size of .89 (95% CI: .81 -
.98). The homogeneity analysis failed to reject the null hypothesis of homogehwity
indicates that there are not differences in the mean effect sioss atudies, Q(7) =
2.38,p > .05. Only two studies reported the means and standard deviations of the
frequency of self-induced vomiting as assessed by the EDE and EDE-Q €T aiter
2001; Wolk et al., 2005). Due to the limited amount of data, a meta-analysis using

Cohen’s d is inappropriate. These statistics can be found in Tables 17 and 18.
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Laxative Misuse

The results of the meta-analysis demonstrate strong support for the convergent
validity of the assessment of laxative misuse using the EDE and EDE-Q. Y4t te
the meta-analysis using correlation coefficients, the effect fozehe individual studies
ranged from .60 to .99 with a mean effect size of .84 (95% CI: .75 - .93). The
homogeneity analysis did reject the null hypothesis of homogeneity whichtasltbat
there are significant differences in the mean effect sizes acrossssQ@) = 12.35 <
.05. Results from the heterogeneity analysis indicate that gniya® significant (@(4)
=12.04,p<.05; Q«(1) = 0.30,p > .05) suggesting that the between-group variability is
sufficient to explain the variance among mean effect sizes. In this lcasmyrtelations
between the EDE and EDE-Q appear lower for the AN and community-based samples
than for the participants with BN, the combined AN and BN sample, and the par8cipant
with primary substance use. As is the case for self-induced vomiting, onlyusiess
reported the means and standard deviations of the frequency of laxative misuse as
assessed by the EDE and EDE-Q (Carter et al., 2001; Wolk et al., 2005). Due to the
limited amount of data, a meta-analysis using Cohen’s d would be inappropriase at thi
time. These statistics can be found in Tables 17 and 18.
Other Compensatory Behaviors

Only two studies reported data on compensatory behaviors other than self-induced
vomiting and laxative misuse (Carter et al., 2001; Wolk et al., 2005). Of these, one
compared the frequency of diuretic misuse reported on the EDE and EDE-Q and the other

compared the frequency of excessive exercise reported on the two instr(meliktst
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al., 2005). The dearth of research on compensatory behaviors other than self-induced
vomiting and laxative misuse precludes the use of meta-analysis to exaeine t
convergent validity of the EDE and EDE-Q with regard to these constructs.
Discussion

The data from the meta-analyses provide support for the convergent validity of
the EDE and EDE-Q. The results from the meta-analyses using corretaitinients
indicate that there is a strong positive relationship between EDE and EDE-Qfecore
all four subscales, OBEs, SBEs, self-induced vomiting, and laxative misuse=siitte
of the homogeneity analyses indicate that these correlations do not vary amaegtdiffe
samples for the four subscales or self-induced vomiting, but that they do vary for the
assessment of OBEs, SBEs, and laxative misuse. The results from the rysig-ana
using Cohen’s d show that there are small to moderate defect sizes fofetendéds
between the EDE and EDE-Q for the Restraint subscale, Weight Concern subscale
OBEs, and SBEs and moderate to large effect sizes for the differetwegsmé¢he EDE
and EDE-Q for the Eating Concern and Shape Concern subscales. The results of the
homogeneity analysis indicate that the size of the effect varies anftergmti samples
for the Eating Concern, Shape Concern, and Weight Concern subscales as well as for the
assessment of OBEs. These findings have important clinical implicatiomefor t
assessment of eating disorder symptoms.

With regard to the four subscales of the EDE and EDE-Q, the results of the meta-
analysis indicate that participants who score high on one of the two instruments also

score high on the other. However, these results also demonstrate that particgrants s
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consistently higher on the EDE-Q than on the EDE. These results seem to itinditate
participants either over-report their symptoms on the EDE-Q or under-rapiort t
symptoms on the EDE. Researchers have suggested that people may under-neport the
symptoms during interviews because of feelings of shame elicited bystheflo
anonymity during face-to-face interviews. This hypothesis has been suppypitiee
finding that EDE-Q scores were more similar to EDE scores when the EBE wa
conducted via telephone rather than in person (Keel, Crow, Davis, & Mitchell, 2002).
However, other researchers have purported the opposite: that respondents may under
report their symptoms during interviews because their symptoms do not cause them
distress and are not perceived as problematic. Therefore, these symptomsepertext
during interviews because the participants do not want treatment. There ig@mpi
support for this theory as one study found that women who endorsed purging behavior on
the EDE-Q and subsequently denied this behavior during the EDE were signifieastly |
functionally impaired and distressed than women who endorsed purging behavior on both
instruments (Mond, Hay, Rodgers, & Owen, 2007). Finally, research from the Minnesota
Multiphasic Personality Inventory-2 (MMPI-2; Butcher, Dahlstrom, Grahastieden, &
Kaemmer, 1989), a self-report questionnaire, has demonstrated that denamabizat
distress can elevate scores on the Clinical Scales and the Infrequale{F over and
above those typically observed in psychiatric samples (Arbisi & BentRdr@®5;

Sellbom, Ben-Porath, McNulty, Arbisi, & Graham, 2006). Although one might argue that
distress would also inflate participants’ scores on structured intervieuwstuséd

interviews such as the EDE provide anchors that assessors can use to mggke ratin



29
thereby decreasing the bias caused by participant distress (Wilson, Alg83)gh
scores were higher on the EDE-Q for all subscales, it is notable that tmerdiée
between the two measures was greater for the Eating Concern and Shape Concern
subscales. It is possible that the variable responsible for higher scores orEtig ED
(e.g., shame, distress, etc.) is more associated with the Eating Conc8traped
Concern subscales than with the Restraint or Weight Concern scales; howegartghe
no data to support this assertion currently.

In addition to the finding that participants scored higher on the EDE-Q subscales
than the EDE subscales, the results of the meta-analysis indicate thz¢ thietlsese
differences varies among various samples. One interesting finding fromekea-
analysis is that a smaller difference between the EDE and EDE-@uwasfor patients
with AN than patients with BED. In fact, the size of the effect for the ANpszsn
approximated the size of the effect for the community samples for all sedbszaept
Shape Concern. These findings may be due to the ego-syntonic nature of AN, which
could decrease both the level of shame and distress these participants faelleBeof
whether participants over-report their symptoms on the EDE-Q or under-report thei
symptoms on the EDE, the data from this meta-analysis indicate thatrdnsraall- to
medium-sized effects for the differences between the two instrumehtsegard to the
severity of symptoms reported with participants consistently scoringrioghthe EDE-
Q than the EDE.

With regard to the assessment of eating disorder behaviors, the comselati

between the EDE and EDE-Q for compensatory behaviors ranged from .87 to .90
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whereas the correlation between the two instruments for OBEs and SBEs rangesbf
to .64. These data suggest that there is a stronger relationship between the two
instruments with regard to the assessment of compensatory behaviors than for the
assessment of binge eating. Although there were small effect sizbe flifferences
between the EDE and EDE-Q with regard to the assessment of OBEs and SBEs, these
data do not necessarily support the convergent validity of the EDE and EDE-Q for the
assessment of binge eating. As stated previously, the correlations bdtevésa t
instruments for the assessment of binge eating were lower than forébesrasat of
compensatory behaviors as well as the four subscales. Additionally, the fafigeto
sizes was large, ranging from -.26 to .58 for OBEs and -.17 to .57 for SBEs. There were
significant differences between the size of the effects amongst tbewvatudies, which
was explained by within-group differences or error. Finally, it should be noted that
participants did not consistently score higher on one instrument than the other int contras
to the pattern observed for the four subscales. These data indicate thatthere ar
inconsistencies between the EDE and EDE-Q for the assessment of bingehedtmay
not be due to the method of administration.

It has been suggested that the inconsistencies between self-report quessonnai
and interview-based assessments may be due to the vague, ambiguous definition of binge
eating and that giving participants more information regarding the defigniof binge
eating may increase the accuracy with which participants report thesedrsloavself-
report questionnaires such as the EDE-Q (Wilfley et al., 1997). Several studtes ha

found that administering the EDE-Q after the EDE results in higher cornéspce
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between the two instruments than administering the EDE after the EDE-<) €Pals,
2003; Carter et al., 2001). Because participants who completed the EDE-Qeat®E
would have received more comprehensive explanations of “binge eating” and “loss of
control,” these data support the hypothesis that giving respondents additionahtidarm
regarding the definitions of key terminology may enhance the correspondeneeibetw
the EDE and EDE-Q. Based on these data, Goldfein et al. (2005) created the Eating
Disorder Examination—Questionnaire with Instructions (EDE-Q-I) which previde
participants with definitions for a “large amount of food” and “loss of control.” The
limited amount of research on the EDE-Q-I has found that the EDE-Q-1 has higher
convergent validity than the original EDE-Q in assessing OBE frequencyticigents
with BED (Celio, Wilfley, Crow, Mitchell, & Walsh, 2004; Goldfein et al., 2005).

In sum, the results from these meta-analyses generally support the convergent
validity of the EDE and EDE-Q. The support for the convergent validity of the two
instruments is strongest for the Restraint, Eating Concern, Shape Concern, ghtd Wei
Concern subscales as well as for the assessment of self-induced vomitiagadine |
misuse. These data provide more limited support for the assessment of OBEs and SBEs.
These results suggest that both instruments can be used to validly assegstsonstr
associated with eating disorder symptoms. However, these data do not support using the
two instruments interchangeably as differences in symptom levels due t&féhendies
in administration may be erroneously attributed to other factors (e.g., teagment

condition).
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This study has several strengths. First, this is the only study to examine the
convergent validity of the EDE and EDE-Q using meta-analysis. Given thessmmgdle
sizes used in most previous research in this area, meta-analysis iglegsent
understanding the generalizability of the results. Second, both meta-ansiys)
correlation coefficients and Cohen’s d were used which allows for interpretdtboth
the relationship between the two instruments and the size of the differencerbdtee
two instruments. Third, individual meta-analyses were conducted to examine the
convergent validity between the EDE and EDE-Q for the assessment @iRReg&ating
Concern, Shape Concern, Weight Concern, OBEs, SBEs, self-induced vomiting, and
laxative misuse. Finally, a homogeneity analysis was used to examine whether
relationship between the EDE and EDE-Q is consistent across differenofygmmples.

This study also had several limitations. Most notable is the lack of res@athe
relationship between the EDE and EDE-Q for participants with BN and EDN@8llas
as for the assessment of compensatory behaviors. Additionally, this study does not
provide information regarding the convergence of individual symptom profiles between
the EDE and EDE-Q. Finally, the results from the meta-analysis can onlgdéous
describe the relationship between the two instruments. These data do not provide
evidence with regard to the cause of the differences between the EDE ar(@. HDEs,
suggestions for improving the correspondence between the two instruments can only be
made pending additional research.

These findings suggest several directions for future research. &diiomal

research is needed on the convergent validity of the EDE and EDE-Q for patiénts wi
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BN and EDNOS and for the assessment of compensatory behaviors. Second, researche
should continue to explore whether self-report questionnaires over-estimate symptom
levels or whether interview-based assessments under-estimgt®sytavels. Third, it
would be interesting to examine whether individual symptom profiles differ betinee
EDE and EDE-Q. Finally, additional research is needed to examine the inamissta

the assessment of binge eating.

Study 2: Convergent and Discriminant Validity of the EDE with Regard to the
Assessment of Binge Eating
Literature Review

The Eating Disorder Examination (EDE; Fairburn & Cooper, 1993) is commonly
referred to as the “gold standard” in the assessment of eating disorgeosygand
research has provided strong evidence for the validity of the EDE with regiuel t
assessment of eating disorder cognitions and compensatory behaviors. Hivesgas
limited support for the validity of the EDE with regard to the assessment & eatg.

For example, the differences between the EDE and EDE-Q for therassésd
cognitive symptoms of eating disorders are in a consistent, predictabledirect
regardless of the sample. These results suggest that the instrumessessag similar
constructs and that the differences between the subscale scores repdreetivon t
instruments are likely due to the fact that one is a self-report questenreereas the
other is a semi-structured interview. There are also differencesdetive EDE and

EDE-Q with regard to the assessment of binge eating. However, in contifast t
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assessment of cognitive symptoms, the differences between the EDE and BDi&«) f
assessment of binge eating are inconsistent. In other words, some studies found tha
participants report more episodes of binge eating on the EDE whereadatiherthat
participants report more episodes on binge eating on the EDE-Q. These innoiesiste
suggest that the differences between the two instruments may not be due to theomethod
administration; rather, there may be a problem inherent in the operationalizabiogef
eating. In addition to the inconsistencies between the EDE and EDE-Q, and pert&ps mor
disconcerting, is the observation that some participants who explicitly deyg &ating
during the EDE or the Structured Clinical Interview for the DSM-1V (SCIiDstF
Spitzer, Gibbon, & Williams, 1995) endorse subsequent binge eating when using
Ecological Momentary Assessment (EMA; Greeno, Wing, & Shiffman, 2000; legéra
Gorin, Catley, & Stone, 2001).

To further examine the validity of the EDE with regard to the assessment ef bing

eating, three studies have assessed the convergent validity of the bingsesaiorgof
the EDE through comparison to daily food records (Farchaus Stein & Corte, 2003; Loeb
et al., 1994; Rosen et al., 1990). A complete summary of these findings can be found in
Table 19. In the first of these studies (Rosen et al., 1990), a community sample of 106
women recorded their daily food and drink consumption for 7 days, and were asked to
indicate whether they believed each episode of eating was a binge episodesrit tifie
the 7-day monitoring period, each participant was assessed using the ERBnéA se
study examined the convergent validity of the EDE’s overeating section for Bedlay

and 28-day time period in a sample of women seeking treatment for BN (Loeb et al.,



35
1994). Prior to entering treatment, 82 women kept daily records of binge eating and self-
induced vomiting for 7 days. After 7 days, they completed an EDE that assessed binge
eating for both the past 7 days and the past 28 days. Participants in this studyedonti
keeping daily records of binge eating and purging during a 20-session Wesrklpyt. At
the end of treatment, participants were assessed again using the EDE. dhe end-
treatment EDE was then compared to the daily records of binge eating and parging
both 7-day and 28-day time periods. Of the 82 original participants, 50-69 were used in
the analysis of convergent validity due to missing data. The purpose of the thyrd stud
was not to test the convergent validity of the EDE, but to test the feasibiligirgf
EMA to assess disordered eating behavior (Farchaus Stein et al., 200&n Sigteen
diagnosed with either BN or subthreshold AN binge/purge subtype kept daily records of
binge eating and purging behaviors for 28 days using handheld computers. Pasticipant
also completed an EDE after the 28 days were completed. Of the original tpaats,
only data from 13 were used in the analyses.

These three studies all found a significant positive relationship between the
frequency of binge episodes reported on the EDE and the daily food records, with
correlations ranging from .56 to .93. However, the correlations in the Loeb eidgl (st
= .80 to .93)were stronger than the in Farchaus Stein et al. stueyg0) or the Rosen et
al. study ( = .56). Only one study reported the means and standard deviations of the
frequency of binge eating reported on the EDE and in daily food records (Fartdiaus S

et al., 2003). In this study, participants reported significantly highes cdtiginge eating
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on the EDE (M = 14.23, SD = 18.77) than when using the EMA methodology (M = 7.62,
SD =11.51)§ <.05; Cohen’s d =.42).

In comparison, the three studies also examined the convergent validity of the
EDE’s assessment of compensatory behaviors using daily recordingsaiiaftein et
al., 2003; Loeb et al., 1994; Rosen et al., 1990). All three studies found significant
correlations between the frequency of vomiting episodes reported on the EDE and the
frequency reported on daily recordings. These correlations ranged from .75 t@¢h99, w
the highest correlations found in the posttreatment phase of the Loeb et al. stydy. Onl
one study assessed the convergent validity of the EDE to assess laxatiienasic use,
or excessive exercise (Farchaus Stein et al., 2003). There were sigmfioc&lations
ranging from .62 to 1.00 between the EDE and EMA for these behaviors. As wasdehe ca
for binge eating, the Farchaus Stein et al. study was the only one to report means and
standard deviations for the frequency of compensatory behaviors reported on the EDE
and daily logs. There were no significant differences between the EDE &nd dai
recordings for self-induced vomiting, laxative use, or diuretic use with Coteaisging
from .13 to .24. Participants did report significantly higher frequenciescesive
exercise on the EDE (Cohen’s d =.78).
Limitations of Research on the Convergent validity of the EDE and Daily Food Records
Although the convergent validity of the EDE’s assessment of binge eating has

been examined, there are important limitations to these studies.Hérstjg an overall

dearth of research in this area, with only three studies examining theywalithe EDE
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with regard to the assessment of binge eating. This is surprising givenpibiéance of
the assessment of binge eating to the diagnosis of BN and BED.

Second, only two of the three studies examined the convergent validity of the
EDE and food logs in clinical samples (Loeb et al., 1994; Farchaus Steir2808l)., the
third study used a community sample (Rosen et al., 1990). One of the two studies that
used eating disorder samples conducted most of the analyses on the partidgrahtsyaf
had completed the active phase of a treatment study (Loeb et al., 1994). It tsuninjmor
note that there may have been participants in both the community sample (Résen et a
1990) and the posttreatment sample (Loeb et al., 1994) who were abstinent from
bingeing. If participants were abstinent from binge eating and therefoogted zero
binge episodes on both the EDE and food logs, the correlations between the EDE and
food records would be artificially inflated. However, neither the Rosen €%0) study
nor the Loeb et al. (1994) study examined whether the correlations between thadEDE a
food logs remained the same when participants abstinent from binge eatimgnmeved
from the dataset. Finally, the one clinical study that used a baseling éatnder
sample was very small (n = 16).

Third, only one study reported means and standard deviations for the frequency of
binge eating reported on the EDE and in daily food records. The other two studies only
reported correlations. Significant correlations between two variables sa@eesn when
there are significant mean differences between the two variablesudethe EDE is
used diagnostically and the diagnoses for BN and BED are based primarily on the

frequency of binge episodes, significant mean differences between the EDElyand da
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food records could result in these instruments arriving at different diageosttlusions.
Fourth, no studies have assessed the sensitivity and specificity of the EflaEs8¢he
EDE is often used as a diagnostic instrument, it is important to know the extent to which
the EDE assigns people to the correct diagnostic categories

A fifth limitation is that, although the EDE can be used to assess binge eating and
purging frequency for up to the past 6 months, no study has assessed the validity of the
EDE for this time period. Two studies have assessed the validity of the EDEesitvgr
section using a 28-day time period (Farchaus Stein et al., 2003; Loeb et al., 1994) and one
study assessed the validity of EDE’s assessment of binge eating-flayatihe period
(Rosen et al., 1990). The majority of questions on the EDE assess eating disorder
symptomatology during the past 28 days. However, as stated before, the EDE ischlso use
to determine diagnostic status and the diagnoses of BN and BED are based in part on the
frequency of binge eating during the past 3 and 6 months respectively. Unfdytumate
study has assessed the validity of the EDE’s assessment of bingdaagiiger of these
time periods.

