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Frequent assessment of eating disorder (ED) symptoms (e.g., on a weekly basis) may guide treatment planning in clinical services, and be an invaluable
tool for improving clinical research. The aim of the present study was to evaluate the psychometric properties of a brief eight-item scale designed to assess
ED behaviors during the preceding week (Eating Disorder Symptom List: EDSL). Cross-sectional data were collected in a non-clinical community sample
(n = 406) and cross-sectional and longitudinal data were gathered in a clinical ED sample before and after treatment with Enhanced Cognitive Behavior
Therapy for eating disorders (n = 47) and weekly during treatment with Radically Open Dialectical Behavior Therapy (n = 13). The EDSL showed
acceptable to good internal consistency (a = 0.72–0.82) and test-retest reliability (r = 0.88). Convergent and divergent validity was satisfactory. Also, the
EDSL was sensitive to change and could detect changes between before and after treatment, as well as on a weekly basis. We conclude that the EDSL is a
brief scale entailing little patient burden, and that initial analyses of the scale provide preliminary evidence of satisfactory psychometric properties. The
scale can be used for repeated measures in ED treatment studies and clinics to assess change or absence of change during treatment.
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INTRODUCTION

Continuous systematic evaluation is a pre-requisite for efficient
treatment planning and for tailoring psychological interventions to
the specific need and response of each patient. Repeated measures
assessing change, or lack of change, in eating disorder (ED)
behaviors may facilitate treatment planning and improve clinical
research. In particular, repeated measures of ED symptoms enable
detection of early change, which has been shown to be a core
factor in predicting ED treatment outcome (Turner, Bryant-Waugh
& Marshall, 2015). Currently, the most well-established
assessment tools appropriate to use in ED treatment studies and
clinics are comprehensive; the Eating Disorder Examination
Questionnaire (EDE-Q; Fairburn & Beglin, 1994; Welch,
Birgeg�ard, Parling & Ghaderi, 2011) and the Eating Disorder
Inventory (EDI; Clausen, Rosenvinge, Friborg & Rokkedal,
2011). Although the EDE-Q is becoming a standard in treatment
evaluation in not only research, but also clinical care, some of its
psychometric properties (e.g., factor structure) are not satisfactory
(Allen, Byrne, Lampard, Watson & Fursland, 2011; Peterson,
Crosby, Wonderlich et al., 2007). While these instruments provide
important information about relevant symptoms, they are
demanding for patients to complete, causing a high patient burden
if used repeatedly during treatment. In addition, as most
instruments evaluate symptoms present during the preceding
month, they do not detect changes from week to week.
There are a few briefer instruments developed to assess ED

symptoms. However, these instruments are either used for
screening purposes such as the SCOFF questionnaire (Hill, Reid,

Morgan & Lacey, 2010) which makes them unsuitable for
continuous assessment in clinical care or research, or as in the
case of instruments such as the Eating Disorder Examination
Questionnaire-8 (EDE-Q8, Kliem, M€oßle, Zenger, Strauß, Br€ahler
& Hilbert, 2016) and the Eating Disturbance Scale (EDS-5;
Rosenvinge, Perry, Bj�urgum, Trine, Silvera & Holte, 2001) do not
cover key behavioral symptoms such as binge eating and
compensatory behaviors. The 12-item Eating Disorder
Examination Questionnaire-Short (EDE-QS; Gideon, Hawkes,
Mond, Saunders, Tchanturia & Serpell, 2016), contains several
behavioral symptoms, and serves the same purpose as the scale
evaluated in the current study. However, there is a delicate trade-
off between the amount of information we wish to collect and the
burden put on the patients. As there is generally more to capture
than specific symptoms of ED on a regular basis, the briefer the
instruments the better. The EDE-QS is longer than the scale
evaluated in this study, and we believe a briefer scale is a more
optimal choice. In addition, the EDE-QS has not been evaluated
in terms of sensitivity to change before versus after treatment or
on a weekly basis during treatment.
Being able to measure both behavioral and cognitive items that

