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ABSTRACT 

Measuring Eating Disorder Attitudes and Behaviors: 

A Reliability Generalization Study. (December 2006) 

Crystal Anne Pearson, B.A., Mississippi State University; 

M.S., Texas A&M University 

Co-Chairs of Advisory Committee:  Dr. Leslie C. Morey 
              Dr. David H. Gleaves  

 
 I used reliability generalization procedures to determine the mean score reliability 

of the Eating Disorder Inventory (EDI), the Eating Attitudes Test (EAT), and the 

Bulimia Test (BULIT). Reliability generalization is a type of meta-analysis used to 

examine the mean score reliability of a measure across studies and to explore study 

factors that influence mean score reliability. Score reliability estimates were included in 

28.67% of 293 studies using the EDI, 36.28% of 215 studies using the EAT, and 41.46% 

of 41 studies utilizing the BULIT. For the EDI, mean Cronbach’s alphas for the 

subscales ranged from .52 to .89 and the mean estimate for the total score was .91. For 

the EAT-40 and EAT-26, mean estimates of internal consistency were .81 and .86 

respectively. Mean estimates of internal consistency for the EAT-26 subscales ranged 

from .56 to .80. The mean estimate of internal consistency for the BULIT-R was .93. 

Overall, the mean reliability of scores on all three measures and their subscales/factors 

was acceptable except for the Asceticism subscale of the EDI and the Oral Control factor 

on the EAT-26, which had mean internal consistency estimates of .52 and .56 

respectively. For the EDI, the majority of the subscales that measure specific eating 
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disorder attitudes and behaviors, such as Bulimia and Perfectionism displayed higher 

score reliability in clinical eating disorder samples than in nonclinical samples. This 

difference was not found in the Drive for Thinness and Body Dissatisfaction subscales, 

perhaps because these attitudes are common in both eating disorder and nonclinical 

samples. Score reliability information for the EAT and BULIT was primarily reported for 

nonclinical samples; therefore, it is difficult to characterize the effect of type of sample 

on these measures. There was a tendency for mean score reliability for all the measures 

to be higher in the adult samples than in adolescent samples and in the female samples 

compared to the male samples. This study highlights the importance of assessing and 

reporting internal consistency every time a measure is used because reliability is affected 

by characteristics of the participants being examined. 
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INTRODUCTION  
 

 Eating disorders are characterized by disturbances in eating behavior and body 

image. The primary types of eating disorders are anorexia nervosa, bulimia nervosa, and 

binge eating disorder. Although the average prevalence rates of eating disorders are 

relatively small, with the rate for anorexia nervosa at .3% and the rate for bulimia 

nervosa around 1% when using strict diagnostic criteria (Hoek & van Hoeken, 2003), 

these disorders affect a large number of individuals, particularly women (J. K. 

Thompson, 2004). Eating disorders can have devastating consequences, both medically 

and psychologically, and often co-occur with other psychological disorders (Agras, 2001; 

J. K. Thompson, 2004). Medical complications of eating disorders are wide-ranging and 

may include cardiovascular problems, electrolyte abnormalities, osteoporosis, 

gastrointestinal problems, endocrine and metabolic abnormalities, dental problems, and 

infertility (Agras, 2001; Pomeroy & Mitchell, 2002). Major depressive disorder and 

personality disorders are comorbid psychological disorders common to all the eating 

disorders, whereas anxiety disorders are more commonly associated with anorexia 

nervosa and substance abuse disorders with bulimia nervosa and binge eating disorder 

(Agras, 2001). 

In a factor analytic investigation, Williamson and colleagues (2002) found three 

latent features described the symptoms of eating disorders: binge eating, fear of 

fatness/compensatory behavior, and drive for thinness. Eating disorder groups were also 

__________ 
This dissertation follows the style of Psychology of Addictive Behaviors. 
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differentiated by these features, with the anorexia nervosa group scoring highly on drive 

for thinness and fear of fatness/compensatory behavior, the bulimia nervosa group 

scoring highly on binge eating and fear of fatness/compensatory behavior, and the binge 

eating disorder group scoring highly only on the feature of binge eating. As defined by 

the DSM-IV-TR, central features of anorexia nervosa include low body weight, 

restriction of food intake, fear of gaining weight, and distorted concerns about body 

shape or weight (American Psychiatric Association [APA], 2000). Other characteristics 

of anorexia nervosa may include amenorrhea, episodes of binge eating, and purging 

behavior such as self-induced vomiting, laxative misuse, or excessive exercise. Bulimia 

nervosa is primarily characterized by episodes of binge eating followed by inappropriate 

compensatory methods to prevent weight gain. As in anorexia nervosa, these 

compensatory methods may include self-induced vomiting, laxative abuse, excessive 

exercise, or fasting. Other features of bulimia nervosa include a feeling of loss of control 

during binge episodes and a self-evaluation that is overly influenced by body shape and 

weight. Binge eating disorder is characterized by repeated episodes of binge eating that 

are not followed by compensatory behavior (APA, 2000). 