Sixth, none of the validity studies of the EDE indicated whether the researcher
differentiated between OBE'’s and SBE’s in their analyses. Assumingbihge“eating”
refers to OBE'’s, there is no published research on the concurrent validity of this EDE
assess SBE’s. Consequently, there has been no research that has studiéty thietlzdil
EDE to differentiate between OBE’s and SBE’s. This is important becaarpeodiic
status depends on the frequency of OBEs, not SBEs. However, some research has found

that the presence of loss of control is more important than the quantity of food consumed
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in laypersons’ definitions of a “binge” (Beglin & Fairburn, 1992). Research has found
that SBE’s are significantly correlated with indicators of eatingrdes symptoms such
as self-induced vomiting, diuretic misuse, overevaluation of shape and weight, and drive
for thinness. Additionally, SBEs may be as strong a predictor of eating disorder
pathology as are OBEs (Latner, Hildebrandt, Rosewall, Chisholm, & Hayashi, 2007)
Thus, it may be difficult for participants to distinguish between OBEs and SBEs, but
given the importance of the difference between the two types of episodesgeittl to
diagnostic status, it is important for the EDE to distinguish between OBEs &%l SB

Finally, the validity studies of the EDE have primarily used women who were

both binge eating and purging, which may limit the generalizability of the sdsult
participants who have other disordered eating symptoms (e.g., only binge eating). The
restricted range of disordered eating in these study’s samples is intfortanother
reason as well. Several studies have found that instruments that measure disordere
eating behaviors, including the EDE, appear to have better convergent validity for the
assessment of self-induced vomiting than binge eating. This suggests thathimge e
whether it is assessed by the EDE or an alternative measure, may bedifficate
construct to assess than self-induced vomiting. Women who both binge and purge often
engage in these behaviors consecutively. Thus, validity studies of the EDE that only
include women who binge and purge may overestimate the concurrent validity of the
EDE in assessing binge eating because the participants may be usingctideof

vomiting episodes to help them recall the frequency of their binge eatsapepi



40
The purpose of this study was to examine the convergent validity of the EDE’s

assessment of binge eating, addressing the limitations described absty¢hiBistudy
examined the validity of the EDE and daily food records in a sample of agtitBED.
Participants in this study did not regularly use compensatory behaviors anebtiids
not be able to use their recall of compensatory behaviors to enhance their recall of binge
eating. Second, because a posttreatment sample was used, analyses werdocomduct
the full sample as well as a partial sample in which participants who deniecebiimyg
on both the EDE and DFRs were removed. This insured that the relationship between the
EDE and daily food records was not artificially inflated due to abstinengargftems.
Third, analyses were conducted for a 3-month time period, which better apptestha
time period needed to make diagnoses of eating disorders. Fourth, this study also
differentiated between OBEs and SBEs and ran separate analyses for tyetaf t
eating episodes. Fifth, separate convergent validity analyses were ezhfitudhe
assessment of binge days and binge episodes. They were then compared to determine
whether one demonstrated greater convergent validity than the other. Sixiljdig
of the EDE was examined using Pearson product-moment correlations, meanckere
effect sizes, and analyses of sensitivity and specificity. Seventh, lgsiamd
disciminant validity was conducted to determine whether the EDE is able tiondiste
binge eating from similar constructs: namely depression, body dissaisfand self-
esteem. Finally, an analysis of contamination was conducted to determinentiesiee
same constructs contaminate the assessment of binge eating using tmoEDRan the

DFRs.
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Method
Participants

The sample included 26 adult women and 8 adult men participating in a treatment
outcome study for BED (Peterson, Mitchell, Crow, Crosby, & Wonderlich, 2009) who
completed daily food records and an end-of-treatment EDE. The age range for
participants in this study was 37-63 years with a mean age of 51 yedvst Alie of the
participants identified themselves as Caucasian (97%) with one particpatifying as
African American. The majority of the participants indicated that thene full-time
wage earners (59%), 5 participants identified as part-time wage e@rb@&s 3
identified as homemakers (9%), 1 participant was unemployed (3%), and 5 patsicipa
identified themselves as “other” (e.g., retired, disabled, etc.).

At baseline, all participants met criteria for Binge Eating Disoadedefined by
the following criteria: binge eating occurring on average twice per wedkd past six
months, overevaluation of shape and weight, and a>BRH. The BMI of participants at
baseline ranged from 24.87 to 62.02 with a mean BMI of 39.41 whereas at posttreatment,
the participants’ BMIs ranged from 24.02 to 63.74 with a mean BMI of 39.24. There
were no significant differences between participants’ BMIs at inesahd posttreatment.
Procedure

Participants who met criteria for the study were randomized to one of three
treatment groups or to a waitlist control group. The three treatment greupsdentical
except for the amount of therapist contact. Each treatment group met 15 times for 80

minutes over a 20-week period, once weekly for the first 10 weeks and biweekly for the
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remaining 10 weeks. In the therapist-led group, a doctoral-level therapisigudiie
participants with 40 minutes of psychoeducation and then led a discussion for 40 minutes.
In the therapist-assisted group, participants watched a video of a doctorahézapldt
providing psychoeducation and then a therapist led a 40-minute discussion in person. In
the self-help group, participants watched the same video as in the thersigigtdagroup
and then the participants took turns leading the 40-minute discussion. Participants
randomized to the waitlist group took part in the therapist-led group at the end of the 20-
week waiting period.

All participants, regardless of treatment group, were asked to compldte foo
records each day during the treatment phase of the study and to bring the foodtoecords
their treatment group each week. The food logs were collected at the hggheach
therapy session by a research assistant, who copied these forms and thed tie¢un to
the participants for use in the treatment sessions. Eating disorder symptdmesngnc
frequency of binge eating, were assessed at baseline and posttresimgithe EDE.

All assessors were blind to the participants’ treatment group. Particedaatsompleted
a battery of self-report questionnaires at baseline and posttreatment.
Measures

Eating Disorder Examinationlhe Eating Disorder Examination (EDE; Fairburn
& Cooper, 1993) is a semi-structured interview that assesses eating dddreleagiors
and cognitions during the past 6 months, giving the most attention to the past 28 days.
The EDE assesses the number of objective and subjective binge days and total number of

objective and subjective binge episodes for each of the past 6 months. The EDE allows
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the assessor to help guide the participant in identifying binge episodes aididatong
between OBEs and SBEs. The reliability and validity research waswediin Study 1.
The EDE was used in this study to assess the frequency of OBE days and @BEsepis
for the past 6 months. The frequency of SBE days and SBE episodes was only calculated
for the past 28 days.

Daily food recordsDuring the 20-week treatment phase of the study, participants
were asked to keep daily food records on sheets provided by the researchersimevery
the participants ate, they were to write in the type of food consumed, the amount
consumed, the time and place it was consumed, and the context in which it was
consumed. Participants were instructed to identify episodes of eatibgnges” when
“[they] consumed an excessive amount, and/or you experienced a sense of loss of
control.” The food records are blank sheets of paper with columns for time/place,
type/amount of food consumed, context, and whether it was a binge.

Two experienced assessors were who blind to *** individually reviewed the daily
food records and coded each episode of eating as an OBE, SBE, or normative eating
based on the quantity of food consumed and whether loss of control was present. The
assessors calculated the number of OBE days, OBE episodes, SBE days, and SBE
episodes for each participant included in the study. The assessors determited whe
each eating episode was objectively large using the criteria outtiried EDE. Loss of
control was based on whether the participant identified the eating episodeiagea’

Few OOEs (objectively large episodes without loss of control) were repdrtethe

assessors assumed that when participants indicated an episode of eatingimgesat"
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included loss of control. This is also supported by data indicating that loss of control is
more important to a layperson’s definition of binge eating than is the quantity of food
consumed (Beglin & Fairburn, 1992).

One of the assessors was the author of the study, who has had training and 6+
years experience administering the EDE. The other assessor wadlgricaimeed by one
of the developers of the EDE, C. Fairburn, Ph.D., and has had 15+ years administering
the EDE. Twenty percent of the ratings were compared between ratesede sderrater
agreement (see Preliminary Analyses section below).

Inventory for Depressive Symptomatology-Self-Reptw Inventory for
Depressive Symptomatology-Self-Report (IDS-SR; Rush, Giles, SchlEsdion,
Weissenburger, & Burns, 1986) is a self-report questionnaire that assgspeanss
associated with Major Depressive Disorder. Respondents are asked he isdedrity of
28 symptoms on a 4-point Likert scale ranging from 0 (no symptoms) to 3 (severe
symptoms). The IDS-SR has demonstrated good test-retest reliab#ity85) and is
significantly correlated with both the Hamilton Rating Scale for Demegs= .67) and
the Beck Depression Inventony<£ .78). The internal consistency for the current sample
wasa=.88.

Rosenberg Self-Esteem Scdlee Rosenberg Self-Esteem Scale (RSE;
Rosenberg, 1965) is a self-report measure of general self esteenmp®&adiare asked to
assess the extent to which 10 statements are true for themselvepdrdsticte
statements such as such as "l have a positive attitude about myself" andriatféelat

not have much to be proud of’ on a 7-point Likert scale that ranges from “strongly agree
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to “strongly disagree.” The internal reliability for the Rosenberg BEsiéem Scale has
been found to be approximately .75 (Rosenberg, 1965). The internal consistency for the
current sample was=.93.

Body Shape Questionnair€he Body Shape Questionnaire (BSQ; Cooper et al.,
1987) is a self-report questionnaire that assesses the extent to which indivieluals ar
concerned with their body shape or figure. The BSQ asks participants to nate the
concern with their shape on a 6-point Likert scale, ranging from 1 (NevérjAlways).
Sample items include “Have you felt so bad about your shape that you have an@d?” a
“Have you avoided wearing clothes which make you particularly aware of the ghape
your body?” The BSQ has demonstrated good concurrent validity with the Eating
Attitudes Test (EAT; Garner & Garfinkel, 1979) and the Body Dissatisfactibscsle of
the Eating Disorder Inventory (EDI; Garner, Olmstead, & Polivy, 1983). Auahdilly,
the BSQ is able to differentiate between patients and non-patients, such thatwitdme
BN scored significantly higher than a community sample. Finally, the BSQ ha
demonstrated good test-retest reliability=.88) (Rosen, Jones, Ramirez, & Waxman,
1996). The internal consistency for the current samplexw#¥ .
Data Analysis Plan

Comparison of the EDE and Daily Food Record® examine the convergent
validity of the EDE and Daily Food Records, three types of analysescoedected.
First, pearson product-moment correlations were conducted between the frequency of
OBE days reported on the EDE and the frequency of OBE days reported on the Daily

Food Records. Similar correlations were calculated for OBE episodes, S8ES@dy
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episodes, Total days (OBE days + SBE days), and Total episodes (OBE episBdies + S
episodes). Analyses comparing the frequency of OBEs on the EDE and Daily Food
Records were conducted for the past 3 months whereas analyses comparagutrectr
of SBE days, SBE episodes, Total days, and Total episodes were conducted fdr the pas
28 days only. See Figure 1 for a graphical representation of these araésesd,
paired-sample t-tests will be conducted to examine whether there afeaigni
differences between the frequency of OBE days reported on the EDE and tleadsequ
of OBE days recorded in the Daily Food Records. Similar paired-sartgdtstwere
conducted for OBE episodes, SBE days, SBE episodes, Total days, and Total episodes.
Finally, effect sizes were calculated to examine the effeetdithe difference between
OBE days reported on the EDE and the frequency of OBE days recorded in the Daily
Food Records. Similar effect sizes were calculated for OBE episodes]e&§BESBE
episodes, Total days, and Total episodes.

Exclusion of zero-pairsAs stated above, past research on the convergence
between the EDE and Daily Food Records with regard to the assessment of bigge eati
has not accounted for participants who were not binge eating at the time of the
assessment. Inclusion of such participants has the potential to arificiidte the
convergence of the two instruments. To test whether the convergent validieyEEDE
and Daily Food Records is supported for those participants who have not reached
abstinence of symptoms during treatment, the analyses described abovenwere re
excluding all participants who scored “0” on both the food logs and the EDE. The

exclusion of such “zero-pairs” has been used previously in the alcohol dependence
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research to account for artificial inflation of correlations (Sobell et al., 1986)
Specifically, if a participant did not report any OBE episodes on the EDE or dailye
food records in Month 1, that person was taken out of the analyses relevant to OBE
episodes in Month 1. Likewise, if a participant did not report any SBE episodes on t
EDE or in the daily food records in Month 1, that person would be taken out of this
portion of the data analysis and so on for all pairs of analyses. However, itcgpatti
denied OBE episodes for Month 1 during the EDE, but reported OBE episodes for Month
1 in their daily food records or vice versa, that person was still included in this portion of
the analyses. Likewise, if a participant denied SBE episodes during the EDé&pdmix:a
SBE episodes in their daily food records or vice versa, that person was stdeidch
this portion of the analyses and so on for all pairs of analyses.

Comparison of days and episod&be EDE requires respondents to report the
total number of eating disorder episodes (e.g., OBE episodes) they had during B8 pas
days as well as the number of days on which these episodes occurred (OBEh#ays). T
rationale for this is that, because some respondents may have more than one episode pe
day, the frequency of OBE episodes may not be equivalent to the frequency ob@BE d
Currently there is no research on the use of days versus episodes. Within the eating
disorder literature, the frequency of days and the frequency of episodes are edten us
interchangeably. In fact, in one study on the convergent validity of the EDE, the
frequency of vomitingepisodeseported on the EDE was correlated with the frequency
of vomitingdaysreported on the EDE-Q (Binford et al., 2005). To determine whether

there is greater consistency between the EDE and Daily Food Rewoddy/$ or
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episodes, the correlation between the frequency of OBE days reported on the EDE and
Daily Food Records was compared to the correlation between the freqpieDBE
episodes on the EDE and Daily Food Records. Similar comparisons were madg for S
days and episodes as well as Total days and episodes. See Figure 2gdbrcalgra
representation of these analyses. Prior to testing the null hypothegs-that= 0, r was
transformed using Fisher’s transformation to correct for non-normality. Omas
transformed to z, the following calculation was used to test the null hypothésisz)

I\ ((L/(N1 = 3)) + (1/(N2 = 3))). The null hypothesis was supported if this statiaic
less than 1.96 (for a two-tailed testiat0.05).

Comparison of OBEs, SBEs, and Total (OBEs + SBESs) for Days and Episodes
RespectivelyAlthough a handful of researchers have reported on the psychometric
properties of the EDE in assessing both OBEs and SBEs, there has been inalstatist
comparison of these data. Additionally, there has been no research comparing the
psychometric properties of individual reports of OBEs or SBEs to a combined report of
OBEs + SBES (Total).

| hypothesized that the correlation between the EDE and Daily Food Records
would be stronger for the assessment of OBE days than SBE days. | also hypdthesiz
that the correlation between the EDE and Daily Food Records would be stronger for t
assessment of OBE days than Total (OBE + SBE) days, but that the camrbkttveen
the EDE and Daily Food Records would be stronger for the assessment of Biat (O

SBE) days than for SBE days.
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Likewise, | hypothesized that the correlation between the EDE and Daily Food
Records would be stronger for the assessment of OBE episodes than SBE episodes
Additionally, | hypothesized that the correlation between the EDE and Daily Food
Records would be stronger for the assessment of OBE episodes than Total 8BE}
episodes, but that the correlation between the EDE and Daily Food Records would be
stronger for the assessment of Total (OBE + SBE) episodes than SBE episodes

As stated above, Pearson product-moment correlations were conducted between
the frequency of OBE days reported on the EDE and the frequency of OBE daysdreport
on the Daily Food Records. Similar correlations were calculated forépiedes, SBE
days, SBE episodes, Total days, and Total episodes. See Figure 1 for a graphical
representation of these analyses.

These correlations were then compared as follows. First, the comdatiween
the EDE and Daily Food Records for the assessment of OBE days was comophaeed t
correlation between the EDE and Daily Food Records for the assessment dd\ZBE
Second, the correlation between the EDE and Daily Food Records for the asse$sme
OBE days was compared to the correlation between the EDE and Daily Food Rexcords
the assessment of Total days. Third, the correlation between the EDE anEdoail
Records for the assessment of SBE days was compared to the correlatemsnlibv
EDE and Daily Food Records for the assessment of Total days. See Figure 3 for a
graphical representation of these analyses. Fourth, the correlationhétedeDE and
Daily Food Records for the assessment of OBE episodes was compared toelagaror

between the EDE and Daily Food Records for the assessment of SBE episdueheFift
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correlation between the EDE and Daily Food Records for the assessment of OBE
episodes was compared to the correlation between the EDE and Daily Food Records
the assessment of Total episodes. Sixth, the correlation between the EDE arkeb8ahily
Records for the assessment of SBE episodes was compared to the corrdiagen be
EDE and Daily Food Records for the assessment of Total episodes. See Figure 4 for a
graphical representation of these analyses.

Individual Differences between the EDE and Daily Food Recdtdsg with
correlations, the frequency of binge eating reported on the EDE and Daily Food$Recor
was compared using paired sample t-tests. However, mean scores obscutdlbe fac
some respondents may report a higher frequency of binge eating on the EDESwherea
others may report a higher frequency on Daily Food Records. Thus, analyses that
compare means do not provide information about individual differences in scores. This
limitation is particularly important to determining the correspondence betiheeEDE
and Daily Food Records. For example, if there is no significant differencedretie
frequency of OBE days reported on the EDE and the frequency of OBE days reported on
Daily Food Records, this could either mean that respondents reported simi@nites
of this behavior on both instruments or that some respondents reported a higher
frequency on the EDE and others reported a higher frequency on Daily Food Records.
The former would support the correspondence of the EDE and Daily Food Records
whereas the latter would not.

To examine individual differences between the frequency of binge eatingecport

on the EDE and in Daily Food Records, the difference between the EDE and Daily Food
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Records was calculated for each of the following: OBE days, OBE epis®BE& days,
SBE episodes, Total days, and Total episodes using the following equation:rgifere
EDE frequency — Daily Food Record frequency. Thus, positive values reflect higher
frequencies on the EDE whereas negative values reflect higher frexguendhe Daily
Food Records. Frequency tables of difference scores were calculatediioof the
following: OBE days, OBE episodes, SBE days, SBE episodes, Total days, and Total
episodes.

Analysis of Sensitivity, Specificity, Positive Predictive Value, and Negativ
Predictive ValueSensitivity and specificity were calculated using equations based on the
number of True Positives, True Negatives, False Positives, and False Nedalives
Positive occurs when a persdoeshave a disorder and the instrument correctly
identifies that the persatbeshave that disorder. A True Negative occurs when a person
does nohave a disorder and the instrument correctly identifies that persmt l@sving
the disorder. A False Positive occurs when a pedses nohave the disorder, but the
instrument incorrectly identifies that the perslmeshave the disorder. Finally, a False
Negative occurs when a persdoeshave the disorder, but the instrument incorrectly
identifies that person asthaving the disorder. Sensitivity is calculated by dividing the
number of True Positives by the sum of True Positives and False Negatives. In other
words, Sensitivity is the probability that, if the person has the disorder, the iastrum
will correctly identify the person as having the disorder. Specificity ®utated by

dividing the number of True Negatives by the sum of True Negatives and False Bositive
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Specificity is the probability that, if a person does not have the disorder, thanast
will correctly identify that person as not having the disorder.

Positive Predictive Value (PPV) is the probability that, if the instrumentifoes
the person as having the disorder, the person does in fact have the disorder. It is
calculated by dividing the number of True Positives by the sum of True Positives a
False Positives. Negative Predictive Value (NPV) is the probabilityiftiae instrument
identifies the person as not having the disorder, the person does not actually have the
disorder. It is calculated by dividing the number of True Negatives by thefilime
Negatives and False Negatives.

In this study, the diagnostic status of each participant was determined fiveic
using the DFRs and then using the EDE. The EDE diagnosis was then compared to the
DFR diagnosis. In other words, the DFR diagnosis was used as the criterion and the
instrument in question was the EDE. Currently, BED is classified in the NSMR
(American Psychiatric Association, 1994) as Eating Disorder Not OtheB&pecified
and does not have its own set of criteria. However, research criteria@oai®Encluded
in Appendix B of the DSM-IV-TR (APA, 1994). These criteria include the presence of
binge eating two days per week for the past six months and the absence of regular
compensatory behaviors. Episodes of binge eating are defined as “eating, neta disc
period of time, an amount of food that is definitely larger than most people would eat in a
similar period of time under similar circumstances” and must include “a séfess of
control over eating during the episode” (p. 787). The binge eating must also be

characterized by at least three of the following: eating more rapidhyrtormal, eating
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until feeling uncomfortably full, eating large amounts of food when not physically
hungry, eating alone because of being embarrassed by how much one is eating, and
feeling disgusted with oneself, depressed or very guilty after ovegeatin

Currently, the eating disorder workgroup for DSM-V is considering gihgrthe
criteria for BED. One possible change is to decrease the frequateciador binge
eating to once per week. A second change being considered is to eliminaéegée “I
amount of food” criterion for a binge episode. This would mean that both OBEs and
SBEs would be considered “binges.” Thus, four analyses were conducted that atlowed f
the comparison of the sensitivity, specificity, PPV, and NPV of the EDE acr@ess the
various criteria sets: OBEs twice per week in Month 1, OBEs once per week in Month 1,
Total episodes (OBEs + SBESs) twice per week in Month 1, and Total episodes once per
week in Month 1. Given that the duration criteria for BED are likely to change to 3
months, two additional analyses were conducted: OBEs twice per week in Months 1-3
and OBEs once per week in Months 1-3. The sensitivity, specificity, PPV, and NPV of
the EDE could not be conducted for the past three months for the frequency of Total
episodes because the frequency of SBEs was not assessed in Months 2 or 3 by the EDE.
Distress was not used as a criterion for BED because this variable waptured on
the daily food records; thus, there is no comparison for distress reported on the EDE.

