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ABSTRACT

Objective: This research presents nor-

mative data on the Eating Disorder Ex-

amination Questionnaire (Fairburn and

Beglin, Int J Eat Disorder, 16, 363-370,

1994) (EDE-Q) for samples of undergradu-

ate women in the United States.

Method: College women (N 5 723),

ages 18–25, completed the EDE-Q as part

of a larger assessment battery.

Results: Average scores, standard devia-

tions, and percentile ranks for the raw

Restraint, Eating Concern, Shape Con-

cern, and Weight Concern subscales and

the Global score are reported. Data on

the occurrence of objective and subjec-

tive bulimic episodes and compensatory

behaviors are presented.

Conclusion: These results are helpful for

clinicians and researchers in the interpreta-

tion of the EDE-Q scores of undergraduate

women in the United States. Comparisons

are drawn between the results for this sam-

ple and those of a United Kingdom sample

of young adolescent females, an Australian

community sample, and an Australian

community age-matched sample. VVC 2008

by Wiley Periodicals, Inc.

Keywords: EDE-Q;Undergraduatewomen

(Int J Eat Disord 2008; 41:273–276)

Introduction

The Eating Disorder Examination Questionnaire1

(EDE-Q), derived from the Eating Disorder Exami-
nation interview2 (EDE), is a self-report question-
naire widely used to assess the key attitudes and
behavioral features of eating disorders (EDs).
Because the EDE has been extensively researched
and is well regarded for its psychometric proper-
ties, it is considered the ‘‘gold standard’’ for assess-
ment of ED pathology.3 Nevertheless, the EDE has
several disadvantages, including the extensive
training needed for interviewers,4 the length of
time needed for administration, and, as with all
clinical interviews, its inappropriateness for group
administration.1,3 As an efficient and cost-effective
alternative, the EDE was adapted to a self-report
version, the EDE-Q.1

Research suggests the EDE-Q may be an accepta-
ble alternative to the EDE.1,5 Because of its psycho-

metric properties and clinical utility, it is recom-
mended for use to identify probable ED cases.5,6

However, norms are needed for interpretation. Two
studies present normative data for a United King-
dom sample, ages 12–14 years,7 and an Australian
community sample, ages 18–42 years.6 Although
the latter norms6 may be applicable to young adult
women in the United States, Mond et al. concluded
that levels of eating psychopathology may vary
across countries and their community sample may
not generalize to a college student sample. Given
the prevalence of EDs among college women8 and
the resources required to screen and assess women
on college campuses,9,10 normative data is useful.
Thus, this research presents normative EDE-Q data
for college women in the U.S.

Method

Participants were 723 undergraduate women [Age: M

5 18.7 years, SD 5 1.2; Body Mass Index (BMI): M 5

22.6, SD 5 3.9; Ethnicity: 88% Caucasian; 7.8% African-

American; 1.1% Hispanic; 0.7% Asian-American; and,

2.5% other] enrolled in general psychology at a large Mid-

western university who volunteered to participate, for

credit in their General Psychology course, in one of two

studies that used the EDE-Q as one of several measures.

Given our interest in establishing college student norms,
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participants older than 25 years (n 5 38) were excluded.

Comparisons of the participants in the two studies on

age, BMI, and ethnicity yielded significant differences on

age, t(721) 5 2.09, p\ .05, d 5 .17, but not BMI, t(716) 5

1.66, p[ .05, or ethnicity, X2(4) 5 6.57, p[ .15. Given the

small effect size for age, these differences most likely

reflect minor temporal differences in data collection peri-

ods (Sample 1: M 5 18.6 years, SD 5 1.1; Sample 2: M 5

18.8 years, SD 5 1.2) and are not clinically meaningful.

Following informed consent, participants completed

the EDE-Q, a 41-item, self-report measure that assesses

attitudes, feelings, and behaviors related to eating and

body image over the past 28-days. The EDE-Q measures

criteria for clinical EDs, making a tentative diagnosis pos-

sible. It yields a Global score and four subscale scores:

Restraint, Shape Concern (SC), Weight Concern (WC),

and Eating Concern (EC). The Global score is the average

of the four subscale scores. Among undergraduate

women, internal consistencies range from .78 for EC to

.93 for SC; test-retest correlations range from .81 to .94

for the four subscales and from .57 to .70 for the fre-

quency of key behavioral features, including binge eat-

ing, self-induced vomiting, and laxative misuse.11

With respect to convergent validity between the EDE

and the EDE-Q, research reports moderate to high corre-

lations between the Restraint, SC, and WC subscales in

community and patient samples1 and all four subscales

in adolescent and adult patients with EDs,4,5,12,13

although the EDE-Q subscale scores may be consistently

higher than the EDE subscale scores.4,5,13 Although Fair-

burn and Beglin1 concluded that the EDE-Q may overes-

timate the frequency of key behavioral features such as

objective binge eating (OBE), subsequent research on

predominantly patient samples has found either no dif-

ferences between the EDE and EDE-Q12,13 or that ED

samples report a greater frequency of OBEs on the EDE5

or a significantly greater number of days with OBEs on

the EDE4 compared with the EDE-Q.

Results

With respect to missing data, only .005% of item
responses required to score the EDE-Q subscales
was missing. Missing item responses were replaced
with the mean item score.