Many measures to assess eating disorders have been developed, allowing 

researchers and clinicians to further understand these disorders and examine the effects 

of treatment interventions.  In order to reach these goals, researchers and clinicians must 

use measures that have scores that have been found to be reliable in many situations, so 

researchers can have confidence in the conclusions drawn based on these scores. The 

score reliability of eating disorder measures is important because an individual’s score 
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on a measure may be used to guide decisions about the necessity of treatment and 

findings from clinical studies based upon these scores are used to guide treatment 

decisions. There is potential for harm to individuals if researchers or clinicians assume 

measures are reliable in all circumstances. The purpose of this study is to examine score 

reliability of several measures of eating disorder symptoms and the conditions under 

which scores on these measures show greater reliability.  

Measurement of Eating Disorder Attitudes and Behaviors 

The two most common methods for assessment of eating disorders are structured 

interviews and self-report measures. Examples of structured interviews for assessing 

attitudes and behaviors of eating disorders include the Eating Disorder Examination 

(EDE; Fairburn & Cooper, 1993) and the Interview for the Diagnosis of Eating Disorders 

(IDED; Kutlesic, Williamson, Gleaves, Barbin, & Murphy-Eberenz, 1998). The EDE 

uses symptom ratings to assess both anorexia nervosa and bulimia nervosa and contains 

four subscales: restraint, eating concern, shape concern, and weight concern. The IDED 

assesses anorexia nervosa, bulimia nervosa, and binge eating disorder. Similar to the 

EDE, interviewers using the IDED make ratings on 21 symptoms, and these ratings are 

used for diagnosis. The EDE and a self-report measure based on the EDE produced 

similar results with respect to the evaluation of clear-cut behavioral features of eating 

disorders such as vomiting and laxative abuse, but compared to the EDE ratings, scores 

on the self-report measure indicated greater reporting of problems with respect to the 

more complex aspects of eating disorders, such as binge eating and body image (Fairburn 

& Beglin, 1994). Garner (1995) argued that self-report measures are less accurate than 
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interviews regarding a behavior such as binge eating that may be subjectively defined by 

the participant; however, self-report measures do have some advantages when compared 

to interviews. They are relatively brief, easy to administer, and economical compared to 

an interview. They are also objectively scored which eliminates possible bias from the 

interviewer (Garner, 1995). Self-report measures are not “personally intrusive,” which 

may make it easier to admit to behaviors such as binge-eating and self-induced vomiting 

that might be considered embarrassing (Fairburn & Beglin, 1994, p. 364).  

Three commonly used self-report measures of bulimic attitudes and behaviors are 

the Eating Disorder Inventory (EDI; Garner, Olmstead, & Polivy, 1983), the Eating 

Attitudes Test (EAT; Garner & Garfinkel, 1979), and the Bulimia Test (BULIT; Smith & 

Thelen, 1984). See Table 1 for a summary of these measures. As self-report measures are 

widely used in both clinical and research settings, it is important that the reliability of the 

scores obtained from these measures be well-established, and that professionals using 

these tests understand the conditions affecting the reliability of scores on these measures. 

The Eating Disorders Inventory (EDI; Garner et al., 1983) is a self-report 

measure of both anorexia nervosa and bulimia nervosa. The original EDI contains 64 

items that assess both behavioral and psychological traits of anorexia nervosa and 

bulimia nervosa. It consists of the following eight subscales: Drive for Thinness, 

Bulimia, Body Dissatisfaction, Ineffectiveness, Perfectionism, Interpersonal Distrust, 

Interoceptive Awareness, and Maturity Fears. The first three subscales assess attitudes 

and behaviors related to eating, weight, and body shape, and the last five subscales  
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Table 1 

Summary of Eating Disorder Measures 
 
 

Measure 
 

Versions 
# of 

Items 
# of 

Subscales/Factors 
Disorder(s) 

Assessed 
Eating 
Disorder 
Inventory 
(EDI) 

EDI: (Garner, 
Olmstead, & 
Polivy, 1983) 

EDI-2: (Garner, 
1991) 

64 
 
 

91 

8 
 
 

11 

Anorexia 
nervosa and 
bulimia 
nervosa 

Eating 
Attitudes 
Test (EAT) 