are sensitive to change and may predict treatment outcome, while
entailing minimal patient burden, is important to improve clinical
research. The aim of the present study was to evaluate the
psychometric properties of the Eating Disorder Symptom List
(EDSL), an eight item brief self-rating scale assessing essential
ED behaviors on a weekly basis. We hypothesized that the EDSL
would show satisfactory psychometric properties in a non-clinical
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(NC) community sample and in a clinical ED sample, in terms of:
(1) internal consistency and test-retest reliability; (2) convergent
validity when contrasted to the EDE-Q; (3) divergent validity,
with no or little correlation when contrasted to an instrument
assessing personality style (Ego Undercontrol Scale; EUC-13;
Isaksson, Ghaderi, Ramklin & Wolf-Arehult, 2021b); and (4)
sensitivity to change before versus after treatment with Enhanced
Cognitive Behavioral Therapy for EDs (CBT-E; Fairburn, 2008),
and on a weekly basis during treatment with Radically Open
Dialectical Behavior Therapy (RO DBT; Lynch, 2018).

METHODS

Participants and procedure

The NC sample consisted of 406 subjects (females = 303, males = 103),
with an average age of 30.5 years (SD = 10.7). The clinical group
consisted two samples. The first consisted of 47 female patients with EDs,
with an average age of 26.1 years (SD = 8.1). Eighteen patients were
diagnosed with anorexia nervosa (AN), 15 with bulimia nervosa (BN), and
14 with other specified feeding or eating disorder (OSFED). In the second
ED sample, 13 female patients with AN were included. The second ED
sample were only included for analyses of weekly change, not for other
analyses in the study.

Data were collected in one NC community sample and one clinical
ED sample between September 2017 and December 2019. The NC
community sample was recruited through convenience sampling using a
website specifically designed for advertising for participation in scientific
research (www.studentkaninen.se). Interested participants signed up to
receive more information and then received an e-mail with a link to
more information about the study. If they chose to participate, they filled
out the questionnaires online. After a few weeks of cross-sectional data
collection, and during a specific timeframe of 1 month, all participants
from the NC sample were asked if they wanted to fill out the
questionnaires a second time 2 weeks after the first assessment. When
49 participants had completed the retest-questionnaires, this data
assessment was closed. Participants received one movie ticket for each
assessment.

The clinical sample was collected at the ED clinic at Uppsala
University Hospital, Sweden. The ED clinic treats patients in need of
specialized ED care, for example, anorexia nervosa (AN), atypical
anorexia nervosa (AAN), or moderate and severe bulimia nervosa (BN),
but not patients with binge eating disorder (BED), unless presenting with
high comorbidity with other psychiatric disorders. Patients were
diagnostically evaluated by psychologists using the semi-structured Eating
Disorder Examination interview (EDE; Cooper & Fairburn, 1987). All
psychologists were trained by a psychologist with expertise in the EDE
interview and then co-rated six video recordings with the expert.
Agreement in terms of diagnosis was complete. Diagnosis was initially
based on the Diagnostic and Statistical Manual of Mental Disorders 4th
ed., Text Revision (DSM-IV-TR; American Psychiatric Association, 2000),
but later re-coded based on the DSM-5 (American Psychiatric Association,
2013) so that patients with a higher weight 17.5 < BMI <18.5 and no
amenorrhea were included in AN, and patients with a lower frequency of
binge eating or purging (i.e., a minimum of once per week instead of
twice per week) were included in BN.

Patients who had participated in the diagnostic evaluation and started
CBT-E with a duration of 20–40 sessions were invited to participate in an
open study regarding psychometric evaluation of self-rating instruments.
Those interested (n = 53) gave written informed consent and were asked
to respond to several questionnaires, including the EDSL, before the
psychological treatment started. Because there was only one male
participant with an ED, this subject was removed from the dataset. In
addition, five patients who consented to participate did not submit
assessments, resulting in baseline measurements before treatment for 47
participants. At the second to last therapy session, the same set of

questionnaires was handed out; these were gathered at the last session.
The EDSL assessments after treatment were completed by 18 of the
participants of the ones who completed the questionnaires before
treatment.