Discriminant validity To date, there is no research on whether the EDE
demonstrates discriminant validity with regard to the assessment of bitgg: & hus,

this study tested whether the EDE correlated more strongly withemoeasure of
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binge eating than it did with assessments of other constructs, specidepitession, self-
esteem, and shape concern.

| hypothesized that both the EDE and Daily Food Records would demonstrate
discriminant validity when compared to measures of depression, self-estekeshape
concern. The discriminant validity of the EDE was supported if the correlatimedret
the frequency of OBE days reported on the EDE and Daily Food Records wasistrong
than each of the following: the correlation between the frequency of OpBé&itad on
the EDE and scores on measures of depression (IDS-SR), self-esteemafiRStody
dissatisfaction (BSQ). Similar analyses were performed in whichreqadncy of OBE
days was replaced in the above by the following variables: the frequencyeof OB
episodes, SBE days, SBE episodes, Total days, or Total episodes.

First, the number of OBE days reported on the EDE was correlated with the
following variables: the number of OBE days reported on Daily Food Records,
depression scores (IDS-SR), self-esteem scores (RSE), and bodgfdistsah scores
(BSQ). Likewise, the number of OBE days reported on Daily Food Records was
correlated with the following variables: the number of OBE days reported othe E
depression scores (IDS-SR), self-esteem scores (RSE), and bodgfdistsah scores
(BSQ). This correlation matrix was repeated five times, repld®iBg days with each of
the following: OBE episodes, SBE days, SBE episodes, Total days, and Total episodes.
See Figure 5 for a graph of the proposed correlation matrix.

To test the hypothesis that the EDE demonstrated discriminant validity, the

correlation between the frequency of OBE days reported on the EDE and Daily Food



55
Records was compared to the correlation between the frequency of OBEsd@pothe
EDE and measures of depression (IDS-SR), self-esteem (RSE), andissatisfaction
scores (BSQ). These correlations were compared using the methodetkabile. This
analysis was replicated for the assessment of OBE episodes, SBE days,soBEsgpi
Total days, and Total episodes. See Figure 6 for a graphical representatieseof t
analyses.

Analysis of contaminatiorAlthough comparing the frequency of binge eating
reported on the EDE and Daily Food Records gives information with regard to the
correspondence of the two measures, it does not provide information on which instrument
IS a more accurate assessment of the construct of binge eating. As titecenspletely
accurate measure of binge eating with which to compare these two instrutments, t
validity of these measures will be tested by assessing their relapisnts measures of
theoretically-related constructs.

| hypothesized that Daily Food Records would provide a more accurate
assessment of binge eating. The EDE is hypothesized to be less accurse heehes
on recall, which can be contaminated by mood states. To test this hypothesis, the
correlation between the number of OBE days reported on the EDE and scores on the
measure of depression (IDS-SR) was compared to the correlation between theafumber
OBE days reported on the Daily Food Records and the measure of depression \IDS-SR
If the EDE was more contaminated by mood than the Daily Food Records, the icorrelat
between the EDE and the measure of depression (IDS-SR) would be significgimély hi

than the correlation between the Daily Food Records and the measure of depression
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(IDS-SR). This comparison was replicated for each of the following: OBib@gs, SBE
days, SBE episodes, Total days, and Total episodes. Likewise, the correlaticanbetwe
the EDE and self-esteem (RSE) was compared to the correlation betweehdoail
Records and self-esteem (RSE) and the correlation between the EDE and body
dissatisfaction (BSQ) was compared to the correlation between theHdaillyRecords
and body dissatisfaction (BSQ). See Figure 7 for a graphical represetatiese
analyses.
Results

Preliminary Analyses

The data first were checked for outliers. Data points that were more than 5
standard deviations from the mean were to be omitted (Howell, 2002); however, no data
points fit this description. The primary analysis of this study was to ieeawhether
there was a significant difference between the frequency of OBE episzatated on the
EDE and in the DFRs over the entire three-month time period. A posthoc analysis was
conducted to determine whether there was sufficient power to detect a significant
difference between the frequency of OBE episodes reported on these two insgrume
using a matched pairs t-test. Sample size was 34 participants and theJdatedpa
standard deviation of 11.09. Power for possible mean differences was calculated at t
significance level of .05, double sided, using MacAnova (Oehlert & Bingham, 2006).
These calculations indicated that there was 80% power to detect a meanaiftdrdrb
episodes, which represents an effect size of .50. The size of the effect fdfettience

between frequency of OBE episodes was only available from one study and was found to



57
be .42 (Farchaus Stein et al., 2003). Thus, a sample size of 34 appears to provide
adequate power to detect a difference between the frequency of OBE epepaatteir
during the EDE and in the DFRs.

Interrater agreement was calculated for the coding of OBE days, O8#&tlep)

SBE days, and SBE episodes in 20% of the sample. Determining the interratereagreem
by calculating the proportion of agreement among raters does not take into aleabunt t
agreement may occur by chance. Thus, Tinsley and Weiss (1975) recommended the
equation presented by Lawlis and Lu (1972) to determine whether there isénterrat
agreement that is significantly different than interrater agreement dharoe Tinsley

and Weiss also recommended calculating a T statistic, which indicatg¢iné of the
interrater agreement and is interpreted on the same scale as Cohen’'s keppading

for OBE days and SBE days was categorical, either a binge occurred on that day or not
thus, the proportion of agreement based on chance alone is 50%. Based on a chance
agreement of 50%, there was almost perfect agreement for the coding of OBg(days
N=433) = 382.56p<.001; T = 93.8, and SBE dayd(1, N=433) = 363.99<.001; T =

91.7.

The coding of OBE episodes and SBE episodes was continuous because a
participant could have x number of episodes on a particular day. There are nodataent
on the maximum number of episodes people with BED experience per day; thus, there
was no a priori range for x. Because the proportion of agreements due to chance is
needed to determine interrater agreement and is based on the range of respamges, a r

for the daily frequency of OBE and SBE episodes was determined post hoc. The
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observed range for OBE episodes was 0-2, representing a 3-point scales\lerea
observed range for SBE episodes was 0-3, representing a 4-point scale. Althagrglr a hi
frequency of episodes could have been observed, using the smallest possiblethenge is
most conservative approach as it undervalues each observed agreement. Usimg a 3-poi
scale, the proportion of agreement based on chance alone is .33. Thus, based on a chance
agreement of 33.3%, there was there was almost perfect agreement talitigeof OBE
episodesy?(1, N=433) = 776.84p<.001; T = 94.1. Based on a chance agreement of 25%,
there was there was almost perfect agreement for the coding of S®Eegi%(1,

N=433) = 1127.10p<.001; T = 93.2.
Comparison of the EDE and Daily Food Records

The results show positive correlations between the EDE and DFRs for all analyses
(see Table 20). The correlations between the EDE and DFRs in Month 1 welieaignif
for OBE days, OBE episodes, Total days, and Total episodes. The effect sihesdor t
correlations were medium to large, ranging from .44 to .54. There were medenn-si
correlations between the EDE and DFRs in Month 1 for SBE days or SBE episodes (rs
=.25to .31), but these correlations did not reach significance. Likewise, thersmadle
to medium sized correlations between the EDE and DFRs for OBE days &d OB
episodes in Months 2 and 3 (rs =.17 to .32), but these did not reach significance. The
correlation between the EDE and DFRs for the total time period (Monthg/as3)
significant for OBE daysr(= .41), but not for OBE episodeas< .32). Although the
correlations between the EDE and DFRs weakened from Month 1 to Month 3 for both

OBE days and OBE episodes, there were no significant differences between the
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correlations in Month 1 and Month 2, Month 1 and Month 3, or Month 1 and the Total
time period.

Overall, participants reported a higher frequency of binge eating on theHabD
were recorded in the DFRs. This difference was significant for OBEatady/spisodes in
Month 1, OBE days and episodes in Month 2, OBE days and episodes in Month 3, and
OBE days and episodes for the Total time period. Effect sizes for theserts&er
ranged from .37 to .67. Although participants reported more SBE days and episodes on
the EDE than the DFRs for Month 1, these differences were not significant (ds =.07 to
.10). Likewise, the differences between the EDE and DFRs for Total days ande=pi
(OBEs + SBESs) in Month 1 were not significant (ds =.21 to .24). These results ar
summarized in Tables 20 and 21.

Exclusion of Zero-Pairs

Preliminary analyses indicated that there were several zegrasent.
Specifically, with regard to the analyses of OBE days and episodes, 13patsoivere
removed from the analyses for Month 1, 14 for Month 2, five for Month 3, and three for
the Total time period. With regard to the analyses of SBE days and episodeslinliyont
five participants were removed from the analyses. Finally, with regane tbatal days
and episodes for Month 1, five participants were removed from the analyses.

When the zero-pairs were removed from the analyses, the correlatioegtetw
the EDE and DFRs remained positive but only two remained significant (seeZBable
Specifically, the correlation between the EDE and DFR for Total episodésrnith 1 ¢

= .38) and the correlation between the EDE and DFRs for OBE days during the Total
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time period £ = .38) remained significant. Overall, the correlations between the EDE and
DFR weakened when the zero-pairs were removed. The effect size forrdlatons
between the EDE and EDE-Q for OBE days and episodes and Total days and episodes in
Month 1 and OBE days and episodes in Months 1-3 were medium (as opposed to large in
the full sample), ranging from .34 to .41. The effect sizes for the correlatitvsdoethe
EDE and EDE-Q for SBE days and episodes in Month 1 were small (as opposed to
medium in the full sample), ranging from .15 to .23. Finally, the effect sizbdor t
correlations between the EDE and EDE-Q for OBE days and episodes in Months 2 and 3
were small (as opposed to medium in the full sample), ranging from .10 to .17. However,
the differences between the correlations in the full and partial samples dehaolot
significance.

When the zero-pairs were removed from the analyses, the differencesrbétee
frequency of binge eating reported on the EDE and the DFRs retained the ganne pat
Specifically, participants reported significantly more OBE days arsbdps on the EDE
at all time points, but there were no significant differences between the&DBFRSs
for SBE days in Month 1, SBE episodes in Month 1, Total days in Month 1, or Total
episodes in Month 1. It should be noted that the effect sizes for the difference between
the frequency of OBE days and episodes reported on the EDE and in the DFRgdhcreas
when zero-pairs were removed, ranging from .53 to .79 as opposed to .37 to .67 for the
full sample. The effect sizes for the frequency of SBE days, SBE epiJadakdays,
and Total episodes remained approximately the same when the zero-pairemeved.

The results are summarized in Tables 22 and 23.
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Comparison of Days and Episodes

The correlation between the EDE and DFR for the frequency of OBE days Month
1 was compared to the correlation between the EDE and DFR for the frequency of OBE
episodes in Month 1 and there were no significant differences between thekgionse
Similar comparisons were made for the assessment of SBE days and epidddethi
1, Total days and episodes in Month 1, OBE days and episodes in Month 2, OBE days
and episodes in Month 3, and OBE days and episodes during the Total time period and
none of these differences reached significance. These analyses watedaphen the
zero-pairs were removed and, likewise, there were no significant difEsdetween the
correlations between the EDE and DFRs for days versus episodes. PleageTable
24 for details
Comparison of OBEs, SBEs, and Total (OBEs + SBESs) for Days and Episodes
Respectively

The correlation between the frequency of OBE days reported on the EDE in
Month 1 and in the DFRs in Month 1 was compared to the correlation between the
frequency of SBE days reported on the EDE in Month 1 and in the DFRs in Month 1.
Likewise, the correlation between the frequency of OBE days reported on thargi
the DFRs in Month 1 was compared to the correlation between the frequency of Total
days reported on the EDE and in the DFRs in Month 1. Finally, the correlation between
the frequency of SBE days reported on the EDE and in the DFRs in Month 1 was
compared to the correlation between the frequency of Total days reported @&he E

and in the DFRs in Month 1. There were no significant differences between angeof the
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correlations. Likewise, there were no significant differences betveetotrelations
when the zero-pairs were removed.

Similarly, the correlation between the frequency of OBE episodesgedpmn the
EDE in Month 1 and in the DFRs in Month 1 was compared to the correlation between
the frequency of SBE episodes reported on the EDE in Month 1 and in the DFRs in
Month 1. The correlation between the frequency of OBE episodes reported on the EDE
and in the DFRs in Month 1 was also compared to the correlation between the frequency
of Total episodes reported on the EDE and in the DFRs in Month 1. Finally, the
correlation between the frequency of SBE episodes reported on the EDE and in the DFR
in Month 1 was compared to the correlation between the frequency of Total episodes
reported on the EDE and in the DFRs in Month 1. Again, there were no significant
differences between any of these correlations in the full sample or wdhearthrpairs
were removed. Thus, the inclusion of zero-pairs did not significantly inflate the
convergent validity between the EDE and EDE-Q in this sample. Refer te 2albbr
details.
Individual Differences between the EDE and Daily Food Records

An analysis of individual differences suggests that approximately twiogaay
participants reported a higher frequency of objective binge eating on the EDEhas i
DFRs for all time points. This was in contrast to the finding that approximaeelyame
number of participants reported subjective binge eating on the EDE as in thellDFRs.
addition, approximately twice as many participants reported the samerfegqpfeOBES

on the EDE and DFR as reported the same frequency of SBEs on the EDE and DFR. This



63
finding may be due to the higher number of participants who reported zero OBEs on both
instruments in Month 1 than reported zero SBEs on both instruments in Month 1. See
Figure 9.

Analysis of Sensitivity, Specificity, Positive Predictive Value, and Negatadeive
Value

The sensitivity, specificity, PPV, and NPV of the EDE, using DFR diagnoses as
the criterion, were calculated to determine the probability that theipartte with and
without BED were correctly categorized by the EDE. These analys@soalculated
using different diagnostic criteria for BED. When BED was defined as haugits O
twice per week in Month 1 the sensitivity, specificity, and NPV of the EDBe@ from
88% to 100%, but the PPV was only 20%. When BED was defined as having OBEs once
per week in Month 1, the sensitivity, specificity, and NPV of the EDE all desaleas
ranging from 60% to 92% whereas the PPV increased slightly to 30%. V&i2rvBs
defined as Total episodes (OBEs + SBES) twice per week in Month 1, the semsitivit
specificity, PPV, and NPV of the EDE were all moderate, ranging froft t67/80%.
Finally, when BED was defined as Total episodes once per week in Month 1, the
sensitivity, specificity, PPV, and NPV of the EDE ranged from 67% to 94%. Although
defining BED as OBEs twice per week in Month 1 resulted in the highestigignsmd
specificity, the PPV of the EDE was sacrificed. Defining BED as totgjds at a
frequency of once per week during Month 1 resulted in acceptable sensitivity and

specificity of the EDE without sacrificing the PPV or NPV of the EDE.
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When BED was defined as reporting two OBEs per week for three months on the
DFRs, the sensitivity, specificity, PPV, and NPV of the EDE ranged from 50%8%0 9
When the frequency criterion was changed to an average of one OBE per weedefor thr
months, the sensitivity, specificity, PPV, and NPV of the EDE decreased tco3334%0t
Thus, when using data from all three months, defining BED as OBESs twice per week
resulted in higher sensitivity, specificity, PPV, and NPV for the EDE thanidgBED
as OBEs once per week. See Figures 10-12.
Discriminant Validity

The discriminant validity of the EDE was examined to determine whether the
EDE was able to distinguish between the construct of binge eating and celagtructs
such as body dissatisfaction, depression, and self-esteem. The relationshgm bleéve
EDE and DFRs was not significantly stronger than the relationship bethe&DE and
a measure of body dissatisfaction for any type of binge eating (e.qg,, SHH].
Likewise, the relationship between the EDE and DFRs was not significaotigstrthan
the relationship between the EDE and a measure of depression for any of the tinigge ea
comparisons. Finally, the relationship between the EDE and DFRs was notarghfi
stronger than the relationship between the EDE and a measure of self{festaeytype
of binge eating. See Table 26 for the correlation matrix and Table 27 for tipacsom
of correlations.
Analysis of Contamination

An analysis of contamination was conducted to determine whether the assessment

of binge eating using one of the two instruments, the EDE or DFRs, was less mfluenc
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by related constructs such as body dissatisfaction, depression, and seif-Bstey
dissatisfaction did not correlate more strongly with the EDE than with FfRsn any of
the binge eating comparisons. Likewise, depression did not correlate nooigystvith
the EDE than with the DFRs for any type of binge eating. Finally, sedee did not
correlate more strongly with the EDE than with the DFRs in any of the baigey
comparisons either. See Table 26 for the correlation matrix and Table 28 for the
comparison of correlations.

Discussion
The purpose of the current study was to expand on previous research on the
convergent validity of the EDE and DFRs by (1) using a BED sample who could not use
their recollection of compensatory behaviors to enhance their recollection ofelaitngg,
(2) analyzing the results in a full sample as well as a partial sampleah wévo-pairs
are removed, (3) examining the convergence between the EDE and DFRs over three
months, (4) distinguishing between OBEs and SBEs, (5) examining the convergence of
the two instruments with regard to diagnostic status, (6) determining witie¢higro
instruments can distinguish between binge eating and similar constrgcts (e
depression), and (7) whether similar constructs contaminate one instrume tthamottee
other.
The primary purpose of this study was to examine the convergence of the EDE

and DFRs. The results demonstrated a positive relationship between the EDE &nd DFR
suggesting that people who report more binge eating on one instrument also report mor

binge eating on the other instrument. However, this relationship only reached
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significance for the assessment of objectively large binges and total dungeg Month
1 and objectively large binges during the total three-month time period. Theze w
significant differences between the frequency of binge eating reportbée &DE and
DFRs for objectively large binge eating only, with participants reportgrgficantly
more objectively large binges on the EDE than in the DFRs during everpéinosl.

In contrast, the correlation between the EDE and DFRs for subjective bingg eati
did not reach significance and there were no significant differencks frequency of
binge eating reported on the EDE and DFRs for subjective binge eating. Thasgsfindi
indicate that there was essentially no relationship between the twonassess
participants who reported higher frequencies of subjective binge eating orsttnenent
did not report higher frequencies of subjective binge eating on the other instruhreent. T
non-significant comparison of means analysis typically implies that tesenot a
significant difference between the frequency of subjective binge eapinged on the
EDE as compared to the DFRs. However, it is important to remember that Sonudr
means analyses can obscure the fact that some participants may begapgmificantly
more binge eating on one instrument than the other and vice versa. The analysis of
individual differences supports the latter assertion in this sample. Apprexyia
same percentage of patients reported more subjective binge eating on the EDE than t
DFRs as reported more subjective binge eating on the DFRs than the EDE. G3een the
findings and the high variance with regard to the assessment of subjectivedtinge it

is likely that the non-significant difference between the EDE and DFRkdor
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assessment of subjective binge eating obscures significant differencdsidual
scores.

The exclusion of these zero-pairs did not change the results of the comparison of
means analysis. Although the exclusion of zero-pairs weakened the tcomseketween
the EDE and DFRs so that most were no longer significant, these changes in the
correlations were not significant. It should be noted that this may be due to lower powe
with smaller samples. In fact, there were changes in the size of ¢oésefthen the zero-
pairs were removed. With regard to the correlations between the EDE andl&gRs
effects in the full sample were reduced to medium effects in the partiplesand
medium effects were reduced to small effects. Likewise, with regane tmé¢an
differences between EDE and DFRs for the assessment of OBE days andsapisode
Months 1, 2, and 3, small and medium effects in the full sample increased to medium and
large effects in the partial sample respectively. Thus, the convergentwhaétiteen the
EDE and the DFRs was lower when zero-pairs were removed from the analyse
Secondary analyses examined whether there were differences in the coceerge

between the EDE and DFRs (1) across time, (2) for the assessment of bingersiays
binge episodes, and (3) for the assessment of objective versus subjective varsus tot
binge eating. The results indicated that there were no significantedi¢ies in the
relationship between the EDE and DFRs over time. However, this finding may be due
insufficient power. The convergence between the EDE and the DFRs was not
significantly stronger for binge days or binge episodes for any type @ le@ting or

during any time period. Finally, there were no significant differences irethgonships
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between the EDE and DFR for the assessment of OBEs, SBESs, or Total episodes. The
results from these secondary analyses were replicated when the zenograiexcluded
from the analyses. Thus, the evidence suggested that there was no significamtogiffe
in the validity of assessing objectively large binge episodes acrossassessing days
versus episodes, or assessing objective versus subjective versus ¢etaabing.