EAT: (Garner & 
Garfinkel, 
1979) 

EAT-26: (Garner, 
Olmsted, Bohr, 
& Garfinkel, 
1982) 

40 
 
 

26 

-- 
 
 

3 

Anorexia 
nervosa and 
bulimia 
nervosa 

Bulimia Test 
(BULIT) 

BULIT: (Smith & 
Thelen, 1984) 

BULIT-R: (Thelen, 
Farmer, 
Wonderlich, & 
Smith, 1991) 

32 
 

28 

-- 
 

-- 

Bulimia 
nervosa 

 

 

measure general psychological traits believed to be related to eating disorders (Garner, 

1995). According to Garner and colleagues (1983), the Drive for Thinness subscale 

evaluates preoccupation with weight and an extreme concern with dieting. The Bulimia 

subscale assesses for the presence of episodes of binge eating followed by a desire to 

purge by self-induced vomiting. The Body Dissatisfaction subscale examines whether an 

individual is dissatisfied by body shape and believes certain body parts to be too large or 

too fat. The Ineffectiveness subscale evaluates general feelings of inadequacy and 

worthlessness, while the Perfectionism subscale assesses for extreme expectations of 
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superior performance and perfectionistic tendencies. Feelings of estrangement and 

reluctance to form close relationships are measured by the Interpersonal Distrust 

subscale, and the Interoceptive Awareness subscale evaluates difficulty identifying 

emotions and feelings of hunger. The Maturity Fears subscale examines a desire to 

escape the demands of being an adult by withdrawing to childhood years (Garner et al., 

1983).  

The revised version of this measure, the EDI-2 (Garner, 1991), contains 91 items 

measuring 11 subscales–eight subscales from the original EDI and three provisional 

subscales measuring Asceticism, Impulse Regulation, and Social Insecurity (Williamson, 

Anderson, & Gleaves, 1996). The Asceticism subscale examines a need for self-

discipline, the Impulse Regulation subscale assesses impulsiveness, and the Social 

Insecurity subscale evaluates the belief that social relationships are insecure and 

unrewarding (Thurfjell et al., 2004). In a clinical sample, Eberenz and Gleaves (1994) 

reported generally high internal consistency (Cronbach’s alphas ranging from .80 to .91) 

for scores on the eight original scales, but alphas for the three new scales were all found 

to be less than .80. Eberenz and Gleaves (1994) found support for the factor structure of 

the original eight scales in a clinical sample, but the researchers did not find support for 

the proposed factor structure of the additional subscales. Joiner and Heatherton (1998) 

also found support for the factor structure of the eight original EDI scales in a non-

clinical sample.   

The EDI was principally designed to assess anorexia, with bulimic attitudes and 

behaviors considered to be primarily a subtype of anorexia, although it was recognized 
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that bulimia could occur without a history of anorexia (Garner et al., 1983). Based on 

this conceptualization, Garner et al. (1983) found that the EDI distinguished anorexics 

from controls and it also distinguished what the researchers referred to as purging and 

nonpurging anorexics. In a later study, Gross, Rose, Leitenberg, and Willmuth (1986) 

reported that the EDI discriminated between control participants and a clinical group of 

bulimia nervosa patients.   

Garner and Garfinkel (1979) developed the Eating Attitudes Test (EAT) to 

evaluate thoughts and behaviors related to anorexia nervosa. There are two versions of 

this measure. The original version consisted of 40 items scored on a 6-point Likert scale 

ranging from “always” to “never” (Williamson et al., 1996). Garner and colleagues 

(1982) revised the EAT into a 26-item version, the EAT-26, based on a factor analysis of 

the original form, and Scheinberg et al. (1993) reported a .98 correlation between the 

short and long forms. Although the EAT was originally developed as an assessment of 

symptoms related to anorexia nervosa, it has also been shown to discriminate individuals 

with bulimia nervosa from control participants (Gross et al., 1986). The EAT has been 

found to distinguish eating disordered patients and controls and also to differentiate 

binge eating patients from anorexic and bulimic patients; however, it has not been shown 

to distinguish anorexic patients from bulimic patients (Williamson et al., 1996).  