Additionally, 13 patients with AN consenting to psychometric
evaluation who participated in a single-case experimental design study
with multiple baselines, were weighed and performed weekly assessments
of the EDSL on a baseline of 4-6 weeks before treatment and weekly
during treatment with RO DBT. Detailed information on recruitment and
data assessment for this study can be found in Isaksson, Ghaderi, Wolf-
Arehult and Ramklint (2021a).

Instruments

Eating Disorder Examination interview (EDE). The EDE is a
clinically administered semi-structured interview for assessing EDs
(Cooper & Fairburn, 1987). The EDE has satisfactory psychometric
properties (Berg, Peterson, Frazier & Crow, 2012). In this study, a brief
research version was used, containing only the diagnostic questions. The
11 psychologists who performed the interviews were trained and tested
regarding interrater scores, as described above.

Eating Disorder Examination Questionnaire (EDE-Q). The EDE-Q
is a 36-item self-rating scale assessing ED symptoms on four different
subscales: restraint, eating concern, weight concern, and shape concern
(Fairburn & Beglin, 1994). The EDE-Q evaluates specific ED behaviors
and cognitions during the preceding 28 days on a 7-point Likert scale
ranging from 0 (no days or not at all) to 7 (every day or markedly).
High scores indicate more severe ED symptoms. The scale has
an acceptable internal consistency (ranging from 0.70 to 0.93) and
validity (Berg et al., 2012). Swedish norms are available (Welch et al.,
2011).

Eating Disorder Symptom List (EDSL). The EDSL is an eight-item
self-rating questionnaire designed by the two authors MI and MWA. The
scale was designed to assess change over time (within-subject), with
repeated and frequent assessment. The aim was also to assess the most
essential ED behaviors and cognitions with few items; the scale was
therefore primarily based on diagnostic criteria for EDs. Weight was not
included, since it is more reliable to use objective data. Items were
formulated and discussed among the authors and with other experienced
ED clinicians. Changes were made until consensus was achieved. EDSL
items include the following areas: (1) restricting the amount of food,; (2)
avoiding certain types of food; (3) binge eating; (4) vomiting; (5) use of
laxatives/diuretics; (6) excessive exercising; (7) fear of gaining weight;
and (8) self-evaluation due to weight and shape (see Table 1). All eight
items are rated on an 8-point Likert scale of the number of days on which
the symptom has been experienced. The scale ranges from no days (0) to
7 days (7), yielding a mean rating from zero to seven. Higher scores
indicate more prevalent ED symptoms.

The Ego Undercontrol Scale (EUC-13). The EUC-13 is a 13-item
self-rating scale developed for assessing over and undercontrolled
personality style (Isaksson et al., 2021b). Respondents indicate the extent
to which statements about self-control apply to them on a 4-point Likert
scale ranging from 1 (disagree very strongly) to 4 (agree very strongly).
The EUC-13 has shown satisfactory internal consistency (Cronbach’s
alpha = 0.71) and validity. High scores indicate high undercontrol, low
scores indicate high overcontrol.

Statistics

Internal consistency was calculated with Cronbach’s alpha. Test-retest was
evaluated with Pearson’s product moment correlation coefficient in a
subgroup of the NC sample, who filled out the EDSL twice (n = 49).
Convergent validity was evaluated using Spearman’s correlation
coefficient between ratings on the EDSL and the EDE-Q in both samples.
Divergent validity was evaluated using Spearman’s correlation coefficient
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between the EDSL and the EUC-13. The difference between the NC
sample and the ED sample was calculated with analysis of covariance
(ANCOVA), adjusted for age. Additional analyses with the Mann-Whitney
U-test were performed to see if results were stable with non-parametric
testing. Measures of effect were calculated with Cohen’s d, pooled to
correct for differences in sample size. Moreover, group differences were
visualized in a boxplot by contrasting ratings on the EDSL in the NC
group and the separate clinical ED groups. Sensitivity to change was
evaluated with the Wilcoxon signed-rank test for the 18 patients who
completed the after treatment questionnaires by comparing EDSL ratings
before and after treatment with EDE-Q ratings before and after treatment.
In case of significant change, the effect size was calculated by dividing the
absolute (positive) standardized test statistic Z by the square root of the
number of pairs: r = Z/(√Nobs). Sensitivity to change on a weekly basis
during treatment was illustrated with graphical representation of change in
EDSL global scale and EDSL restrictive eating for all participants, and
exemplified with one of the participants. Analysis of linear regression was
conducted between BMI and all individual items on EDSL as well as the
global score, while controlling for correlations between observations.
Thus, we performed within-subject comparisons across several subjects.
Due to its theoretically high correlation with BMI, restrictive eating (item
one) was chosen as the primary outcome.