Analyses of sensitivity and specificity indicate that the sensitivity padificity
of the EDE vary as the criterion set for BED varies. Specifically, as tieei@rior BED
became less stringent, the sensitivity of the EDE increased and the dyetiifice EDE
decreased. In other words, as the criteria became less stringenglbilgy of
obtaining a false positive increases and the probability of obtaining anéajagve
decreases. This may be considered an advantageous exchange as inclangtying a
person as not having BED may prevent treatment of the disorder. Additionally tehe
criteria for BED became less stringent, the PPV of the EDE also iedréas., the
probability that a person identified by the EDE as having BED actuallBBs
increases). This has important implications for research studies in parsisuke EDE is
often used as a diagnostic assessment in research.

Importantly, the proposed criteria for DSM-V define BED as OBESs occuornng
average twice per week for three months (APA, 2010). Thus, these data provide an
approximate comparison of the sensitivity, specificity, PPV, and NPV of the ERE w
using the DSM-IV-TR versus the DSM-V criteria for BED. These dataesigbat the
sensitivity, PPV, and NPV of the EDE are all higher using the DSM-IV4{TtBria

whereas the specificity of the EDE is higher using the DSM-V critepaueder, the
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specificity of the EDE only decreased slightly, from 73% to 67%, when using DSM-
TR criteria rather than DSM-V criteria. These data suggest that the\D&feria do
not provide an improvement in the criteria for BED with regard to accuragyrgitem
assessment.

The EDE did not demonstrate disciminant validity from measures of related
constructs as the correlations between the EDE and the DFR were not sitipifica
stronger than the correlations between the EDE and measures of body ditgatisf
depression, or self-esteem. These findings indicate that the EDE was not able to
distinguish between binge eating and body dissatisfaction, depression, otessati-es
However, it should be noted that the relationship between the EDE and measures of body
dissatisfaction, depression, and self-esteem were not significaothgstrthan the
relationships between the DFRs and measures of body dissatisfaction, dapeessi
self-esteem. Thus, the EDE was not significantly more contaminated by body
dissatisfaction, depression, and self-esteem than were the DFRs.

Overall, these data provide support for the validity of the EDE to estihmte t
frequency of objective binge eating and total binge frequency recorded onRsabF
Month 1. The data provide limited support for the validity of the EDE with regard to the
assessment of subjective binge eating in Month 1 or objective binge @alitagihs 2
or 3. The results do not support the ability of the EDE to discriminate between the
assessment of binge eating as measured by DFRs and the assessméad abres&ructs

such as body dissatisfaction, depression, and self-esteem. However, thesoegdts
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that the EDE and DFRs were equally contaminated by body dissatisfactiorssitapre
and self-esteem.

Although the EDE demonstrated convergent validity with the DFRs for the
assessment of objective binge eating and total bingeing, the inconsishetaiesn these
instruments had a significant impact on the sensitivity, specificity, PPV, BNddfthe
EDE. Unfortunately, these data do not indicate whether the inconsistenevegb¢he
EDE and DFRs are due to a limitation of the EDE, a limitation of the DFRs, or amroble
related to the construct of binge eating itself.

Two other studies have compared assessments of binge eating to food records. In
the first (Ortega, Waranch, Maldonado, & Hubbard, 1987), eight women with BN
reported significantly more binge episodes on weekly recall sheets tharyifoddil
records, with large effect sizes. In the second study (Bardone, Krahn, Goodman, &
Searles, 2000), 45 undergraduate women were asked to call an interactivesgmosee
(IVR) system daily to report the number of binge eating episodes they hiad on t
previous day. At the end of 12 weeks, the researchers assessed participamsatongg
and binge drinking during the previous 12 weeks using a time-line follow-back (TLFB)
assessment. The TLFB procedure is a structured interview that orientgpats to the
past 12 weeks and then asks participants to recall the frequency of behaviors during tha
period. The TLFB was originally designed to assess alcohol consumption (Sohell et al
1986). The results indicated that participants were 2.2 times more likely to regdar
binge eating during the past 12 weeks when reporting their behaviors usiugrthe

compared to the TLFB.
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These findings suggest that other assessments of retrospective bimgaleat
perform poorly when compared to daily recordings of binge eating. Based onl#it@se
one might wonder whether the inconsistencies between the EDE and DFRs are simply
because the EDE is based on recall. However, it should be noted that in the Catega et
(1987) study, there was no significant difference between the frequepaygirfig
recorded in the daily diaries and the frequency recalled at the end of the witledrat e
baseline (Cohen’s d = .16) or post-treatment (Cohen’s d = .21). These findings have bee
replicated with the EDE (Farchaus Stein et al., 2003; Loeb et al., 1994; Rosen et al.,
1990). Thus, the inconsistencies present in the assessment of binge eating do not appear
to be present for the assessment of compensatory behaviors. This suggtsts that
inconsistencies in the assessment in binge eating are not due to problesrd inhibe
retrospective recall of behaviors nor are they due to limitations of the EDHicaiBci
Rather, the consistency with which assessments of binge eating differriagtimates of
binge eating frequency suggest that there may be important limitatitmeegard to the
construct of binge eating.

This study had several strengths. Most notably, this was the first study to
compare: (1) the EDE to Daily Food Records for a 3-month time period, (2)lidh¢yva
of assessing binge days versus binge episodes, (3) the validity of assedsggetdis
SBEs versus Total binge eating, and (4) the validity of assessing @BEonth 1, 2, 3,
and Months 1-3. It was also the first study to examine the sensitivity, sggchPV,

and NPV of the EDE; the discriminant validity of the EDE; and whether the EDE or
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DFRs are more contaminated by related constructs (e.g., depressiony, Fhrsals the
only study to identify zero-pairs and re-examine the data after removing stgch pa

Unfortunately, this study also had several limitations, of which the small sampl
size is arguably the most important. Of the 91 participants that completed af: end-
treatment EDE, only 34 (37%) completed a daily food record within 28 days of the end-
of-treatment EDE. Additionally, of the 2,856 data points for the DFRs (84 days x 34
participants), 577 (20.2%) were missing. Although this is a significant amounssihi
data, the only other study to ask participants to use daily recordings of binge eating
reported a comparable percentage of missing data (17.6%; Bardone et al., 2000).
Unfortunately, it is impossible to know whether the DFRs were missing because
participants did not record or because they were not in therapy or were not asked to t
in the records.
Given the importance of making correct diagnoses prior to beginning treatment,

future studies should examine the 3-month convergent validity of the EDE and DFRs in a
sample of non-treatment-seeking eating disorder patients or in a santglketioieint-
seeking patients prior to starting treatment as these participanysdiqrience higher
rates of binge eating. Additionally, comparing the convergent validitiyeoEDE and
DFRs to the convergent validity of the EDE-Q and DFRs may provide important
information regarding the comparative validity of self-report versus iewrbased
assessments of binge eating. Finally, with DSM-V on the horizon, it is imptotant
remember that the criteria for eating disorders may change soon. Gatehe EDE is

one of the most widely used diagnostic instruments, it may be beneficial ttnexhm
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criterion-oriented validity of the EDE with regard to possible criteets. Comparing the
criterion-oriented validity of the EDE for different criteria setsild provide useful

information not only for the validity of the EDE, but also the validity of the catseis.



Table 1. Test-Retest Reliability of EDE

Objective | Objective | Subjective | Subjective
Eating Shape Weight Bulimic Bulimic Bulimic Bulimic | Vomiting | Vomiting
N | Restraint | Concern | Concern | Concern Days Episodes Days Episodes Days Episodes
Grilo et al. (2003)° | 18 .88** .51* .50* .52* L 70 A7 A7 - -
Rizvi et al. (2000)* | 20 76** 74 76%* gL .83** .85** .40 .34 97** 97**
*p <.05; *p<.001
*Spearman's rho
SPearson Product Moment Correlation
EDE: Eating Disorder Examination
Table 2. Inter-Rater Reliability of the EDE
Objective | Objective | Subjective | Subjective
Eating Shape Weight Bulimic Bulimic Bulimic Bulimic | Vomiting | Vomiting
N | Restraint | Concern | Concern | Concern Days Episodes Days Episodes Days Episodes
Grilo et al. (2003)° 18 .96* .90* .84* .65* .99* .98* 91* 91* - -
Rizvi et al. (2000)* 20 .95* .94* .90* .99* .99* .99* .99* 91* 1.0* 1.0*
Rosen et al. (1990)¥ 106 .92 .98 .99 .95 - - - - - -

*p <.001; ¥Significance levels were not provided
Spearson Product Moment Correlation

*Spearman's rho

EDE: Eating Disorder Examination
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Table 3. Internal Consistency of the EDE

Eating Shape Weight

N | Restraint | Concern | Concern | Concern
Beumont et al. (2003) 116 .78 .68 .70 .70
Byrne et al. (in press)? 158 .64 .68 .85 .76
Byrne et al. (in press)b 317 .65 44 T7 .69
Byrne et al. (in press)° 170 .58 .69 79 .67
Cooper et al. (1989) 142 75 .78 .79 .67
Grilo et al. (in press) 688 .63 .60 .68 .51

EDE: Eating Disorder
Examination

®Eating disorder sample
bCommunity sample
‘“Obese sample
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Table 4. Test-Retest Reliability of the EDE-Q

SHORT-TERM TEST-RETEST RELIABILITY

Objective | Subjective | Objective
Eating Shape | Weight Bulimic Bulimic |Overeating Laxative | Diuretic
N | Restraint| Concern | Concern | Concern | Episodes | Episodes | Episodes | Vomiting Use Use
Luce & Crowther | 159 | g1e | 7o | oam | o2+ | 68 . i o2 | s | 4
(1999)
Reas et al. (2006)* 86 T 72 .66%* L .84+ 51 39** - - -
EDE-Q: LONG-TERM TEST-RETEST RELIABILITY
Objective | Subjective
Eating Shape | Weight Bulimic Bulimic
N | Restraint | Concern | Concern | Concern | Episodes | Episodes | Exercise
Mond et al. (2004)a | 196 57 T 75 73 44* .28* 31*

*p<=.01, ** p<=.001
*Spearman's rho

Spearson Product Moment Correlation
EDE-Q: Eating Disorder Examination-Questionnaire
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Table 5. Internal Consistenc

of the EDE-Q

Eating Shape Weight
N Restraint | Concern | Concern | Concern
Luce & Crowther, 1999* 203 .84 .78 .93 .89
Luce & Crowther, 1999" 139 .85 .81 .92 .89
Mond et al., 2004a 208 - .73 .87 -
Peterson et al., 2007 203 .70 .73 .83 72

*Time 1
ATime 2

EDE-Q: Eating Disorder Examination-Questionnaire
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Table 6. Ability of the EDE to Detect Group Differe  nces

Cooper et al. (1989) Wilson & Smith (1989) Wilfley et al. (2000)
Cohen's d Cohen's d Cohen's d
N [Mean| SD | AN/NW |BN/NW | AN/BN | N |Mean| SD | BN/ NW N | Mean| SD | BED/NW | BED/OW
AN 47 | 3.17 | 1.47 - - - - - -
BN 53 | 3.14 | 1.22 15 | 3.27 | 0.26 - - -
Restraint| BED - - - 1.83 2.06 0.02 - - - 0.40 105| 1.90 | 1.20 0.94 .16
NW | 42 ] 091 | 0.91 15 | 3.15] 0.33 42 | 0.90 | 0.90
oW - - - - - - 15 ] 1.70 | 1.30
AN 47 | 2.17 | 1.62 - - - - - -
Eating BN 53 1243 | 1.30 15| 24 |1 034 - - -
Concern BED - - - 1.65 2.31 0.18 - - - 3.96 105| 1.80 | 2.10 1.06 74
NW | 42 | 0.22 | 0.33 15| 1.25] 0.23 42 | 0.20 | 0.30
oW - - - - - - 15 | 0.60 | 0.90
AN 47 | 2.85 | 1.22 - - - - - -
Shape BN 53 | 355 | 1.35 15| 3.82 ] 0.31 - - -
Concern BED - - - 2.16 2.64 0.54 - - - 4.87 105| 3.40 | 1.00 35 1.35
NW | 42 | 0.64 | 0.75 15 | 255 0.20 42 | 0.50 | .60
oW - - - - - - 15 ] 1.90 | 1.20
AN 47 | 2.40 | 1.48 - - - - - -
Weight BN 53 | 3.14 | 1.44 15| 3.96 | 0.34 - - -
Concern BED - - - 1.64 2.34 0.50 - - - 6.68 105| 3.90 | 0.90 3.86 1.69
NW | 42 | 0.52 | 0.62 15 | 2.12 ] 0.19 42 | 0.60 | 0.80
oW - - - - - - 15 | 2.00 | 1.30
AN 47 |10.40] 23.60 - - - - - -
BN 53 |26.50(27.80 - - - - - -
OBEs BED - - - 0.62 1.34 0.62 - - - - 105|20.10]11.10| 2.55 2.54
NW | 42 | 0.00 | 0.00 - - - 42 | 0.00 | 0.00
oW - - - - - - 15 | 0.00 | 0.00
AN 47 |18.00]40.80 - - - - - -
Self- BN 53 | 30.80( 35.50 - - - - - -
Induced | BED - - - 0.62 1.22 0.33 - - - - 105| 0.04 | 0.03 1.86 1.87
Vomiting| NwW | 42 | 0.00 | 0.00 - - - 42 | 0.00 | 0.00
oW - - - - - - 15 | 0.00 | 0.00

EDE: Eating Disorder Examination; NW: Normal Weight Control, OW: Overweight Control




Table 7. Convergence of the EDE Subscales and Measu

res of Similar Constructs

Non-vomited Frequency of | Frequency of EAT Dieting EAT Oral Control | TFEQ Restraint
Restraint N Caloric Intake | Regular Meals | Snack Foods Subscale Subscale Scale
Loeb et al. (1994) 82 - - - .54* 22k .48*
Rosen et al. (1990) 106 - 39%** - 37 -.22%* - - -
EAT Bulimia & Food
Frequency of | Caloric Size of | EAT Dieting Preoccupation
Eating Concern N Binge Eating | Binge Episodes Subscale Subscale
Loeb et al. (1994) 82 - - 37* .35**
Rosen et al. (1990) 106 50*** 52%** - -
EAT Dieting
Shape Concern N BSQ Subscale
Loeb et al. (1994) 82 .76* .36*
Rosen et al. (1990) 106 .82*** -
EAT Dieting
Weight Concern N BSQ Subscale
Loeb et al. (1994) 82 .61* .35**
Rosen et al. (1990) 106 78*** -

*p<.05, *p<.01, **p<.001

EDE: Eating Disorder Examination; EAT: Eating Attitudes Test; TFEQ: Three Factor Eating Questionnaire; BSQ: Body Shape Questionnaire
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Table 8. Convergence of the EDE and EDE-Q for the R  estraint Subscale

EDE EDE-Q Mean (SD) Paired t-test/ | % within
N Mean (SD) Mean (SD) Difference® r/taub | Wilcoxon matched | 1 point
Binford et al. (2005) 24 | 1.87(1.63) | 1.70(1.98) | -017( - ) | .71* -0.57 75%
Passi et al. (2003) 28 | 2.59(2.01) | 3.08(1.94) 049 ( - ) | 717 1.67 54%
AN Sysko, Walsh, Schebendach, et
al, (2005) 12 | 4.40(1.24) | 5.07 (0.99) - - - -
Wolk et al. (2005) 60 | 4.30(1.40) | 4.70(1.60) | 0.34(1.50) | .49%*** 1.70 65%
BN Binford et al. (2005) 21 | 4.12(1.00) | 4.50(1.16) 038( --) | .79* 2.43* 81%
AN & BN -airburn & Beglin (1994) 36 ; - ; 78 1.50 75%
Combined
EDNOS |Binford et al. (2005) 25 | 3.68(1.72) | 3.76 (1.73) 008( --) | .85 0.40 76%
Grilo et al. (2001)a 82 | 1.84(1.14) | 274(154) | 090( ) | .69 7.27% -
BED  |Grilo et al. (2001)b 47 | 156 (0.92) | 2.12(1.44) 056( --) | .59x* 3.35%* -
Wilfley et al. (1997) 52 | 2.00(1.20) | 2.50(1.50) | 0.50(1.10) | .66 3.03** 62%
Community |Fairburn & Beglin (1994) 243 [ 094(1.09) | 1.25(1.32) [ 0.30(0.80) | .81** 6.26%* 79%
Sample  |Mond et al. (2004)b 195 | 1.04(1.33) | 1.29@27) | 025(--) [ .71%= 3.51%* -
Bariatric |Kalarchian et al. (2000) 98 | 1.60(1.50) | 2.09 (1.50) | 0.49(1.30) | .60** 3.70%* 60%
Surgery |de Zwaan et al. (2004) 45 | 056(0.90) | 1.38(1.30) | 0.82(1.10) [ .54%= 4,93% 62%
S:Ejtsaer;ge Black & Wilson (1996) 48 | 1.291.67) | 1.63(1.80) | 0.33(1.20) | .75 1.88 75%

*p<=.05, **p<=.01, ***p<=.001, ****p<=.0001
SEDE-Q rating minus EDE rating
EDE: Eating Disorder Examination; EDE-Q: Eating Disorder Examination Questionnaire




Table 9. Convergence of the EDE and EDE-Q for the E  ating Concern Subscale

EDE EDE-Q Mean (SD) Paired t-test/ | % within
N Mean (SD) Mean (SD) Difference® r/taub | Wilcoxon matched | 1 point
Binford et al. (2005) 24 1.15 (1.25) 1.39 (1.43) 024 ( --) .90** 191 96%
Passi et al. (2003) 28 1.21 (1.32) 2.23(1.68) 1.02( --) BT7rr 4.23*** 50%
AN Sysko, Walsh, Schebendach, et
al. (2005) 12 4.33 (1.01) 4.67 (1.29) - - - -
Wolk et al. (2005) 60 3.30 (1.50) 4.00 (1.30) 0.64 (1.40) o R 3.50%** 62%
BN Binford et al. (2005) 21 3.43 (1.08) 4.40 (1.16) 097 ( --) 75 5.56%** 57%
EDNOS [Binford et al. (2005) 25 2.60 (1.51) 2.78 (1.69) 0.18 ( -- ) .94+ 151 96%
Grilo et al. (2001)a 82 2.62 (3.74) 3.90 (1.26) 1.28 (3.52) 33** 3.33%* -
BED Grilo et al. (2001)b 47 1.64 (1.02) 3.54 (1.14) 1.92 (1.04) Rtk 12.53*** -
Wilfley et al. (1997) 52 1.70 (1.10) 3.40 (1.40) 1.70 (1.00) 5Qrrr 11.14%* 30%
Community |Fairburn & Beglin (1994) 243 | 0.27 (0.59) 0.62 (0.86) 0.35( -- ) - - -
Sample |Mond et al. (2004)b 195 | 0.22(0.52) 0.59 (0.84) 0.37 ( --) .68*** 8.26%*+* -
Bariatric  |Kalarchian et al. (2000) 98 1.34 (1.40) 2.43 (1.50) 1.09 (1.30) LB2xrx 8.4 xrrk 50%
Surgery |de Zwaan et al. (2004) 45 0.53 (0.80) 0.79 (0.80) 0.25 (0.50) .80+ 3.21** 93%
substance |50k & Wilson (1996) 48 | 0.78(1.19) | 1.26 (1.47) - - - -
Abusers

*p<=.05, **p<=.01, ***p<=.001, ****p<=.0001
SEDE-Q rating minus EDE rating
EDE: Eating Disorder Examination; EDE-Q: Eating Disorder Examination Questionnaire
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Table 10. Convergence of the EDE and EDE-Q for the