Table 1 presents descriptive data and percentile
ranks for the EDE-Q Global and four subscale
scores for this sample. Independent t-tests compar-
ing EDE-Q scores from the present sample to
Mond et al.’s6 community sample of 18 to 22-year-
old women (Global: M 5 1.59, SD 5 1.32; Restraint:
M 5 1.29, SD 5 1.41; EC: M 5 0.87, SD 5 1.13; SC:
M 5 2.29, SD 5 1.68; WC: M 5 1.89, SD 5 1.60)
yielded significant differences on Global, t(1,907) 5
2.44, p \ .05; Restraint, t(1,907) 5 4.67, p \ .001;
and EC, t(1,907)5 4.54, p\ .001, with women in the
current sample reporting significantly greater scores
on these scales. Table 1 also presents percentile
ranks for the raw EDE-Q Global and subscale scores
for this sample. Using a cut-off �4.06,7 for clinical
significance, 7.9% scored in the clinically significant
range on Restraint, 2.2% on EC, 14.8% on SC, 10.2%
on WC and 5.6% on the Global Scale.

TABLE 1. EDE-Q descriptive data and percentile ranks for raw EDE-Q Global and subscale scores for undergraduate
women (N 5 723)

Global Score Restraint Eating Concern Shape Concern Weight Concern

Mean (SD) 1.74 (1.30) 1.62 (1.54) 1.11 (1.11) 2.27 (1.54) 1.97 (1.56)
Percentile rank
5 0.05 — — — —
10 0.13 — — 0.13 —
15 0.24 — 0.20 0.50 0.20
20 0.38 — 0.20 0.63 0.20
25 0.58 0.20 0.20 0.88 0.60
30 0.81 0.40 0.28 1.13 0.80
35 1.01 0.48 0.40 1.50 1.00
40 1.21 0.80 0.60 1.73 1.20
45 1.40 1.00 0.60 1.88 1.60
50 1.64 1.20 0.80 2.13 1.80
55 1.82 1.40 0.80 2.38 2.00
60 2.02 1.80 1.00 2.75 2.20
65 2.19 2.20 1.20 3.08 2.60
70 2.43 2.60 1.40 3.37 3.00
75 2.66 2.80 1.80 3.63 3.20
80 2.89 3.00 2.00 3.75 3.60
85 3.24 3.40 2.20 4.00 3.80
90 3.57 3.80 2.60 4.38 4.20
95 4.07 4.40 3.60 4.85 4.80
99 5.00 5.40 4.60 5.47 5.40
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Table 2 presents the percentages of women who
reported any occurrence and regular occurrence of
key ED behavioral features and compensatory
behaviors. Results indicated that 6.4% and 16.7% of
the participants reported regular occurrence of
OBEs and subjective bulimic episodes, respectively.
Greater percentages of women engaged in regular
dietary restraint (8.4%) and excessive exercise
(5.9%) than self-induced vomiting (4.0%), laxative
(3.1%) and diuretic (3.6%) misuse.

Conclusion

Although the EDE-Q is widely used,14,15 this is, to
our knowledge, the first study to present normative
EDE-Q data for undergraduate women in the U.S.
Compared with Mond et al.’s6 Australian age-
matched sample, our U.S. sample reported signifi-
cantly higher scores on the Global, Restraint, and
EC subscales. Yet, with respect to binge eating,
although the percentages reporting SBEs were
comparable (i.e., 16.4% vs. 16.7%), a greater pro-
portion of Mond et al.’s6 sample reported OBEs
(i.e., 12.1% vs. 6.4%). For compensatory weight
control strategies, with the exception of the regular
use of excessive exercise (5.9% of this sample com-
pared with 7.1% of the Australian sample), greater
proportions of our sample reported dietary
restraint (8.4% vs. 4.7%), self-induced vomiting
(4.0% vs. 2.1%), laxative use (3.1% vs. 0.8%), and di-
uretic use (3.6% vs. 0.3%) on a regular basis.

The similarities and differences between the cur-
rent U.S. sample and the Australian sample are not
entirely surprising because the behavioral features
of EDs are known to fluctuate within individuals16

and between sites or samples.14,17 Nevertheless,

one possible explanation for the differences might
be that the Australian sample, although similar in
age, was a community sample and was not neces-
sarily comprised of undergraduate women. Given
the prevalence of appearance concerns on college
campuses,14,15 dietary restraint and other compen-
satory weight control strategies may be more nor-
mative in this environment; these compensatory
behaviors may be more easily shaped by peers who
also might restrict their food intake during commu-
nal meals in university dining facilities or who
share information about weight control strategies
in residence halls. Research by Crandall17 sug-
gested there were significant social influences to
conform to normative levels of binge eating within
two sororities on a large university campus. Given
research suggesting that peer modeling of abnor-
mal eating behaviors may be related to the onset of
binge eating and purging,18 these same social influ-
ences may operate for compensatory weight con-
trol strategies.

These findings confirm that substantial propor-
tions of young adult females are concerned about
their weight and shape. In our sample of under-
graduate women, 14.8% scored in the clinically sig-
nificant range on SC and 10.2% on WC. Using the
same cut-off, Mond et al.6 reported that 19.4% and
11.3% of their entire community sample scored in
the clinically significant range on the SC and WC
subscales and Carter et al.7 reported that 13% and
20% of their adolescent sample scored in this range
on SC and WC. Although Mond et al.’s6 findings
suggest the importance of addressing body image
concerns through middle adulthood, our findings
and those of Carter et al.7 document the continued
need for prevention and early intervention among
adolescent and young adult populations.

In conclusion, this study presents normative
EDE-Q data for undergraduate women in the U.S.
that will aid interpretation of EDE-Q scores for di-
agnosis, prevention, and intervention. There are
several strengths of this study. For example, the
sample is large and representative of typical sam-
ples recruited from college undergraduate popula-
tions. One limitation is that the sample was drawn
from one university with limited ethnic diversity.
Further research is needed to establish norms with
greater ethnic and regional diversity.
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