RESULTS

Reliability

Internal consistency was calculated showing a Cronbach’s alpha
of 0.82 in the NC sample and 0.72 in the clinical sample. Test-
retest was calculated, showing a strong reliability for the global

score and a medium to strong reliability for all items except binge
eating (see Table 2).

Convergent validity

Convergent validity was calculated by correlating the EDSL to
the EDE-Q. As presented in Table 3, analyses showed significant,
medium to strong correlations between the EDSL and the EDE-Q
on both the global scale and individual items.

Table 1. The eating disorder symptom list, instructions and items in
English and Swedish (in italics)

Please estimate how often the following behaviors and thoughts
occurred during the last 7 days, Circle your answer.

Uppskatta hur ofta nedanst�aende beteenden och tankar f€orekommit
under den senaste veckan. Ringa in ditt svar.

During how many of the last 7 days have you. . ..
Under den senaste veckan, hur m�anga dagar har du. . .
Restricted the amount of food you have eaten to affect your weight or
body shape?

Begr€ansat m€angden mat du €atit f€or att p�averka din vikt eller
kroppsform?

Avoided certain types of food to affect your weight or body shape?
Avst�att fr�an vissa typer av mat f€or att p�averka din vikt eller
kroppsform?

Had episodes of objective binge eating (that is, episodes where you
have eaten what others would consider an unusually large amount of
food, and at the same time felt that you lost control over eating)

Haft tillf€allen av objektiv hets€atning? (dvs. tillf€allen d�a du €atit det du
tror att andra skulle betrakta som en ovanligt stor m€angd mat, och
samtidigt upplevt att du tappat kontrollen €over €atandet)

Induced vomiting to affect your weight or body shape?
Framkallat kr€akningar f€or att p�averka din vikt eller kroppsform?
Used laxative or diuretic substances to affect your weight or body
shape?

Anv€ant laxerande eller v€atskedrivande medel f€or att p�averka din vikt
eller kroppsform?

Exercised extensively to affect your weight or body shape?
tr€anat h�art f€or att p�averka din vikt eller kroppsform?
Had a strong fear of gaining weight or getting fat?
Haft en stark r€adsla f€or att g�a upp i vikt eller bli tjock?
Had thoughts about your weight or body shape which have strongly
affected what you think of yourself?

Haft tankar om din vikt eller kroppsform som starkt p�averkat vad du
tycker om dig sj€alv?

Table 2. Test-retest reliability of the Eating Disorder Symptom List in a
subgroup (n = 49) of the non-clinical community sample

r (p)
Pearson

Mean (SD)
timepoint 1

Mean (SD)
timepoint 2

Global scale 0.88*** 1.31 (1.37) 1.22 (1.39)
Restrictive eating 0.87*** 1.98 (2.34) 1.82 (2.49)
Avoiding certain food 0.75*** 1.96 (2.32) 1.80 (2.49)
Binge eating 0.44** 0.61 (1.08) 0.49 (1.02)
Vomiting 0.72*** 0.14 (0.65) 0.20 (0.61)
Using laxatives/diuretics 0.97*** 0.12 (0.73) 0.06 (0.32)
Compulsive exercising 0.83*** 0.76 (1.50) 1.00 (1.76)
Fear of weight gain 0.82*** 2.31 (2.92) 2.04 (2.64)
Self-evaluation due to shape/weight 0.77*** 2.60 (2.87) 2.32 (2.67)

Notes: Test-retest was performed with Pearson’s product moment
correlation (r) and p values (p).
** p<0.01, *** p<0.001.