Shape Concern Subscale

EDE EDE-Q Mean (SD) Paired t-test/ | % within
N Mean (SD) Mean (SD) Difference® r/taub | Wilcoxon matched | 1 point
Binford et al. (2005) 24 | 1.93(1.60) | 2.21(1.95) 0.28( - ) .89%* 1.54 75%
Passi et al. (2003) 28 | 2.76 (1.66) | 3.40(1.89) 0.64( - ) iR 4, 29%wxx 64%
AN Sysko, Walsh, Schebendach, et
al. (2005) 12 | 4.86(0.99) | 5.40(0.76) - - - -
Wolk et al. (2005) 60 | 4.40(1.30) | 4.80(1.20) | 0.46(0.74) 83w 4.80%+** 78%
BN Binford et al. (2005) 21 | 4.42(1.20) | 4.95(1.19) 0.53( -- ) .85%* 3.67* 71%
Carter et al. (2001) 57 | 5.30(1.20) | 5.00(1.60) [ -0.30( --) A3* -0.88 -
AN & BN - airburn & Beglin (1994) 36 ] - ; 83 5.1+ 67%
Combined
EDNOS |[Binford et al. (2005) 25 | 3.86(1.77) | 428181 [ 0.42(--) .82%* 1.92 60%
Grilo et al. (2001)a 82 | 3.63(1.39) | 4.94 (1.06) 1.31( -- ) 56x* 10.03%** -
BED Grilo et al. (2001)b 47 | 3.24(0.81) | 4.70(0.89) 1.46 ( - ) 42%* 13.71% -
Wilfley et al. (1997) 52 | 3.80(0.90) | 4.80(1.10) | 1.00 (0.80) BQrH 8.52%*x* 49%
Community |Fairburn & Beglin (1994) 243 | 1.34(1.09) | 2.15(1.60) | 0.80 (1.00) 8Ox* 12.88%** 64%
Sample |Mond et al. (2004)b 195 | 1.31(1.17) | 2.16(1.44) | 0.85( --) 78 12.07%* -
Bariatric  |Kalarchian et al. (2000) 98 | 3.28(1.40) | 4.28(1.30) | 1.00 (1.30) N 10.96*** 56%
Surgery |de Zwaan et al. (2004) 45 | 1.71(1.10) | 1.71(1.30) | 0.01(0.80) 8O** 0.05 91%
S:Ejtsaer;ge Black & Wilson (1996) 48 | 2.31(1.69) | 2.22(1.51) | 0.63(1.00) BArek 4.28%* 67%

*p<=.05, **p<=.01, ***p<=.001, ****p<=.0001
SEDE-Q rating minus EDE rating
EDE: Eating Disorder Examination; EDE-Q: Eating Disorder Examination Questionnaire
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Table 11. Convergence of the EDE and EDE-Q for the

Weight Concern Subscale

EDE EDE-Q Mean (SD) Paired t-test/ | % within
N Mean (SD) Mean (SD) Difference® r/taub | Wilcoxon matched | 1 point
Binford et al. (2005) 24 | 1.65(1.49) | 1.88(1.84) 0.23( - ) .83*%* 1.10 71%
Passi et al. (2003) 28 | 2.18(1.60) | 2.59 (1.68) 041( - ) Vi 2.12* 71%
AN Sysko, Walsh, Schebendach, et
al. (2005) 12 | 4.32(1.21) | 5.07(1.20) - - - -
Wolk et al. (2005) 60 | 3.90(1.70) | 4.60(1.40) | 0.68(1.40) BLr 3.90%** 62%
BN Binford et al. (2005) 21 | 4.45(1.40) | 4.81(1.39) | 0.36( --) 87+ 2.33* 71%
Carter et al. (2001) 57 | 5.10(1.20) | 4.70(1.90) [ -0.40( --) 54%* -1.65 -
AN & BN - airburn & Beglin (1994) 36 - - - 85 3.20%% 56%
Combined
EDNOS [Binford et al. (2005) 25 | 353(1.67) | 392171 [ 0.39(--) .88** 2.40* 80%
Grilo et al. (2001)a 82 | 3.36(1.26) | 4.22(1.08) 0.86( - ) B6x* 8.05%** -
BED Grilo et al. (2001)b 47 | 3.30(0.72) | 3.82(0.86) | 0.52( --) ok 4.24%%% -
Wilfley et al. (1997) 52 | 3.40(1.00) | 4.10(1.10) | 0.70 (0.90) B3 rHr 5,37 *¥x* 64%
Community |Fairburn & Beglin (1994) 243 | 1.18(0.93) | 1.59(1.37) | 0.40(0.90) T9rH 7.40%* 74%
Sample |Mond et al. (2004)b 195 | 1.12(1.06) | 1.64(1.31) | 052( --) T 8.53%*+ -
Bariatric  |Kalarchian et al. (2000) 98 | 3.30(1.10) | 4.05(1.20) | 0.75(0.90) T wws 8.52%*x* 67%
Surgery |de Zwaan et al. (2004) 45 | 1.46(1.10) | 1.46 (1.10) | 0.00 (0.70) T9rH 0.00 91%
S:Ejtsaer;ge Black & Wilson (1996) 48 | 1.88(1.67) | 2.23(1.66) | 0.35(0.90) g5k 2.7 2%kkk 81%

*p<=.05, **p<=.01, ***p<=.001, ****p<=.0001
SEDE-Q rating minus EDE rating
EDE: Eating Disorder Examination; EDE-Q: Eating Disorder Examination Questionnaire
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Table 12. Convergence of the EDE and EDE-Q for the

Frequency of OBEs

Days \s. EDE EDE-Q Mean (SD) Paired t-test /
N | Episodes Mean (SD) Mean (SD) Difference® r/tau b | Wilcoxon matched
AN |Wolk et al. (2005) 60 | days | 07.10(10.70) | 08.80 (11.20) | 01.70 (04.40) | 92" -3.00%
Binford et al. (2005) 21 | episodes | 29.43 (24.32) | 17.65 (14.86) | -12.70 (21.00) | .48 2.50%
BN  |Carter et al. (2001) 57 | episodes | 27.80 (24.40) | 23.70 (28.30) | -04.10( - )| .56 2.97%
Sysko et al. (2005)* 50 | episodes | 22.62 (15.72) | 16.94 (13.63) | -05.63 (11.85) | .63** 3.33*
AN&BN |__ . X
Combined Fairburn & Beglin (1994) 36 days - - 02.50 (06.90) .60 -1.96
EDNOS _|Binford et al. (2005) 25 | episodes | 03.49 (06.33) | 03.96 (06.23) | 00.17( — )| .40 0.21
Goldfein et al. (2005) 37 days 15.50 (06.21) | 17.40(09.06) | 01.86( -- )| .20 -1.14
agp  |Crilo etal. (2001)a 82 | episodes | 20.40 (11.90) | 17.80 (11.60) | -02.70 (12.30) | .29%* 1.71
Grilo et al. (2001)b 47 | episodes | 17.40 (11.70) | 14.20 (08.90) | -03.20 (11.50) | .28* 1.91
Wilfley et al. (1997) 52 | days | 17.40(07.00) | 13.40 (08.50) | -04.00( - )| .20 3.90%
Community |Fairburn & Beglin (1994) | 243 | days | 00.47 (02.28) | 01.25 (03.49) | 00.80 (03.00) | .45 -4.40%
Sample |Mond et al. (2004)b 195 | episodes | 13.33 (12.50) | 08.17 (07.57) | -05.16 ( - )| .93* 1.63
E;rrlgg:; Kalarchian et al. (2000) | 98 | episodes | 09.32 (19.80) | 05.71 (12.70) | -03.61( - )| .46%* 0.13
ngjzer:‘;e Black & Wilson (1996) 48 | episodes | 02.35 (06.21) | 04.46 (17.01) | 02.14 (15.00) | .53 -0.61

*p<=.05, *p<=.01, ***p<=.001, ****p<=.0001
SEDE-Q rating minus EDE rating
*Pretreatment

*Posttreatment

EDE: Eating Disorder Examination; EDE-Q: Eating Disorder Examination Questionnaire; OBEs: Objective Bulimic Episodes
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Table 13. Convergence of the EDE and EDE-Q for SBE Frequency

Days or EDE EDE-Q Mean (SD) Paired t-test /
N | Episodes| Mean (SD) Mean (SD) Difference® r/tau b | Wilcoxon matched

Binford et al. (2005) 21 | episodes | 15.71 (22.44) | 10.00 (16.21) | -04.80 (26.94) 21 0.71

BN Carter et al. (2001) 57 | episodes | 16.70 (21.50) | 12.00 (15.00) | -04.70 ( -- ) A6** 0.43

Sysko et al. (2005)* 50 | episodes | 19.48 (20.53) | 10.98 (09.89) | -08.42 (17.89) | .60*** 3.26*

EDNOS [Binford et al. (2005) 25 | episodes | 17.64 (25.81) | 07.26 (10.41) | -05.61 (10.09) | .50*** 2.31*

BED Grilo et al. (2001)a 82 | episodes | 04.80 (09.40) | 04.30 (08.10) | -00.50 (11.20) [ -.06 0.57

Grilo et al. (2001)b 47 | episodes | 02.60 (04.60) | 03.20 (05.50) | 00.60( - )[ -.09 -0.59

C"S";”n:‘;rl‘;ty Mond et al. (2004)b 195 | episodes | 10.57 (12.52) | 07.29 (09.57) | -03.28 ( - )| .78 0.41
Bariatric . . o

Surgery Kalarchian et al. (2000) 98 | episodes | 02.13 (05.50) [ 03.20 (07.10) | 00.35 (05.50) 41 0.43

*p<=.05, ™p<=.01, **p<=.001
SEDE-Q rating minus EDE rating

*Pretreatment
*Posttreatment
EDE: Eating Disorder Examination; EDE-Q: Eating Disorder Examination Questionnaire; SBEs: Subjective Bulimic Episodes
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Table 14. Convergence of the EDE and EDE-Q for Freq

uency of Compensatory Behaviors

Self-Induced Vomiting

Laxative Misuse

Mean (SD) Paired t-test / Mean (SD) Paired t-test /
N Difference® r/tau b |Wilcoxon matched| Difference® r/tau b |Wilcoxon matched
AN [Wolk et al. (2005) 60 | 00.73( — )| .88 -1.00 ~00.13 (06.30) | .70 0.16
Binford et al. (2005) 21 - 732 - - - -
BN Carter et al. (2001) 57 |-1360( ~ )| .72» 3.08** 0110( - )| .88 1.65
Sysko et al. (2005)* 50 | 00.52(02.96) [ .88 [ -1.24 00.20 (01.27) | .99%* [ -1.12
Sysko et al. (2005)* 50 |-00.10 (03.27) | .95%+ [ 0.22 09.00 (12.78) | .99 -4.98*
Cﬁ':]i‘if:'  |Fairbum & Beglin (1994) | 36 | -00.40 (03.00) | .91 0.73 -00.50 (03.50) | .89** 0.00
EDNOS |Binford et al. (2005) 25 - .93* - - - -
C"S";”n:‘;rl‘;ty Fairburn & Beglin (1994) | 243 | 00.10 (00.60) | .88+ -2.02* 00.10 (00.70) | .60*** -1.27
S:Ejt:e”r‘;e Black & Wilson (1996) | 48 | -00.06 (00.60) | 1.00%* 0.01 -00.47 (03.40) | .99** 0.01

*p<=.05, *p<=.01, **p<=.001, ***p<=.0001

aSignificance level not reported
SEDE-Q rating minus EDE rating
*Pretreatment

*Posttreatment

EDE: Eating Disorder Examination; EDE-Q: Eating Disorder Examination Questionnaire
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Table 15. Meta-Analysis of EDE and EDE-Q Subscales

using Cohen'sd

RESTRAINT EATING CONCERN SHAPE CONCERN WEIGHT CONCERN
Lower | Upper Lower | Upper Lower | Upper Lower | Upper
d Cl Cl Q d Cl Cl Q d Cl Cl Q d Cl Cl Q
Binford et al. (2005) -0.09 0.18 0.16 0.14
Passi et al. (2003) 0.25 0.68 0.36 0.25
Sysko, Walsh,
AN Schebendach, et al. (2005) 0.60 0.29 0.61 0.62
Wolk et al. (2005) 0.27 0.50 0.32 0.45
Meta-Analysis 0.22 |-0.02 |0.47 [2.08 045 |0.20 [0.71 |1.77 ]0.32 |0.07| 058 | 0.83 | 0.36 | 0.11 | 0.61 | 1.39
Binford et al. (2005) 0.35 0.87 0.44 0.26
BN Carter et al. (2001) - - -0.21 -0.25
Meta-Analysis 0.35 |-0.26 |0.96 |[0.00 |0.87 |0.23 [1.50 |0.00 |]-0.04 |-0.35| 0.28 | 3.24 | -0.11 | -0.43 | 0.20 | 1.98
EDNOS Binford et al. (2005) 0.05 0.11 0.23 0.23
Meta-Analysis 0.05 |-0.51 |0.60 [0.00 |0.11 |-0.44 [0.67 |0.00 ]0.23 |-0.32| 0.79 | 0.00 | 0.23 | -0.33| 0.79 | 0.00
Grilo et al. (2001)a 0.66 0.51 1.06 0.73
BED Grilo et al. (2001)b 0.46 1.76 1.72 0.66
Wilfley et al. (1997) 0.37 1.35 1.00 0.67
Meta-Analysis 0.52 ]0.32 |0.73 [1.47 098 |0.76 [1.20 |23.99 |1.19 |0 .96 | 1.41 | 6.24 | 0.69 | 0.48 | 0.91 | 0.11
Community Fairburn & Beglin (1994) 0.26 0.47 0.59 0.35
Sample Mond et al. (2004)b 0.19 0.53 0.65 0.44
Meta-Analysis 0.23 |0.09 |0.36 [0.22 |0.50 |0.36 [0.63 |0.16 ]0.62 |0.48 | 0.75 | 0.16 | 0.39 | 0.25 | 0.52 | 0.39
Bariatric |Kalarchian et al. (2000) 0.33 0.75 0.74 0.65
Surgery |de Zwaan et al. (2004) 0.73 0.33 0.00 0.00
Patients |Meta-Analysis 0.45 ]0.24 |0.71 [3.48 |0.61 |0.36 [0.84 | 246 ]050 [0.26| 0.73 | 827 | 0.44 | 0.20 | 0.68 | 6.44
Substance |Black & Wilson (1996) 0.20 0.36 -0.06 0.21
Abusers |Meta-Analysis 0.20 | -0.21| 0.60 | 0.00 | 0.36 | -0.05| 0.76 | 0.00 | -0.06 | -0.46 | 0.34 | 0.00 | 0.21 | -0.19| 0.61 | 0.00
TOTAL [Meta-Analysis 0.31 ]0.22 |0.40 |16.27 |0.58 [0.49 |0.67 WH8.0 9*] 0.56 | .47 .65 | 77.42*] 0.39 | .31 .48 | 29.30*

*p< .01 *p<.001
EDE: Eating Disorder Examination; EDE-Q: Eating Disorder Examination-Questionnaire
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Table 16. Meta-Analysis of EDE and EDE-Q Subscales

using Correlations

RESTRAINT EATING CONCERN SHAPE CONCERN WEIGHT CONCERN
r/ tau | Lower | Upper r/ tau | Lower | Upper r/ tau | Lower | Upper r/ tau | Lower | Upper
b Cl Cl Q b Cl Cl Q b Cl Cl Q b Cl Cl Q
Binford et al. (2005) 71 .90 .89 .83
AN Passi et al. (2003) 71 .67 91 .82
Wolk et al. (2005) .49 .51 .83 .61
Meta-Analysis .60 41 .79 1.23 .67 .48 .86 2.39 .87 .67 |1.06 [ 0. 13 72 .53 .92 1.17
Binford et al. (2005) .79 .75 .85 .87
BN Carter et al. (2001) - - 43 .54
Meta-Analysis .79 .33 |1.25 [ 0.00 .75 .29 |1.21 | 0.00 .58 .35 .81 2 .38 .66 43 .89 1.47
AN & BN  [Fairburn & Beglin (1994)] .78 - - - .83 .85
Combined |Meta-Analysis .78 44 11.12 | 0.00 - - - .83 .49 |1.17 | 0.00 .85 b1 |1.19 | 0.00
EDNOS Binford et al. (2005) .85 .94 .82 .88
Meta-Analysis .85 .43 |1.27 | 0.00 .94 .52 11.36 | 0.00 .82 40 |1.24 0.00 .88 46 | 1.30 | 0.00
Grilo et al. (2001)a .69 .33 .56 .66
BED Grilo et al. (2001)b .59 .55 42 .63
Wilfley et al. (1997) .66 .59 .69 .63
Meta-Analysis .66 .51 .81 0.28 47 .32 .62 2.52 .57 .42 .72 1.6 9 .64 .49 .79 0.04
Community Fairburn & Beglin (1994)] .81 - .80 .79
Sample Mond et al. (2004)b 71 .68 .78 a7
Meta-Analysis 77 .68 .86 1.07 .68 .54 .82 0.00 .79 .70 .89 0.0 4 .78 .69 .88 0.04
Bariatric  |Kalarchian et al. (2000) .60 .62 77 71
Surgery |de Zwaan et al. (2004) .54 .80 .80 .79
Patients |Meta-Analysis .58 41 .75 .10 .69 .52 .85 0.94 .78 .61 .95 0.02 74 .57 .90 0.19
Substance |[Black & Wilson (1996) .75 - - - .84 .85
Abusers |Meta-Analysis .75 46 | 1.05 | 0.00 - - - .84 .55 [ 1.13 | 0.00 .85 .56 | 1.14 | 0.00
TOTAL |Meta-Analysis 72 .65 .78 9.04 .65 .57 .73 ]13.91 .76 .70 .83 | 16.50 | .75 .69 .81 7.73

EDE: Eating Disorder Examination; EDE-Q: Eating Disorder Examination-Questionnaire
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Table 17. Meta-Analysis of EDE and EDE-Q Behaviors

using Cohen'sd

OBEs SBEs
Lower | Upper Lower | Upper
d Cl Cl Q d Cl Cl Q
AN Wolk et al. (2005) 0.16 -
Meta-Analysis 0.16 |[-0.20 [0.51 | 0.00 - - - -
Binford et al. (2005) -0.58 -0.25
BN Carter et al. (2001) -0.16 -0.26
Sysko et al. (2005) -0.39 -0.53
Meta-Analysis -0.31 |-0.56 [-0.07 | 1.58 ]-0.36 |-0.61 |-0.12 | 1.13
EDNOS Binford et al. (2005) 0.07 -0.57
Meta-Analysis 0.07 |-0.48 |0.63 | 0.00 |-0.57 [-1.13 |-0.01 | 0.00
Goldfein et al. (2005) 0.24 -
Grilo et al. (2001)a -0.22 -0.06
BED Grilo et al. (2001)b -0.31 0.12
Wilfley et al. (1997) -0.51 -
Meta-Analysis -0.23 |-0.42 (-0.04 | 6.31 ]0.01 |[-0.24 [0.25 | 0.48
. Fairburn & Beglin (1994) 0.26 -
C‘gg”r;‘;?e'ty Mond et al. (2004)b -0.50 -0.30
Meta-Analysis -0.07 |-0.21 [0.06 |30.96 [-0.30 |-0.50 [-0.10 | 0.00
Bariatric Kalarchian et al. (2000) -0.22 0.17
Surgery Meta-Analysis -0.22 (-0.50 |0.06 | 0.00 0.17 |-0.24 |0.58 | 0.00
Substance Black & Wilson (1996) 0.16 -
Abusers Meta-Analysis 0.16 | -0.24 | 0.57 | 0.00 - - - -
TOTAL Meta-Analysis -0.12 |-0.21 [0.03 }48.09* |-0.21 }-0.33 |0 .09 | 11.78
*p <.001

EDE: Eating Disorder Examination; EDE-Q: Eating Disorder Examination-Questionnaire; OBEs: Objective
Bulimic Episodes; SBEs: Subjective Bulimic Episodes




Table 18. Meta-Analysis of EDE and EDE-Q Behaviors using Correlations

OBEs SBEs Self-Induced Vomiting Laxative Misuse
r/ tau | Lower | Upper r/ tau | Lower | Upper r/ tau | Lower | Upper r/ tau | Lower | Upper
b Cl Cl Q b Cl Cl Q b Cl Cl Q b Cl Cl Q
AN Wolk et al. (2005) [ 92 | - - [ .88 | I .70 | i
Meta-Analysis " 92 [.66 [1.18 | 0.00 - - - - " 88 |62 [1.14 |oo0 [.70 [.44 [ .96 | 0.00
Binford et al. (2005) [ .48 [ .21 [ .73 |-
BN Carter et al. (2001) " .56 " .46 " 72 " .88
Sysko et al. (2005) [ 63 | i [ 60 | | [ .88 | | [ 99 | i
Meta-Analysis " 58 [.40 [.76 |032 [.48 [30 [66 [190 [.80 [61 [.98 |o71 | 96 [ .77 [116]| 0.30
AN & BN  [Fairburn & Beglin (1994)| .60 - 91 .89
Combined |Meta-Analysis " 60 [.26 [.94 |o0.00 - - - - Jo1 [57 [125 |000 [.89 [.55 [1.23] 0.00
EDNOS Binford et al. (2005) .40 .50 .93 -
Meta-Analysis " 40 [-02 [82 |000 [50 [.08 [.92 |000 [.93 [.51 [1.35 |0.00 - - - -
Goldfein et al. (2005) .20 - - -
Grilo et al. (2001)a " .29 " -.06 - -
BED Grilo et al. (2001)b " .28 " -.09 - -
Wilfley et al. (1997) [ .20 | i - | | - -
Meta-Analysis " 25 [.12 [39 |037 [-07 [-25 [.11 |o0.03 - - - - - - - -
Community Fairburn & Beglin (1994)| .45 |- .88 .60
Sample |Mond et al. (2004)b " .93 "~ .78 - -
P Meta-Analysis " 76 [.67 [8 |[2458 [.78 [64 [.92 |ooo [.88 [.75 [100 |[0.00 [ .60 [ .47 [ .73 | 0.00
Bariatric  [Kalarchian et al. (2000) .46 - - -
Surgery  |de Zwaan et al. (2004) - " .41 - -
Patients |Meta-Analysis "46 [.26 [66 |000 [.41 [.11 [.72 |o0.00 - - - - - - - -
Substance |Black & Wilson (1996) .53 - .99 .99
Abusers  |Meta-Analysis " 53 [ .24 [ 82 | 0.00 - - - - [ 99 [ .70 [128| 000 [ 99 [ .70 [1.28 | 0.00
TOTAL  [Meta-Analysis 64 [58 [.70 [p8.40* [ .52 [.43 [.61 [66.37 [.89 81 [ 98 | 238 [ 84 [ .75 [ .93 [12.357