Table 3. Spearman correlations between the Eating Disorder Symptom
List (EDSL) and the Eating Disorder Examination Questionnaire (EDE-Q)
in a non-clinical community sample and clinical eating disorder sample

Contrasting scales or items (item no)

Non-
clinical
sample
(n = 406)

Eating
disorder
sample
(n = 47)

EDSL Global scale with EDE-Q Global
scale

0.87*** 0.69***

EDSL Restrictive eating (1) with EDE-Q
Restrictive eating (1)

0.75*** 0.77***

EDSL Avoiding certain food (2) with EDE-
Q Avoiding likable food (3)

0.67*** 0.53***

EDSL binge eating (3) with EDE-Q binge
eating (18)

0.56*** 0.79***

EDSL Vomiting (4) with EDE-Q Vomiting
(20)

0.63*** 0.88***

EDSL Laxatives/Diuretics (5) with
Laxatives & diuretics (24 and 26)

0.59*** 0.85***

EDSL Compulsive exercising (6) with
EDE-Q Compulsive exercising (28)

0.79*** 0.77***

EDSL Fear of weight gain (7) with EDE-Q
Fear of weight gain (12)

0.84*** 0.69***

EDSL Self-evaluation due to shape/weight
(8) with EDE-Q Shape concern subscale

0.82*** 0.69***

EDSL Self-evaluation due to shape/weight
(8) with EDE-Q Weight concern subscale

0.79*** 0.64***

***p < 0.001.
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Divergent validity

Divergent validity was calculated by correlating the EDSL to the
EUC-13. Correlation was significant, but negligible for the NC
sample, r = 0.14, p = 0.005, and non-significant for the ED
sample, r = 0.09, p < 0.60.

Differences between groups

As presented in Table 4, the ED sample scored significantly
higher than the NC sample on all EDSL items. Analyses with
ANCOVA and Mann–Whitney U-test showed similar results,
indicating that the results from ANCOVA were robust. Thus,
results from ANCOVA are presented in the table. Figure 1
illustrates the ratings for different ED groups.

Sensitivity to change

A Wilcoxon signed-rank test of the EDSL showed that CBT-E
treatment significantly improved ED symptoms for all 18 patients

who completed treatment and filled out the EDSL twice, with
higher ratings before (M = 3.43, SD = 1.08) than after treatment
(M = 1.34, SD = 1.29), Z = �3.724, p < 0.001. No patient
deteriorated or remained unchanged. The effect size was estimated
to �0.88, indicating a large effect. The results were the same
when evaluating change with the EDE-Q, with higher ratings
before (M = 4.24, SD = 1.27) than after treatment (M = 1.34,
SD = 1.29), Z = �3.724, p < 0.001, and improved symptoms for
all patients with no patient deteriorating or remaining unchanged.
Thus, like the EDE-Q, the EDSL is sensitive to change.
Furthermore, visual and statistical analysis of weekly

assessment during treatment with RO DBT indicated that the
EDSL was sensitive to change on a weekly basis. Visual
representation in Fig. 2 displayed a similar pattern of change in
Global EDSL and the item restrictive eating that mirrors the
pattern of change in BMI in the opposite and expected direction;
the figure is illustrated with weekly mean values for all
participants (n = 13) and exemplified with data from one of the
participants. Individual data for the other participants can be
found in the study by Isaksson and colleagues (2021).
Linear regression was conducted to investigate the relationship

between weekly assessments of BMI (kg/m2) and EDSL (days/
week), while also controlling for correlations between observations
(i.e., analyzing within-subject relations). For every increase of 1 kg/
m2 in BMI, the number of restrictive days each week decreased
with 1.04 (p < 0.0001). Regression data for the EDSL global scale
and all individual items are presented in Table 5.