AN -k
p <.05; *p<.001
EDE: Eating Disorder Examination; EDE-Q: Eating Disorder Examination-Questionnaire; OBEs: Objective Bulimic Episodes; SBEs: Subjective Bulimic Episodes
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Table 19. Convergence of the EDE and DFRs for Binge

Eating and Self-Induced Vomiting

Correlation between
EDE (7 Days) &

Correlation between
EDE (7 Days) &

Correlation between
EDE (28 Days) &

Correlation between
EDE (28 Days) &

N DFRs (7 Days) DFRs (28 Days) DFRs (7 Days) DFRs (28 Days)
Farchus et al. (2003) 13 - - - .60*
. . Loeb et al. (1994)* 69 .88** - .90** -
Binge Eating Loeb et al. (1994)* 50-528 87 .80** 91** .93**
Rosen et al. (1990)* 106 - - 56%* -
Farchus et al. (2003) 13 - - - J75**
Self-Induced |Loeb et al. (1994)* 59-69° .88** - .93** -
Vomiting  [Loeb et al. (1994)* 50-528 .98** Q7** .95** .99**
Rosen et al. (1990)* 106 - - .90** -

*p<.01, *p<.001

¥Pretreatment

*Posttreatment

SN varies due to missing data
EDE: Eating Disorder Examination; DFRs: Daily Food Records
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Table 20. Comparison of EDE and DFR in the Full Sam ple

MONTH 1 N Mean (EDE) SD (EDE) Mean (DFR)  SD (DFR) r t p d

OBE days 34 2.44 3.61 1.29 2.52 54 2.16 0.038 0.37
OBE episodes 34 2.62 4.11 1.35 2.58 A9+ 2.03 0.051 0.37
SBE days 34 4.79 6.09 4.24 4.99 25 0.48 0.636 0.10
SBE episodes 34 5.94 8.26 5.41 6.50 31 0.35 0.728 0.07
Total days 34 7.24 7.58 5.53 6.34 A4 1.34 0.191 0.24
Total episodes 34 8.56 9.48 6.76 7.81 AT 1.16 0.256 0.21
MONTH 2 N Mean (EDE) SD (EDE) Mean (DFR)  SD (DFR) r t p d

OBE days 33 2.79 4.11 1.00 2.32 32 2.55 0.016 0.54
OBE episodes 33 2.91 4.39 1.12 2.67 26 2.28 0.029 0.49
MONTH 3 N Mean (EDE) SD (EDE) Mean (DFR)  SD (DFR) r t p d

OBE days 34 4.03 4.71 1.47 2.69 23 3.08 0.004 0.67
OBE episodes 34 4.09 4.72 1.82 3.89 17 2.37 0.024 0.53
TOTAL MONTHS N Mean (EDE) SD (EDE) Mean (DFR)  SD (DFR) r t p d

OBE days 34 9.38 10.59 3.74 6.50 A1 3.32 0.002 0.64
OBE episodes 34 9.74 10.72 4.26 7.87 .32 2.88 0.007 0.58

*p<.05, *p<.01

EDE: Eating Disorder Examination; DFR: Daily Food Records; OBE: Objective Bulimic Episode; SBE

: Subjective Bulimic Episode
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Table 21. Significance Testing: OBEs Across Months

DAYS N r  Fisher'sz z p
*%

mgﬂiﬂi 3;‘ ‘zg 8:22 1.06 0.287
*%

mgﬂiﬂé 33 ‘Zg 8:22 1.46 0.145
*%

Tommonhs| 34 ar oas 090 057

EPISODES N r Fisher's z z p
Lxd

mgﬂiﬂi §§ '_22 8:2‘71 1.05 0.292
*k

mgﬂiﬂé 33 '_Lf; 8:?‘71 1.43 0.151
*k

o Montns| 34 "z oz O 04

*p<.05, *p<.01

OBE: Objective Bulimic Episode
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Table 22. Comparison of EDE and DFR when Zero-Pairs

are Excluded

MONTH 1 N Mean (EDE) SD (EDE) Mean (DFR)  SD (DFR) r t p d

OBE days 21 3.95 3.01 2.10 2.95 ' 41 2.24 0.037 0.53
OBE episodes 21 4.24 4.54 2.19 300 " .34 2.09 0.050 0.53
SBE days 29 5.62 6.24 4.97 506 " .15 0.48 0.638 0.11
SBE episodes 29 6.97 8.54 6.34 660 " .23 0.35 0.729 0.08
Total days 29 8.48 7.52 6.48 6.40 " .34 1.34 0.192 0.29
Total episodes 29 10.03 9.52 7.93 7.90 .38* 1.16 0.257 0.24
MONTH 2 N Mean (EDE) SD (EDE) Mean (DFR)  SD (DFR) r t p d

OBE days 20 4.6 4.44 1.65 2.82 16 2.71 0.014 0.79
OBE episodes 20 4.8 4.79 1.85 325 " .10 2.39 0.027 0.72
MONTH 3 N Mean (EDE) SD (EDE) Mean (DFR)  SD (DFR) r t p d

OBE days 29 472 4.77 1.72 2.84 ' 17 3.15 0.004 0.76
OBE episodes 29 4.79 4.77 2.14 414 7 11 2.40 0.023 0.59
TOTAL MONTHS N Mean (EDE) SD (EDE) Mean (DFR)  SD (DFR) r t p d

OBE days 31 10.29 10.66 4.10 6.71 .38* 3.37 0.002 0.69
OBE episodes 31 10.31 10.78 4.68 813 " .29 2.91 0.007 0.59

*p<.05, *p<.01

EDE: Eating Disorder Examination; DFR: Daily Food Records; OBE: Objective Bulimic Episode; SBE: Subjective Bulimic Episode
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Table 23. Significance Testing: Full Sample versus

Exclusion of Zero-Pairs

MONTH 1 Sample N r Fisher's z z p

CBEYS  |opammemoed 21 "1 oam 05 057
OBE episodes  |o1 paeremowed 21 725 o3 0% 0568

4

SBE days ;zllo-SPae::gleF){emoved gg i i: gig 0.9 0.695
SBE episodes ;zllc)-SPaarggleFEQemowd gg " gé ggg 0.320.745
Tl dys s remowd 20 "o oz 04 06
ol episodes |2 e remod 20 g odg 04 097
MONTH 2 Sample N i r Fisher's z Z p

OBE days ;zllc)-SPaarggleFEQemowd 23 i ié 8?2 0.560.575
OBE episodes ;zllo-SPa;rgleRemoved 23 : ig 8% 055 0585
MONTH 3 Sample N i, r Fisher's z z p

OBE days E(Lejllo-SPaz;?rzleRemoved gg " i:; 8i§ 0.24 0814
OBE episodes ;zllc)-SPaarggleFEQemowd gg : ﬁ gﬂ 0.23 0818
TOTAL MONTHS [Sample N r Fisher's z z p

OBE days ;(Lejllo-SPaz;?rzleRemoved 3‘11 g;: ggg 0.18 0.892
OBE episodes E(Lejllo-SPaz;?rzleRemoved 3‘11 : gg ggg 013 0.899

*p<.05, **p<.01

OBE: Objective Bulimic Episode; SBE: Subjective Bulimic Episode
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Table 24. Significance Testing: Days versus Episode

S

FULL SAMPLE

ZERO-PAIRS EXCLUDED

MONTH 1 N r Fisher'sz z p MONTH 1 N F r Fisher'sz z p

SSE ZZ?/ssodes gj rig: 822 0.2r 0.789 8:5 Zg?lssodes 21 :gjf 82‘71 0.21  0.807

SoE cpiotes | o "o om % 0| e e | 20 "0 oz 0% 07

Tomepsoses | 34 e ost 015 082 il | 2 e om0V 084
FULL SAMPLE ZERO-PAIRS EXCLUDED

MONTH 2 N r r Fisher'sz z p MONTH 2 N F r Fisher'sz z p

oeEepmedes | 3 "o 0z O 080 |opr il | m ra0 om0 080
FULL SAMPLE ZERO-PAIRS EXCLUDED

MONTH 3 N ' r Fisher's z 4 p MONTH 3 N ' r Fisher's z z p

OBE epiodes | 34”17 oa7 0% 0808 | |oo s | 2 a1 ou 0% 08
FULL SAMPLE ZERO-PAIRS EXCLUDED

TOTAL MONTHS N r Fisher's z z p TOTAL MONTHS N r Fisher'sz z p

SSE :Z?/ssodes gj ':g;* ggg 041 0.682 SEE Zg?lssodes 31 " gg* ggg 0.34  0.704

*p<.05, **p<.01

OBE: Objective Bulimic Episode; SBE: Subjective Bulimic Episode
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Table 25. Significance Testing: OBEs versus SBEsve  rsus Total Binges Reported in Month 1

FULL SAMPLE ZERO-PAIRS EXCLUDED
Days N r Fisher's z z p Days N r Fisher'sz z p
OBE days 34 54 0.60 OBE days 21 T 41 0.44
SBE days 34 " .25 0.26 137 0170 SBE days 29 " .15 0.15 0.93 0354
OBE days 34 54 0.60 OBE days 21 .41 0.44
0.52 0.603 0.27 0.790
Total days 34 A4** 0.47 Total days 29 " .34 0.35
SBE days 34 T .25 0.26 SBE days 29 ' .15 0.15
-0.85 0.393 -0.73 0.464
Total days 34 44 0.47 Total days 29 " 34 0.35
FULL SAMPLE ZERO-PAIRS EXCLUDED
Episodes N r Fisher's z z p Hpisodes N r Fisher'sz z p
OBE episodes 34 A49** 0.54 OBE episodes 21 " .35 0.37
- 0.85 0.396 v 0.43 0.669
SBE episodes 34 .31 0.32 SBE episodes | 29 " .23 0.23
OBE episodes 34 A49** 0.54 OBE episodes 21 " .35 0.37
Total episodes 34 AT 0.51 0.10 0.919 Total episodes 29 .38* 0.40 0.1 0.910
A L. - L
SBE ep|.sodes 34 31 0.32 0.75 0.456 SBE ep|'sodes 29 .23 0.23 0.60  0.550
Total episodes 34 AT 0.51 Total episodes 29 .38* 0.40

*p<.05, *p<.01
OBE: Objective Bulimic Episode; SBE: Subjective Bulimic Episode




Table 26. Correlation Matrix for the EDE and Relate

d Constructs in Month 1

OBE DAYS OBE EPISODES
EDE DFR BSQ IDS-SR RSE EDE DFR BSQ IDS-SR RSE
EDE 1.00 54** 17 .28 .19 EDE 1.00 A49%* .19 27 .22
DFR .54* 1.00 -.05 .04 .09 DFR 49* 1.00 -.08 .01 .08
SBE DAYS SBE EPISODES
EDE DFER BSQ IDS-SR RSE EDE DFER BSQ IDS-SR RSE
EDE 1.00 .25 .05 .31 .29 EDE 1.00 31 .07 .32 .28
DFER .25 1.00 24 .09 .05 DFER .31 1.00 .33 .18 .15
TOTAL DAYS TOTAL EPISODES
EDE DFR BSQ IDS-SR RSE EDE DFR BSQ IDS-SR RSE
EDE 1.00 A4 12 .38* .33 EDE 1.00 AT 14 40* .34
DFR A4 1.00 A7 .09 .07 DFR AT 1.00 .25 .15 .15

*p<.05, *p<.01

EDE: Eating Disorder Examination; DFR: Daily Food Record; OBE: Objective Bulimic Episode; SBE: Subjective Bulimic Episode; BSQ: Body

Shape Questionnaire; IDS-SR: Inventory for Depressive Symptomatology-Self-Report ; RSE: Rosenberg Self-Esteem Scale
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Table 27. Discriminant Validity of the EDE

OBE DAYS OBE EPISODES
Month 1 N r Fisher's z z p Month 1 N r Fisher's z z p
I R e
coramssr | 3 28 opo M2 OWO| looreidSsr | s 7 opn 102 032
e I I R B S I R
SBE DAYS SBE EPISODES
Month 1 N r Fisher's z z p Month 1 N r Fisher's z z p
OO | S Z 9% om omn| [DEENE [ F 0 0% 0w o
coramssr | 34 m om0 08| loorerdsr | s om0 094
CEOT [ S & 0% ow ome| [DARE [ 3 % 9% on om
Total DAYS Total EPISODES
Month 1 N r Fisher's z z p Month 1 N r Fisher's z z p
cocapso | 3 a2 o1z M® 03| loopepso | s s oug 145 0188
T | o M O ox ome| [BEERE T[S 05 o omg
corarse | 30 s os 0% O8M| loopenst | s s oamp 043 0S4

EDE: Eating Disorder Examination; DFR: Daily Food Record; OBE: Objective Bulimic Episode; SBE: Subjective Bulimic Episode;
BSQ: Body Shape Questionnaire; IDS-SR: Inventory for Depressive Symptomatology-Self-Report ; RSE: Rosenberg Self-Esteem

Scale




Table 28. Analysis of Contamination

OBE DAYS OBE EPISODES
Month 1 N r Fisher's z z p Month 1 N r Fisher's z z p
e | B T oL on oaw| [EEET [ L 08 g o
orrabssR | 34 oa  oos 0% 08| |plhyipddn % on oo M5 029
orrarse | 34 0o oo 0% 08| |pingper % op  oos 0S5 0567
SBE DAYS SBE EPISODES
Month 1 N r Fisher's z z p Month 1 N r Fisher's z z p
DR [ 3 % 9% o o [REEED [ 3 0 9% g7 oo
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Figure 1.Comparison of EDE and DFR
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Figure 2.Significance Testing: Days versus Episodes
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Figure 3.Significance Testing: OBE Days versus SBE Days versus Total Days
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Figure 4 Significance Testing: OBE Episodes versus SBE Episodes versus Total
Episodes
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EDE: Eating Disorder Examination; DFR: Daily Food Records; IDS-SR: Inventory for Depressive
Symptomatology-Self-Report; RSE: Rosenberg Self-Esteem Scale; BSQ: Body Shape Questionnaire

Figure 5.Construct Validity Correlation Matrix

Comparison of Correlations
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EDE: Eating Disorder Examination; DFR: Daily Food Records; IDS-SR: Inventory for Depressive
Symptomatology-Self-Report; RSE: Rosenberg Self-Esteem Scale; BSQ: Body Shape Questionnaire
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Figure 6.Discriminant Validity
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Figure 7.Analysis of Contamination
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Figure 9.Individual Differences: OBEs in Months 1-3
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Figure 10.Analysis of Sensitivity, Specificity, PPV, and NPV for Month 1: OBEs Only
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Figure 11.Analysis of Sensitivity, Specificity, PPV, and NPV for Month 1: Total Episodes
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Figure 12.Analysis of Sensitivity, Specificity, PPV, and NPV for Months 1-3: OBEs Only
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Appendix A
Empirical Findings on the Reliability of the EDE
Test-retest Reliability

Two research groups have examined the test-retest reliability of the ERE. O
study assessed the short-term (2-7 days) test-retest reliabilty BOIE in 20 female
participants with a variety of eating disorders (Rizvi, Peterson, Crowgr&sA 2000).
The second reported on the test-retest reliability of the EDE over a longet pktime
(6-14 days) in 18 adult women with BED (Grilo et al., 2003). Both studies found that the
EDE demonstrates high test-retest reliability for the four subscaldscovrelations
ranging from .50 to .88. The EDE also demonstrated high test-retest relifdi@BES
and self-induced vomiting, with correlations ranging from .70 to .97. In contrast, the
items that assess SBEs have not demonstrated significant test-figtiedityewith
correlations ranging from .17 to .40. See Table 1 for additional detail. There havecbee
studies that have assessed the test-retest reliability of the EDdtiat assess laxative
misuse and diuretic misuse.

These data support the test-retest reliability of the four subscal@sdividual
items that assess objective bulimic days and episodes, and the individual itemssdba
self-induced vomiting days and episodes. However, the test-retest rgliabil¢lations
weakened as the length of time between testing increased, and it is tiraakhe time
between testing was not long. The only exception to this was the Restraintesuiosca
which the test-retest correlations remained high after a 2-week laghimaelata do not

support the test-retest reliability of the items that assess subjectivechdsdys and
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episodes. Additionally, it should be noted that both studies had small sample sides whi
limit the generalizability of the findings.

Inter-rater Reliability of the EDE

Because the EDE is a semi-structured interview, it is important to examine
whether raters are able to reliably make similar ratings. One stedgxhained the
inter-rater reliability of each individual EDE item (Cooper & Fairburn, 198hils
study, three different raters each assessed 12 different participants, winenoinet
criteria for BN and three of whom had no eating disorder. Of the 62 total itemexam
(some of which have since been eliminated from the EDE), 27 items had perfect inte
rater reliability and only three items had inter-rater reliabilityffacients below .90.
Only two of these three items are still included in the EDE: “socialggaimd “body
composition.” The third item, “pursuit of thinness,” is no longer included in the EDE.
The results of this study support the inter-rater reliability of the individierais of the
EDE.

Three studies have examined the inter-rater reliability of the four dabsifahe
EDE®. The first used a sample of 106 undergraduate females (Rosen, Vara, Wendt, &
Leitenberg, 1990), the second sampled 20 adult females suffering from a ghgating
disorders (Rizvi et al., 2000), and, in the third, participants were 18 adult women with
BED (Grilo et al., 2003). In all three studies, the inter-rater reliadslitf the Restraint

subscale and Eating Concern subscale were .90 or greater. The interiedigityel

3 Several studies have reported the inter-rateabiiy coefficients for the EDE within the contendt other
studies (e.g., Masheb & Grilo, 2007); however, ittier-rater reliability of the EDE is not consistign
reported in the literature. This summary only iniga the three published studies whose purposeowas t
examine the inter-rater reliability of the EDE.
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coefficients for the Shape Concern subscale ranged from .84 to .99 and the inter-rater
reliability coefficients for the Weight Concern subscale ranged from .@® t(See Table
2.)The lowest inter-rater reliability coefficients for the Shape Conaed Weight
Concern subscales occurred in the Rosen et al. (1990) study, which was thiestadlyes
and the only one that used a nonclinical sample.

These three studies also assessed the inter-rater reliability ftertiserelated to
binge eating and compensatory behaviors. In two of the studies, the inteeliatslity
for objective bulimic days, objective bulimic episodes, subjective bulimic days, and
subjective bulimic episodes ranged from .91 to .99 (Grilo et al., 2003; Rizvi et al., 2000).
In the third study, the inter-rater reliability was only calculated fofréguency of binge
eatind and the frequency of self-induced vomiting (Rosen et al., 1990). These inter-rater
reliability coefficients were .98 and .99, respectively. See Table 2 for addtietaal.
The results of these studies support the inter-rater reliability for thedidscales of the
EDE and the individual items that assess binge eating and self-induced vomiting. No
published studies have assessed the inter-rater reliability of the indivetualtitat
assess laxative misuse or diuretic misuse.

Internal Consistency

* Rosen et al. (1990) did not differentiate betwedjective Bulimic Episode (OBEs) and Subjective
Bulimic Episodes (SBESs) in their analyses. Althotlgd authors do not provide the explicit criters@d to
define “binge eating,” it is assumed that whentdren “binge eating” is used, it is meant to deserihat
should be termed as OBEs. This assumption willgpdied to all other studies cited in this papet tha
analyzed frequency of binge eating without distisging between OBEs and SBEs
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Four studieshave examined the internal consistency of the four subscales of the
EDE in six total samples (Beumont, Kopec-Schrader, Talbot, & Touyz, B398e et
al., in press; Cooper et al., 1989; Grilo et al., in press). The first study sampkgtthgn e
disorder population, specifically, 47 women with AN, 53 women with BN, and 42
controls (Cooper et al., 1989). Participants in the second study were 116 adult females
suffering from various eating disorders (Beumont et al., 1993). Participattis third
study were 688 adults seeking treatment for BED (Grilo et al., in presd)yFRina
fourth study (Byrne et al., in press), examined the internal consistencyEbthe
subscales in three samples: a female eating disorder sample includint@gdaoass with
AN, 67 with BN, and 67 with EDNOS, 317 women from a community sample, and 170
females seeking treatment for overweight or obesity.

The internal consistency coefficients of the subscales ranged from .58 to .78 for
the Restraint subscale, .44 to .78 for the Eating Concern subscale, .68 to .85 for the Shape
Concern subscale, and .51 to .76 for the Weight Concern subscale. A complete list of
internal consistency coefficients can be found in Table 3. The highest internal
consistency coefficients were found in the samples of women with full- andhsadirold
AN and BN whereas the lowest internal consistency coefficients seaistently found
in either the community-based samples or the BED sample. The results otuldése s
provide support for the internal consistency of the Shape Concern subscale and

preliminary support for the other three subscales. Internal consistency haemot be

® The internal consistency of the EDE is rarely rég by authors who have used the EDE in their
research; thus, only studies whose purpose wasatniae the internal consistency of the EDE are
summarized here.
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assessed for the overeating section of the EDE or for self-induced vomiting bibcesese
assessments are based on only one item each.

Long Term Recall

Although research supports the test-retest reliability or repeatadfiihe EDE,
this does not demonstrate whether individuals accurately recall past symptoraB©Hhe
asks individuals to recall symptoms that occurred up to 6 months prior to the interview,
but there is little data to suggest that individuals are able to recall theptosys
accurately. Two studies have been conducted to assess longer-term recadyact
eating disorder symptoms using the EDE. In the first, 70 participants withesywvairi
eating disorders completed a first EDE at time 1 and a second EDE atéitioe 12
month follow-up assessment (Peterson, Miller, Johnson-Lind, Crow, & Thuras, 2007).
During the second EDE, they were asked to recall symptoms from time 1thather
current symptoms. The researchers found a strong correlation between Qi cyeat
time 1 and recall (r=.72). However, the correlation between SBE frequenaedt aind
recall was significantly lower than the correlation for OBE frequene34;, Z=2.95,
p<.001). The researchers also compared the diagnoses based on the datd abliect
1 and at recall. They found agreement rates ranging from 65% to 86% for narrow (e.g
AN, BN, BED) and broad (e.qg., full-threshold eating disorder, sub-threshold eating
disorder) diagnoses, respectively.

A second group of researchers found similar results in a recall studydRava
Vannacci, Truglia, Zucchi, Mannucci, Rotella et al., 2004). They assessed 2ppats

with a variety of eating disorders at two time points. At time 1, they wees the EDE
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to assess their current symptoms. Five to 30 months later, they were instruetsdito r
their symptoms at time 1 using the EDE. They found significant correlationsdrethe
subscale scores at baseline and recall, with correlations ranging from .63 to y88lsbhe
found significant correlations between the bulimic behaviors reported at basdline
recall: OBE days (.69), OBE episodes (.65), SBE days (.74), SBE episodes (76), sel
induced vomiting (.79), laxative misuse (.85), diuretic misuse (.70), and excessive
exercise (.97). The results of these two studies provide support for the hypibisiesis
participants are able to reliably recall their symptom presentatifar back as 2.5 years.
However, it is important to note that these data only examined whether patscipa
accurately recalled the symptoms they reported at the prior interviese Tata do not
indicate whether participants accurately recalled the frequency pteym actually

experienced.
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Appendix B
Empirical Findings on the Reliability of the EDE-Q
Test-Retest Reliability
The test-retest reliability of the EDE-Q has been examined by thwapgof
researchers, two of which assessed test-retest reliability ovatiaatyl short duration
(1-14 days; Luce & Crowther, 1999; Reas, Grilo, & Masheb, 2006) whereas the third
assessed the test-retest reliability over a relatively longatidnr(5-14 months; Mond,
Hay, Rodgers, Owen, and Beumont, 2004a). In the first (Luce & Crowther, 1999), the
test-retest reliability of the EDE-Q was examined in a communitpkaai 139 female
undergraduate students whereas in the second (Reas et al., 2006), the tedialelégt re
of the EDE-Q was also examined in a sample of 86 men and women seeking treatment
for BED. In both studies (Luce & Crowther, 1999; Reas et al., 2006), the short-term test-
retest correlations were significant for all four subscales witteladion coefficients
ranging from .66 to .94. There were also significant test-retest donsldor the
frequency of binge eating and compensatory behaviors with correlatiorcieres
ranging from .51 to .92. See Table 4 for a complete list of correlations. It isenttabl
the weakest correlations were for SBEs, OOEs, and diuretic misuse. Télatems for
all four subscales were higher in the Luce and Crowther study, which is nosisgypis
the sample was composed of undergraduate women for whom eating disorder cognitions
may not vary day to day.
One of these studies also analyzed the short-term test-retaisilitglfor the

individual items that are used to create the four subscales (Reas et al., 20@6). Thes
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correlations ranged from .40 (fear of weight gain) to .78 (importance of shapi@nda
prescribed weighing) and were all significanpatO1. They also analyzed the test-retest
correlations for different time lags: one day or less, two to 14 days, and 7 to 14 days
(Reas et al., 2006). The results show that there was little impact of thediore tlae
test-retest correlations for the EDE subscales or the OBE’s. Howkegsr was a time
lag effect on the test-retest correlations for SBE’s and OOE's, witBgharman rho
correlations decreasing as the time lag increased.

Longer term test-retest reliability of the EDE-Q was examinedconamunity
sample of 196 Australian women (Mond et al., 2004a). The longer-term test-rete
correlations for the four subscales remained high despite the lengthydimmedavere
comparable to the short-term test-retest correlations found by bdo&rawther (1999)
and Reas et al. (2006). Additionally, the correlations between individual itézdsata
time 1 and time 2 were all significant, ranging from .42 (Eating in seoredp (Feelings
of fatness). There were also significant test-retest correlabor@BEs, SBEs, and
excessive exercise; however they were weaker than the correlatioms EDE-Q
subscales and the 2-week test-retest correlations for these behaviorsyfhuee and
Crowther (1999) and Reas et al. (2006). Additionally, when the analysis only included
participants who reported eating disorder symptoms, the correlations foraB&s
lower than when the analysis included the entire sample. Thus, these data déenonstra
that the inclusion of respondents who report no disordered eating behavior caalbrtific

inflate the correlations between time 1 and time 2.
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The data provide support for the short-term (1-14 days) test-retest riglitdyili
the assessment of the four subscales, OBEs, self-induced vomiting, and laxstise mi
as well as preliminary support for the assessment of SBEs, OOEs, and diseeflhe
EDE-Q also demonstrated long-term (5-14 months) test-retest r&jidbilthe four
subscales, but not OBEs, SBESs, or excessive exercise. Overall, thesegdatst that the
EDE-Q may be more reliable with regard to the assessment of cognitipgosysithan
the behavioral symptoms, especially as the duration between testing s@ssieases.
However, researchers must also consider the possibility that the cogymigtoms of
eating disorders are more stable over time than the behavioral symptoms. Raarehre
needs to examine the test-retest reliability for the EDE-Q in patitspwith AN, BN,
and EDNOS diagnoses as well as more heterogeneous community samples.
Internal Consistency

There have been three studies that have assessed the internal consistency of the

EDE-Q subscales. The samples of these three studies included a communityoample
203 undergraduate women at time 1 and 139 (68.5%) of the women at time 2 (Luce &
Crowther, 1999), a community sample of 208 adult women (Mond et al., 2004a), and 203
adult women with BN (Peterson, Crosby, et al., 2007). The four subscales demonstrated
acceptable internal consistency in all three studies (Luce & Crowther, #99@ et al.,
2004a; Peterson, Croshy, et al., 2007). All four subscales of the EDE-Q demdnstrate
acceptable internal consistency, with correlations ranging from .70 to .98B&lskee5 for
a complete list of internal consistency coefficients). One study alsolaid the item-

total correlations for the EDE-Q (Mond et al., 2004a) and found correlatiogsmga
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from .33 (“avoidance of eating,” “eating in secret”) to .76 (“dissatisfactith weight,”
“dissatisfaction with shape”). These data indicate that the EDE-Q demtessgood
internal consistency in both community samples of adult women and adult women with
BN. There has been no research on the internal consistency of the items on {Qe EDE
that assess specific behaviors because those items are typicaiiedrad individual
items. Future studies should examine the internal consistency of the EDE-Q ingdmoth m

and women, adolescents, and patients with AN, BED, and EDNOS.
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Appendix C
Theoretical Perspectives on Validity
Face validity
Face validity is the extent to which an instrument appears to measure what it
purports to measure. In other words, an instrument has face validity if the ingtrume
includes items that are assumed to be relevant to the construct of interdaterhe
validity of an instrument is determined by a subjective judgment. For exatn@lEDE,
an assessment of eating disorder symptoms, may be judged to have face walidity i
included items that assess symptoms assumed to be relevant to eatingissmtuas
food restriction, binge eating, purging, and importance of shape and weight. However, it
should be noted that face validity is neither necessary nor sufficient for an iastriam
be a valid assessment of a particular construct because instruments magimave hi
construct, content, or criterion-related validity without appearing to me#se given
construct
Content validity
Content validity is the extent to which an instrument assesses the entire @dmai

the construct it purports to measure. For example, the EDE purports to measgre eati
disorder symptoms in general and includes items that assess both behavioral and
cognitive symptoms of eating disorders. If the EDE only assessed the behavioral
symptoms of eating disorders, the content validity of the EDE as an assestme
general eating disorder symptoms would not be supported because the cognitive

symptoms would not be assessed. One of the most common ways to determine whether
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an instrument demonstrates content validity is to poll experts as to the disgehtiach
item to the instrument (Lawshe, 1975). These responses are then used to détermine
Content Validity Ratio (CVR), which is equivalent to (number of panelists indicating
“essential” — (total number of panelists/2) / (total number of panelistisgould be
noted that the content validity of an instrument can only be determined to the extent tha
the domain of the construct is understood. In other words, if the definition or domain of a
construct changed, then the content validity of an instrument would change. For example,
if it was determined that affect is also essential to eating disgmgtematology, the
EDE would not demonstrate content validity because it does not assess affect.
Criterion-oriented validity

Criterion-oriented validity refers to the extent to which the operationializaf a
given construct (i.e., predictor) is able to predict a criterion of int@restcriterion) that
is either measured at the same time (concurrent validity) or at somenpiiatfuture
(predictive validity). Concurrent validity is often studied to determine winétiee
instrument in question could be used to measure the criterion in place of another
instrument. To measure concurrent validity, the predictor and criterion aseireeat
the same time and correlated. For example, the EDE is purported to puediat ¢
diagnostic status. Thus, to examine the concurrent validity of the EDE withl tegar
diagnostic status, one could administer the EDE and a separate diagnostievinbervi
the same day. If the EDE performed well against the diagnostic interviewDeould

be used in place of the diagnostic interview.
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Predictive validity, on the other hand, is used if one is interested in predicting a
criterion in the future. It is examined by measuring the criterion at someipadime
after the predictor has been assessed and correlating the two. Fptegxara might
want to know whether EDE scores predict diagnostic status after trealmémnsé case,
the EDE would be administered prior to treatment and a diagnostic interview would be
administered post-treatment. If EDE scores pre-treatment aredredaleagnostic status
post-treatment, the EDE would demonstrate predictive validity and could be used to
predict treatment response. However, it should be noted that the criteriotedrie
validity of an instrument is useful only in so far as the criteria used are vaid¢hees.
Thus, with regard to examining the concurrent validity of the EDE using thecditg
criteria for various eating disorders as the criterion, the validitpatt of the EDE will
only be as valid as the diagnostic criteria used.
Construct Validity

The construct validity of an instrument refers to the degree to which an instrume
operationalizes a specific construct. In other words, construct validity extent to
which the scores on the instrument reflect the desired construct ratheritéan ot
constructs. A construct is operationalized by placing it within a nomologicabrietA
nomological network describes the theoretical relationships between trectbstr
constructs, the observable manifestations of the abstract constructs, and thedoropos
empirical relationships between the observable manifestations of the tbsirstcucts.
The construct validity of an instrument is supported if the actual empiricabrslaips

between observable manifestations of constructs reflect the proposed empirical
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relationships between observable manifestations of constructs. Failureeafpivecal
relationships between observables to reflect proposed relationships betweealdbse
may indicate a limitation of the instrument to measure the construct. Howtavew i
also indicate an error in the nomological network itself. Thus, the construct \caligéti
an instrument cannot be determined by a single study. Rather, constructouaislati
process by which the nomological network of a construct is tested. The mostimport
tests of the nomological network are reflected in the assessment of thegeomaerd
discriminant validity of an instrument. Convergent validity is the extent to whech t
construct of interest is empirically related to theoretically-eel@onstructs whereas,
discriminant validity is the extent to which the construct of interest is exalbyr
unrelated to theoretically-unrelated constructs.

The gold standard for measuring convergent and discriminant validity is the
Multitrait-Multimethod (MTMM) matrix (Campbell & Fiske, 1959). In MTMMnultiple
traits (often 3) are measured by multiple methods (often 3; e.g., paper and pencil
interview, direct observation). This allows one to compare correlations between
assessments of similar constructs to the correlations between asgssgrdessimilar
constructs. The MTMM matrix also allows for the comparison of correlatiomseba
assessments using similar methods and correlations between assessngedissimilar
methods. The MTMM matrices include four different types of correlations: Maihotr
Monomethod (MTMM), Monotrait-Heteromethod (MTHM), Heterotrait-Monomethod
(HTMM), and Heterotrait-Heteromethod (HTHM). The MTMM correlations repng

the instrument’s correlation with itself and could reflect test-retéabiigy if
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participants have been assessed at multiple time points. The MTHM conelati
represent the correlations between instruments that measure the sametcosisiy
different methods of assessment. The HTMM correlations represent thatonse|
between different traits using the same method. Finally, the HTHM correla¢fthest
the correlations between the assessments of different traits usimgrdifigethods, so we
would expect these correlations to be the lowest in the matrix

If the MTHM correlations are significantly different from zero, thatienships
between these scores are due to overlap in the construct that is being asgpsfiednSi
HTMM correlations indicate that the relationship between scores is theaesukrlap
in the method of measurement. The HTHM correlations are expected to be the lowe
correlations in the matrix because there is no overlap with regard to either thraatons
being assessed or the method of measurement. Thus, significant HTHMticmsatsay
indicate significant amounts of error. If the MTHM correlations are hidtaar the
HTMM and HTHM correlations, the relationship between similar construcésuned by
different methods is stronger than the relationship between different consteagsared
by the similar methods and the relationship between different constructs nldagure
different methods. In other words, if the MTHM correlations are significdmdiiyer than
the HTMM and HTHM correlations, there is evidence for convergent and discriminant

validity.
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Appendix D
Empirical Findings on the Validity of the EDE
Criterion-oriented validity: Concurrent validity of the EDE with regard to ewmtr
diagnostic status

In a seminal article on establishing validity, Cronbach and Meehl (1955)
explained that one method for testing criterion-oriented validity is tordeterwhether
the instrument predicts expected group differences. Four studies have examined the
ability of the EDE to discriminate between eating disorder populations andlagnainps
(Cooper et al., 1989; Rosen et al., 1990; Wilfley, Schwartz, Spurrell, & Fairburn, 2000;
Wilson & Smith, 1989). In the first of these studies (Cooper et al., 1989), the EDE scores
of 47 women with AN, 53 women with BN, and 42 women who did not have an eating
disorder were compared. Two studies have examined the EDE’s ability ionthste
between women with BN and control women who score highly on a measure of restraint
(Rosen et al., 1990; Wilson & Smith, 1989). The final study compared 105 adult women
with BED to a group of 42 normal-weight and 15 overweight women without eating
disorders (Wilfley et al., 2000).

Data from these studies show that there were large effect sizes fouthe f
subscales between the following groups: AN group and Control group, BN group and
Control group, BN group and Restricting Control Group, BED group and Normal Weight
Control group, and a BED group and an Overweight Control group (range of Cohen’s d =
.97 to 6.68). The only exceptions were a moderate effect size (.40) between a BN and

Restricting Control group on the Restraint subscale and a small effectLligbgtween
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the BED and Overweight Control group on the Restraint subscale. Additionally, the EDE
also demonstrated ability to discriminate between AN and BN samples on Shape
Concern, Weight Concern, and frequency of OBEs (Cooper et al, 1989). These statistics
are provided in Table®

One limitation of these data worth noting is that it is unclear from the desaripti
of the Cooper et al. (1989) study whether the assessors were blind to thpgrdstic
diagnostic status. Based on their percent of Ideal Body Weight (IBW\ahen with
AN weighed much less than the women with BN or the control women (73.4 IBW, 103.3
IBW, 99.9 IBW respectively); thus, the assessors would likely be aware diatdp@ostic
status of the participants with AN. As such, assessor knowledge of diagndesmsay
limit the validity of these results. Despite this potential limitatibe, EDE appears to
discriminate between women with eating disorders and control women, even when the
control women report high restraint.
Construct validity: Convergent validity of the EDE and assessments of similaruoiss

One method of testing construct validity is to determine whether two different
measures of a construct converge. Cronbach and Meehl (1955) state, “If tvaweests
presumed to measure the same construct, a correlation between them isg(pdict
286).” Two studieShave assessed the convergent validity of the EDE’s four subscales

against measures of similar constructs (see Table 7), one of which usgulecali6

® The results from Rosen et al. (1990) are not ietbin the table as the authors only describedethets

of the group differences comparisons within text did not report statistics from these comparisons.

" Additional studies have examined the convergelidi%aof the EDE and self-report questionnaires of
eating disorder symptoms (e.g., Greeno, Marcus,i8g\W1995) as well as the convergent validity & th
EDE and other interview-based assessments (e.gle Wéggemann, Martin, & Heath, 1997); however the
purpose of these studies has been to examine kidéywaf the other instrument against the EDE. 3&e
studies are not reported here as it does not seigable to discuss the psychometric propertieheEDE
against unvalidated instruments.
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undergraduate females (Rosen et al., 1990) whereas the other used a sample of 82 women
seeking treatment for BN (Loeb et al.,1994). In both studies, all four subscales of the
EDE correlate with measures of similar constructs. Specifically, teedR® subscale
was negatively correlated with behavioral measures of food consumption (eugenicyg
of regular meals; Rosen et al., 1990) and positively correlated with other indices of
restraint (e.g., the Restraint subscale of the Three-Factor Eatistjdpueaire; Loeb et
al., 1994). Likewise, the Eating Concern subscale correlated with behaviasunes of
disordered eating (e.g., frequency of binge eating; Rosen et al., 1990) as wghitise
assessments of eating concern (e.g., Dieting Concern subscale of nigeAHztides
Test; Loeb et al., 1994). The Shape Concern and Weight Concern subscales were both
significantly correlated with other indices of body dissatisfaction,(Bagy Shape
Questionnaire; Loeb et al., 1994; Rosen et al., 1990). The majority of these correlations
demonstrate a medium to large effect, but it should be noted that although sigrttieant
correlations between the Restraint subscale and two similar construdtedtrency of
eating snack foods and the EAT Oral Control subscale) demonstrated only effeunall
A detailed summary of these statistics is provided in Table 7. In sum, resesrch ha
demonstrated that the subscales of the EDE correlate with instrumentslaf simi
constructs.