DISCUSSION

The aim of the present study was to evaluate the psychometric
properties for a new brief self-rating scale, assessing ED
symptoms in the preceding 7 days, designed for frequent and
repeated assessments within subjects. Overall, the scale showed
good psychometric properties. The main findings were
satisfactory to high test-retest reliability, convergent validity, and
divergent validity, with acceptable to good internal consistency. In
addition, the scale could identify differences between an NC and
an ED sample, and showed the ability to detect change during
and after treatment.

Table 4. Mean and SD of the Eating Disorder Symptom List (EDSL) in a non-clinical male and female (NC) sample, and in a female clinical eating
disorder (ED) sample

NC male
Mean (SD)
n = 103

NC female
Mean (SD)
n = 303

ED female
Mean (SD)
n = 47

ANCOVA
NC female vs. ED female
F

Cohen’s d
NC female vs. ED female
d (95% CI)

EDSL Global scale 0.98 (1.26) 1.30 (1.31) 3.58 (1.27) 69.92*** 1.75 (1.41–2.08)
Restrictive eating (1) 1.48 (2.21) 1.91 (2.31) 5.34 (2.18) 48.20*** 1.50 (1.17–1.82)
Avoiding certain food (2) 1.75 (2.30) 2.10 (2.35) 5.43 (2.16) 45.68*** 1.42 (1.11–1.76)
Objective binge eating (3) 0.53 (1.46) 0.57 (1.30) 1.77 (2.31) 13.35*** 0.81 (0.50–1.13)
Vomiting (4) 0.24 (0.98) 0.10 (0.60) 1.98 (2.70) 56.21*** 1.67 (1.33–2.00)
Using Laxatives/diuretics (5) 0.24 (1.13) 0.09 (0.60) 0.43 (1.38) 4.12** 0.45 (0.14–0.76)
Compulsive exercising (6) 1.09 (1.99) 0.65 (1.44) 1.53 (2.33) 7.16** 0.56 (0.25–0.87)
Fear of weight gain (7) 1.07 (1.98) 2.38 (2.81) 5.89 (2.21) 44.98*** 1.28 (0.96–1.60)
Self-evaluation (8) 1.37 (2.22) 2.58 (2.78) 6.21 (1.84) 45.38*** 1.36 (1.03–1.68)

Notes: Group differences were calculated among the female participants using analysis of covariance (ANCOVA), adjusted for age. Effect sizes were
calculated with Cohen’s d.
CI: Confidence interval.
**p < 0.01, ***p < 0.001.

0

2

4

6

NC AN BN OSFED
Group

ED
SL

Fig. 1. Boxplot of the Eating Disorder Symptom List (EDSL) for the non-
clinical (NC) sample (n = 406), and the anorexia nervosa (AN, n = 18),
bulimia nervosa (BN, n = 14), and other specified feeding and eating
disorder (OSFED, n = 15) samples.
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The EDSL is a scale designed for assessing change within
subjects, either by measuring the overall change (mean global
score) over time, or the change for individual items representing

important areas of ED difficulties. In the present study, change
over time was assessed with test-retest reliability and sensitivity
analyses. Test-retest reliability was acceptable to good for the
whole scale, as well as for all individual items, except binge
eating. Thus, the evaluation of reliability suggests that the scale is
stable when change is unlikely (i.e., it displayed only a small
change in a 2-week time period, when no intervention was
added). In addition, the evaluation of sensitivity to change
suggests that change can be detected, when comparing baseline
and post-treatment EDSL assessments (i.e., it displayed a
significant change with large effect when change had occurred).
In addition, visual and statistical analyses of weekly assessment of
EDSL indicate that the scale is sensitive to change on a weekly
basis. Sensitivity was one of the highest for the item restrictive
eating, which is not surprising as it is the behavior hypothesized
to have the highest impact on change in BMI.
In terms of reliability, internal consistency was acceptable to

good, although somewhat lower in the clinical ED sample than in
the NC sample. This can be explained by the complexity of
symptoms that is found in different ED subgroups, and the scale
composition, measuring behavioral and cognitive symptoms that
may vary greatly within subjects. In a BN group, for example,

Fig. 2. Weekly measure of BMI and ratings of Eating Disorder Symptom List (EDSL) – global score and restrictive eating (graphs to the left represents
means for all participants (n = 13), the two graphs to the right represents individual ratings for one of the participants.