Construct validity: Factor structure of the EDE
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Finally, three studidshave examined the factor structure of the EDE (Byrne et al.,
in press; Grilo et al., in press; Mannucci, Ricca, Di Bernardo, Moretti, Cabiaeida,
1997). As stated previously, the EDE is conceptualized as having four subscales:
Restraint, Weight Concern, Shape Concern, and Weight Concern. However, none of
these studies replicated the EDE’s four-factor model. A more recentestadyned the
factor structure of the EDE in a sample of 688 adults seeking treatment fof@ et
al., in press). The exploratory factor analysis suggested a 3-factor medéD(etary
Restraint,” “Shape/Weight Overevaluation,” and “Body Dissatisfactiant) this model
was supported by the confirmatory factor analysis. A second factor anadysg 115
obese adults who did not meet criteria for BED indicated a 2-factor modeh(dei et
al., 1997). In this study, the first factor was similar to the Restraint sulvglcateas the
other appeared to be a combination of the remaining three subscales. The third study
examined the factor structure in a sample of 158 adolescent and adult women agth eati
disorders, 170 adult women seeking treatment for obesity, and 317 control women (Byrne
et al., in press). When the original four-factor structure of the EDE was cednipar
three-, two-, and one-factor models, a one-factor model (i.e., Weight and ShapenConcer
was the best fit. Though the results from the three studies were inconsisteotild be
noted that all three studies failed to discriminate between a Shape Corterafa a
Weight Concern factor. It is notable that there was little overlap in the tygsgiles
used. Thus, additional data are needed to determine whether different factaresruc

exist among participants with different symptom presentations.

8 A fourth study examined the factor structure ekasion of the EDE adapted for use with childrera(i,
Byrne, Bryant-Waugh, 2008). As this review primaglertains to the adult version of the EDE, the Wad
et al. (2008) study will not be discussed.
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Appendix E
Empirical Findings on the Validity of the EDE-Q
Criterion-oriented validity: Concurrent validity of the EDE-Q with regard torent
diagnostic status
Four studies have been conducted to test the criterion-oriented validity of the
EDE-Q by examining its ability to discriminate between eating dis@aeé control
groups (Elder, Grilo, Masheb, Rothschild, Burke-Martindale, & Brody, 2006; Engelsen &
Laberg, 2000; Mond, Hay, Rodgers, Owen, & Beumont, 2004b; Wilson, Nonas, &
Rosenblum, 1993). Only one of these studies used a structured interview to classify
participants as cases or noncases of eating disorders (Mond et al., 2004b). didlyhis st
182 adult women without an eating disorder were compared to 13 women diagnosed with
BN nonpurging type and EDNOS. The results indicated that women with eating disorde
scored significantly higher on the EDE-Q than women who did not meet criteria for
eating disorders.
Two additional studies classified eating disorder cases and non-casethesing
EDE-Q (Engelsen & Laberg, 2000; Wilson et al., 1993). The first study demonstrated
that obese binge eaters (N=31) scored significantly higher than obesengerebters on
15 individual items of the EDE-Q (Wilson et al., 1993). The items that did not
discriminate between the two groups were items that reflected diestngimeand a
desire to lose weight. It is worth noting that the entire sample in this s&aglgrawn
from a weight loss program and as such, one may not expect differences lggtwgpsn

on these variables. The second study found that adolescents with AN (N=10) scored



144
significantly higher on the Eating Disorders Inventory (EDI; Garnensted, & Polivy,
1983) and all but one subscale of the 12-item version of the Eating Attitudes Test (EAT
12; Garner, & Garfinkel, 1979), with effect sizes ranging from .87 to 1.56.

Finally, one study has examined the agreement between the EDE-Q and another
self-report measure of binge eating in identifying regular bintgrséElder et al., 2006).
In this study, the researchers examined the concordance between the EDE-Q and the
Questionnaire on Eating and Weight Patterns-Revised (QEWP-R; Spitraryski, &
Marcus, 1993) in self-identified binge eaters among 249 adult bariatric surgery
candidates. When binge eating was defined as having at least 1 episode chtimgge e
per week, approximately the same number of participants were classifitya eaters
by the EDE-Q (20.7%) and QEWP-R (23.2%). Although the EDE-Q and QEWP-R
identified a similar number of binge eaters, the agreement between trasgesevas
low (Cohen’s kappa = .26). When binge eating was defined as having at least 2 binge
episodes per week, the QEWP-R identified 1.5 times as many binge eaters as did the
EDE-Q (13.9% and 8.9%, respectively) and the instruments were only in agreement
about 4 potential binge eaters (Cohen’s kappa = .05). This kappa value indicates that the
agreement between the EDE-Q and QEWP-R in identifying twice-weeklg bmigrs is
almost entirely due to chance. It should be noted that both assessments used-were sel
report questionnaires and it is unclear whether the discrepancy betweeratueasnés a
limitation of the EDE-Q, a limitation of the QEWP-R, or a limitation of both. Also,

because “diagnostic status” was solely based on reported binge eatirmpégdghis
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study highlights the difficulty in assessing binge eating and the impertdngsing
additional criteria to determine diagnostic status

Overall, the data from the first two studies provide support for the use of the
EDE-Q in distinguishing cases and non-cases of eating disorders. However, it
important to note that only one study used a structured interview to diagnose eating
disorder cases. Additionally, the eating disorder samples were smallonraditfidies
ranging which limits the generalizability of the findings.
Construct Validity: Convergent validity of the EDE-Q compared to daily food records.

Two studies have examined the convergent validity of the EDE-Q against daily
food records (Grilo et al., 2001a; Grilo, Masheb, & Wilson, 2001b). Both studies asked
participants to record the number of OBE, SBE, and OOE episodes they exjpkrience
each day for 28 days and then to complete an EDE-Q at the end of the monitoring period.
Sixty-six participants in the first study (Grilo et al., 2001a) and 37 pgaatits in the
second study (Grilo et al., 2001b) completed the prospective daily self-monitodng a
EDE-Q. In both studies, there were significant correlations between theeal&ily s
monitoring and EDE-Q for the number of OBE episodes and SBE episodes reported,;
there was a significant correlation between the daily self-monitandgeDE-Q for OOE
episodes in the second study as well. There were no significant differeneesrbéte
number of OBE episodes reported on the daily self-monitoring and EDE-Q in either the
first (d = .08) or second studies (d = .08). However, participants reported significantly
higher numbers of SBE episodes on the daily self-monitoring in both the first (d = .53)

and second (d = .60) studies. Likewise, participants reported significantyaE
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episodes on the daily self-monitoring in both the first (d = 1.13) and second (d = .75)
studies. These data do demonstrate additional support for the convergent validity of the
EDE-Q in assessing OBE episodes in adults with BED. However, it should be noted the
participants in both studies were given definitions for OBE, SBE, and OOE and were
asked to simply record the number of episodes they had had for each type of episode.
Because participants were classifying their eating episodes on botimests, the
concordance between these two measures may be artificially anfhedditionally,
because clinical interviewers did not classify eating episodes as OBELpEBOE
episodes, it is impossible to know whether the eating episodes were acatodez\by
the participants.
Construct Validity: Factor Structure of the EDE-Q

Two studies have examined the factor structure of the EDE-Q (Hrbabosky et
al., 2008; Peterson, Crosby, et al., 2007). In the first study (Peterson, Grosby,
2007), an exploratory factor analysis was conducted on EDE-Q data collected from 203
adults with full- and sub-threshold BN in an attempt to replicate the factdre &DE-
Q. The results supported a four-factor model. The first factor appeareato be
combination of the Shape Concern and Weight Concern subscales and included eight
items from these subscales. The second factor appeared to be an approxintla¢gion of
Eating Concern subscale, including all of the items from the Eating Concernlsutisza
preoccupation with shape and weight question from the Shape Concern and Weight
Concern subscales, and the empty stomach question from the Restraint subscale. The

third subscale was an approximation of the Restraint subscale and includedaimeng
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items from the Restraint subscale as well as the fear of weight gairoguesin the
Shape Concern subscale. Finally, the fourth subscale consisted solely of the two
guestions about importance of shape and weight from the Shape Concern and Weight
Concern subscales.

A second study (Hrabosky et al., 2008) examined the factor structure of the
EDE-Q using exploratory and confirmatory factor analysis in a sam@&70&dult obese
bariatric surgery candidates. The results indicate that the first factsisted of items
assessing overeating or binge eating and appeared to describé djehetznces in
eating behavior. The second factor consisted of items from the Shape and Weight
Concern subscales and was described by the authors as a general Apfizanaene
factor. The third factor appeared to be an approximation of the Restraint su#tvgtale
included three items from the original subscale. The final factor replidag¢efindings
from the Peterson, Croshy, et al. (2007) study and included only the overevaluation of
shape and weight items.

These data provide moderate support for the construct validity of the Eating
Concern and Restraint subscales in adult women with full and sub-threshold BN. There
was also moderate support for the Restraint subscale in bariatric scagdiglates. It is
notable that most of the questions from the Shape Concern and Weight Concern
subscales load onto a single factor, which suggests that separating sheyggghh may
not be a meaningful distinction for many people. Finally, the data suggestehat t

importance of shape and weight represent a distinct construct and are nsailgces
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related to body dissatisfaction, discomfort with body exposure, or desire tgechia@e’s

body shape and weight.
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Appendix F
Empirical Findings on the Convergent Validity of the EDE and EDE-Q

Although the EDE is considered the “gold standard” of eating disorder
assessment, it requires significant amounts of time to administer aswekbsive
assessor training. A questionnaire version of the EDE, the Eating Disoaairation-
Questionnaire (EDE-Q), was developed to address these limitations (FairiRagli&,
1994). The EDE-Q includes 41 questions that are meant to address the same constructs
assessed in the interview version. Respondents rate these questions on the same 7-point
Likert scale used in the EDE. Many of the questions posed by the EDE and EDE-Q are
worded exactly the same; however, there are slight variations in wordiagra of the
guestions. For example, to determine the extent to which a participant would be
distressed by regular self-weighing, the EDE asks, “Over the past émksywhow would
you have felt if you had been asked to weigh yourself once each week fatdtvnfp
four weeks, no more often and no less often?” whereas the EDE-Q queries, “How much
would it upset you if you had to weigh yourself once a week for the next four weeks?”
Additionally, the EDE allows the interviewer to ask additional questions prior kongna
the final rating. Thus, although the EDE and EDE-Q were meant to assess the same
constructs, differences in wording and method of delivery may limit the extent¢b whi
the two instruments converge.

Moreover, it is unclear which delivery method, interview or self-report, is more
accurate. Although interview-based instruments are generally considpertbsusome

argue that interviews may be shaming and prone to respondent denial or minimization of
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symptoms (e.g., Grilo, 2005). The self-report instruments may be more accurat
representations of a person’s symptoms because admitting to symptoms on a
guestionnaire would be less likely to induce shame or embarrassment than admitting
these symptoms to another person. Thus, although it is important to examine Wiesther
EDE-Q displays convergent validity with regard to the EDE, it is just as impootant
understand whether the EDE displays convergent validity with regard to the EDE-Q.

There have been 15 studies and 18 comparisbashave assessed the
convergent validity of the EDE and EDE-Q (Binford et al., 2005; Black & Wilson, 1996;
Carter et al., 2001; de Zwaan et al., 2004; Fairburn & Beglin, 1994; Goldfein et al., 2005;
Grilo et al., 2001a; Grilo et al., 2001b; Kalarchian et al., 2000; Mond et al., 2004b; Passi
et al., 2003; Sysko, Walsh, & Fairburn, 2005; Sysko, Walsh, Schebendach, et al., 2005;
Wilfley et al., 1997; Wolk et al., 2005). The following provides a qualitative summary of
these studies. The majority of these studies have assessed convergent valglity us
correlations between the EDE and EDE-Q, comparison of means, and determining the
percentage of respondents whose scores on the EDE and EDE-Q were within one point of
each other. The majority of these studies assessed the convergent validiti [DEthad
EDE-Q with regard to the four subscales and OBE'’s. Less than half assessed the
convergent validity of the EDE and EDE-Q with regard to compensatory behaviors or
SBE's. Researchers have assessed convergent validity in a numbemrentiffe

subsamples: 4 studies used participants with AN (Binford et al., 2005; Passi et al., 2003;

° The Binford et al. (2005) study conducted thrgeasate analyses in three different subsamples:
participants with AN, participants with BN, and pieipants with EDNOS. The Fairburn and Beglin (1994
study also conducted separate analyses, one imagoity sample and the other in a mixed group of
participants with either AN or BN.
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Wolk et al., 2005), 3 studies used participants with BN (Binford et al., 2005; Carter et al
2001; Sysko, Walsh, & Fairburn, 2005), 1 study used a combined AN and BN sample
(Fairburn & Beglin, 1994), 1 study assessed an EDNOS sample (Binford et al., 2005), 4
studies examined BED samples (Goldfein et al., 2005; Grilo et al., 2001a; Grilo et al
2001b; Wilfley et al., 1997), 2 studies assessed bariatric surgery patientsg@e &t al.,
2004; Kalarchian et al., 2000), 2 studies used community samples (Fairburn & Beglin,
1994; Mond et al, 2004b), and one study assessed the convergent validity of the EDE and
EDE-Q in substance users (Black & Wilson, 1996).

Overall, there is strong support for the convergent validity of the four subscales
of the EDE-Q. Table 8 summarizes the results of the 14 published comparisons of the
EDE and EDE-Q with regard to the Restraint subscale. Of all four subscales, the
Restraint subscale showed the strongest convergent validity with significantgosi
correlations between the EDE and EDE-Q in 13 of the 14 compdfisdhsse
correlations ranged from .35 to .85 (mean r = .68). Additionally, the majority of
participants’ EDE Restraint scores were within one point of their EDE-QdRrdsscore
(range: 54% to 81%). In 14 of the 15 comparisons, participants scored higher on the
EDE-Q than the EDE (Binford et al., 2005; Black & Wilson, 1996; de Zwaan et al., 2004,
Fairburn & Beglin, 1994, Grilo et al., 2001a; Grilo et al., 2001b; Kalarchian et al., 2000;
Mond et al., 2004b; Passi et al., 2003; Sysko, Walsh, Schebendach, et al., 2005; Wilfley
et al., 1997; Wolk et al., 2005). However, these differences only reached statistical

significance in the BED patients, community samples, and the bariatrergatients

19 One study did not calculate the correlation betwtde EDE and EDE-Q Restraint scores (Sysko, Walsh,
Schebendach, et al., 2005).
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(de Zwaan et al., 2004; Fairburn & Beglin, 1994; Grilo et al., 2001a; Grilo et al., 2001b;
Kalarchian et al., 2000; Mond et al., 2004b; Wilfley et al., 1997) with one exception in a
BN sample (Binford et al., 2005).

There was also strong support for the convergent validity of the Eatingr@once
subscale of the EDE and EDE-Q (see Table 9). There were 14 comparisonsEthe E
and EDE-Q for the Eating Concern subscale (Binford et al., 2005; de Zwaan et al., 2004;
Fairburn & Beglin, 1994, Grilo et al., 2001a; Grilo et al., 2001b; Kalarchian et al., 2000;
Mond et al., 2004b; Passi et al., 2003; Sysko, Walsh, Schebendach, et al., 2005; Wilfley
et al., 1997; Wolk et al., 2005) and all found significant correlations between the two
measures. However, there was variability in the strength of these correlations, with
correlations ranging from .33 to .94 (mean r = .67). There was additional variabtliy i
percent of participants who reported Eating Concern scores on the EDE thatitiigre w
one point of their EDE-Q score (range: 30% - 96%). In all 14 comparisons, patscipa
scored higher on the EDE-Q than the EDE for the Eating Concern subscale and 9 of these
comparisons reached statistical significdfice

A review of the literature also provides strong support for the convergent
validity of the EDE and EDE-Q with regard to the Shape Concern subscale; however,
there was more variability in the validity statistics for this subscale Table 10). For

the Shape Concern subscale, there were 15 comparisons between the EDE and EDE-Q, of

1 One study did not provide correlations betweer&h& and EDE-Q for the Eating Concern subscale
(Fairburn & Beglin, 1994).

2 Two studies did not analyze the mean differenetwéen the EDE and EDE-Q for the Eating Concern
subscale (Fairburn & Beglin, 1994; Sysko, Walshebendach, et al., 2005).
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which 14 out of 15 found significant correlations between the two me&$urkese
correlations ranged from .42 to .91 (mean r = .75). Of note, 80% of the correlations
ranged from .69 to .85. In all cases, between 49% and 75% of participants reported Shape
Concern scores on the EDE within one point of their EDE-Q score. Finally, in 14 of the
15 comparisons, participants scored higher on the EDE-Q than the EDE and this
difference reached statistical significance in 11 stadlies

The results of 15 comparisons also support the convergent validity of the EDE
and EDE-Q with regard to the Weight Concern subscale. This information is szetha
in Table 11. The statistical support was slightly weaker for the Weight Gosgbscale
than the Restraint subscale, but there was slightly less variance in thig saditistics
for the Weight Concern subscale than the Shape Concern subscale. All 14 studies that
calculated the correlation between the EDE and EDE-Q scores found significant
correlations between the two measures which ranged between .54 and .88 (mean r = .75).
In all cases, at least 56% of participants’ Weight Concern scores on thev&BEvithin
one point of their EDE-Q score. Finally, in 14 of the 15 comparisons, participants scored
higher on the EDE-Q than the EDE for the Weight Concern subscale and 13 of these
reached statistical significarice

Overall, the data from 15 comparisons of the EDE and EDE-Q provide limited

support for the convergent validity of the EDE and EDE-Q in assessing r&ad&Etd

13 Sysko, Walsh, Schebendach, et al. (2005) did aloutate the correlation between the EDE and EDE-Q
for the Shape Concern subscale.

14 Sysko, Walsh, Schebendach, et al. (2005) did maliyae whether there was a significant difference
between the two instruments for the Shape Conadrscsile.

15 Sysko, Walsh, Schebendach, et al. (2005) did malyae whether there was a significant difference
between the two instruments for the Weight Conselrscale
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(see Table 12). The most consistent aspect of the data was the inconsisthacy of
results. First, of the 15 comparisons, 10 assessed the concordance for OBE episodes
whereas the remaining 5 assessed the concordance for OBE days. Second, of the 15
comparisons between the EDE and EDE-Q, 13 found significant correlations between the
EDE and EDE-Q for rates of OBE’s. However, there were large discliegarmong
these correlations, which ranged from .28 to .92 (mean r = .51). The correlatiens wer
lowest for the BED samples, with correlations ranging from .20 to .29. Third, d@bthe
comparisons between the EDE and EDE-Q, 8 studies found significant differences
between the EDE and EDE-Q whereas the remaining 7 did not. Of the 8 studies that
found significant differences, 5 studies found that participants reported higtseofat
OBE’s on the EDE whereas 3 found that participants reported higher rates af @BE
the EDE-Q. Altogether, 9 comparisons found that participants reported higlseofrate
OBE'’s on the EDE whereas 6 reported higher rates on the EDE-Q. Of note, 4 of the 5
studies that compared OBE days found that participants reported higher rates on the
EDE-Q. In contrast, 8 of the 10 studies that compared OBE episodes found that
participants reported higher rates on the EDE. However, it is important to noterthat f
many of these studies, the differences between the EDE and EDE-Q did not reach
statistical significance.

There have been nine published comparisons of the EDE and EDE-Q in
assessing the frequency of SBE episodes. This information is summarizédeiiJan
these studies, the correlations between the EDE and EDE-Q ranged from -.09 to .78

(mean r = .40) and six of the eight correlations were significant. Howégéuld be
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noted that the sample size of the study that reported the largest correfd)omas only
7 (Mond et al., 2004b). Only two of the eight comparisons found significant differences
between the number of SBE episodes reported on the EDE and EDE-Q; however, the
lack of significance may have been a power issue as few participant®depBES.
Only two comparisons found that participants reported more SBE episodes on tt@ EDE
than the EDE (de Zwaan et al., 2004; Grilo et al., 2001b) and these differences did not
reach statistical significance. Overall, the data on the convergent vafitlity EDE and
EDE-Q in assessing SBE episodes is inconsistent at best. However, thie besause
the construct itself is difficult to conceptualize rather than a limitatioheoirtstruments.

There have been nine comparisons of the EDE and the EDE-Q for

compensatory behaviors (e.g., self-induced vomiting, laxative use). RefdrléoIRafor
summary. The correlations between the EDE and EDE-Q for these behastiers w
significant and high, with most ranging from .88 to 1.0 (mean r = .87). In two studies,
there was a significant difference between the EDE and EDE-Q fandalfed
vomiting, one in which participants reported more episodes on the EDE (Carter et al
2001) and one in which participants reported more episodes on the EDE-Q (Fairburn &
Beglin, 1994). There was only one study that found a significant difference between the
EDE and EDE-Q for laxative use (Sysko, Walsh, & Fairburn, 2005). Overall, there was
support for the convergent validity of the EDE and EDE-Q in assessingdetfeid
vomiting and laxative use. However, it should be noted that these behaviors were not
common in several of the studies; thus, it is possible that the concordance between the

two measures may be slightly inflated. There have been no published studies on the
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convergent validity between the EDE and EDE-Q for diuretic misuse, fasting, or

excessive exercise.