Table 5. Crude estimates of change in EDSL (days/week) when BMI
changes with 1 kg/m2, controlling correlations between observations in a
within subject-comparison

Regression
coefficient 95% CI p value

EDSL Global scale �0.37 �0,43, �0.31 <0.0001
Restrictive eating (1) �1.04 �1.21, �0.87 <0.0001
Avoiding certain
food (2)

�1.09 �1.25, �0.94 <0.0001

Objective binge
eating (3)

�0.16 �0.26, �0.07 0.0009

Vomiting (4) �0.12 �0.20, �0.04 0.0048
Using Laxatives/
diuretics (5)

�0.08 �0.12, �0.03 0.0008

Compulsive
exercising (6)

�0.06 �0.16, 0.04 0.0264

Fear of weight gain
(7)

�0.29 �0.42, �0.15 <0.0001

Self-evaluation (8) �0.14 �0.26, �0.03 0.0148
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ratings on most items are generally high, whereas an AN group
may show relatively low ratings on behavioral items, like binge
eating and compensatory behaviors, while scoring high on
restriction and cognitive items. A somewhat lower internal
consistency is therefore not surprising in the clinical sample,
where the AN group represents a relatively high proportion of the
subjects.
EDSL ratings from both clinical ED and NC samples showed

moderate to high correlations with the EDE-Q (a questionnaire
including over 30 items), indicating satisfactory validity. The
EDSL could distinguish between a NC sample and a clinical ED
sample. It is noteworthy that the AN group showed lower ratings
on the EDSL than other ED groups, a pattern that has also been
shown in previous research, for example, when evaluating ED
symptoms with the EDE-Q (Welch et al., 2011).
Previously, self-rating scales for assessing ED symptoms

have been directed at assessing a variety of symptoms during
the preceding month (Beglin & Fairburn, 1992; Garner, 2004),
while few have been designed for frequent and repeated
measures to detect change on a weekly basis during treatment.
The present study contributes to the field of EDs, by providing

a questionnaire with only eight items, appropriate for frequent and
repeated session-to-session administration in both clinical practice
and research. This is of importance, as no such scale to date has
been psychometrically evaluated on a weekly basis. In general,
most ED self-rating scales are either too long for weekly
administration (Nyman-Carlsson, Engstrom, Norring & Nevonen,
2015; Welch et al., 2011), or brief but lacking the possibility to
assess concrete ED behaviors on a weekly basis (Hill et al., 2010;
Kliem et al., 2016).

Strengths

The present study has several strengths. First, data were gathered
from both a clinical and a non-clinical population. Second,
longitudinal data were assessed, enabling inferences about
whether the instrument would be sensitive to change. In
particular, this is the first study ever to provide analyses of
sensitivity to change when using an ED self-rating scale on a
weekly basis. Finally, its psychometric properties (e.g., convergent
validity) were established using validated instruments (i.e., known
psychometric properties in a Swedish context).

Limitations

The present study included a relatively small clinical sample,
which increases the risk of type I errors. However, by presenting
measures of effect, we provide valid information regarding the
strength of the results beyond the issue of significance. In
addition, the assessments before and after treatment were
primarily performed by patients completing treatment, not patients
dropping out of treatment. This limitation is, however, less
problematic in a psychometric evaluation than for example in an
evaluation of treatment efficacy. Also, the clinical sample
consisted only of female participants; therefore, results cannot be
generalized to a male ED population. Lastly, the evaluation would
benefit from including a group with BED.

Conclusion and future research

The present study provides preliminary evidence for the
usefulness of a brief self-rating scale, designed for frequent and
repeated assessment of ED symptoms. The total score or the score
on individual items can be recommended for use in detecting
change, or lack thereof, within individuals over a specific period
of time. Future research should focus on evaluating the scale in a
larger ED sample with males included. In addition, it might be
valuable to investigate whether patients with different diagnoses
of EDs tend to show systematic changes on only a subset of the
items in the EDSL.
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