The EAT-26 consists of 3 factors: Dieting, Bulimia and Food Preoccupation, and 

Oral Control (Garner, Olmstead, Bohr, & Garfinkel, 1982). The Dieting factor evaluates 

the “avoidance of fattening foods and a preoccupation with being thinner” (Garner et al., 

1982, p. 873). The Bulimia and Food Preoccupation factor assesses binge eating and 
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purging, as well as thoughts about food. The Oral Control factor examines an 

individual’s ability to control food intake and perceived pressure from other people to 

gain weight (Garner et al., 1982). According to Raciti and Norcross (1987), the EDI 

evaluates more of the cognitive and behavioral characteristics of eating disorders 

compared to the EAT which primarily assesses behavioral features of the disorders. The 

strongest correlations between the two were found with the overall EAT score and scores 

on the three eating disorder symptom scales of the EDI (drive for thinness, body 

dissatisfaction, and bulimia) (Gross et al., 1986).  

Smith and Thelen (1984) developed the Bulimia Test (BULIT) because they 

believed that the lack of an appropriate scale to assess symptoms of bulimia was 

impairing both research and clinical work in this area. The BULIT is a 32-item, multiple-

choice inventory constructed by comparing the responses of a clinical sample of bulimic 

subjects with normal female college students on 75 questions based on the DSM-III 

criteria for bulimia. In 1991, the BULIT was revised to be consistent with criteria for 

bulimia nervosa in the DSM-III-R (Thelen, Farmer, Wonderlich, & Smith, 1991). The 

revised measure contained 28 scored items and was highly correlated with the original 

version (Williamson et al., 1996). The BULIT-R has also been found to measure the 

symptoms of bulimia nervosa as defined by DSM-IV criteria (Thelen, Mintz, & Vander 

Wal, 1996). 

Reliability 

Reliability refers to the stability of an individual’s test scores over repeated 

administrations of a test or alternate forms of a test (Yin & Fan, 2000). In classical test 
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theory, an individual’s observed score is made up of his or her true score and error 

(Eason, 1991; Henson & B. Thompson, 2002). Test score reliability can be estimated in 

many ways, but the most widely used method is a measure of the internal consistency of 

a measure, Cronbach’s (1951) coefficient alpha (Hogan, Benjamin, & Brezinski, 2003). 

Other ways to measure reliability include examining temporal stability estimates, or test-

retest reliability, and equivalency estimates, such as the correlation between alternate 

forms of a measure (American Educational Research Association, American 

Psychological Association, National Council on Measurement in Education 

[AERA/APA/NCME], 1999). Each of these estimates considers only one source of error, 

and classical test theory does not examine interactions among error sources (Eason, 

1991). One advantage of an internal consistency estimate is that the measure only needs 

to be given once (B. Thompson, 2003). This advantage also means that researchers 

should nearly always be able to calculate and report an estimate of internal consistency. 

Reliability as a Property of Test Scores 

When reporting their research, authors of behavioral research studies frequently 

refer to the “reliability of a measure.” According to B. Thompson (1994), use of this 

shorthand phrase contributes to the misunderstanding by many researchers and students 

about reliability, as it is the scores on a measure that are found to be reliable. Wilkinson 

and the APA Task Force on Statistical Inference (1999) emphasized this principle by 

stating that “a test is not reliable or unreliable” instead “reliability is a property of the 

scores on a test for a particular population of examinees” (p. 596). This distinction is an 

important one, as reliability coefficients may vary depending on characteristics of the 
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sample. Wilkinson and colleagues (1999) proposed guidelines for reporting statistical 

methods in research articles and emphasized that the psychometric properties of a 

measure should always be reported, stressing that “authors should provide reliability 

coefficients of the scores for the data being analyzed even when the focus of their 

research is not psychometric” (p. 596). This statement emphasizes the importance of 

reporting reliability data whenever a test is used regardless of the primary intent of the 

article. Unfortunately, many researchers and/or journal editors seem to be unaware of 

these guidelines and do not report reliability coefficients, perhaps because they believe 

that a measure was proven reliable during test construction or because they believe that 

score reliability does not influence the results of their study.  

There are several reasons why it is important to examine and report reliability of 

test scores every time a measure is used. First, if score reliability is poor, the ability to 

measure the intended construct may be compromised leading to a potential problem with 

validity of the data (AERA/APA/NCMA, 1999; B. Thompson, 2003). Reliability of test 

scores is a necessary condition to establish validity, as “unreliable scores measure 

nothing” (B. Thompson, 2003, p. 6). Additionally, poor score reliability may also hinder 

the ability to find statistically, clinically, or practically significant effects (B. Thompson, 

2003). When interpreting effect sizes, score reliability is an important factor to consider 

because measurement error impacts effect size (Baugh, 2002; B. Thompson, 2001; 

Vacha-Haase, 1998), as a larger standard error contributes to a less precise effect size 

value (Lipsey & Wilson, 2001). Measurement errors cause observed effects to fluctuate 

across studies and may lead to underestimation of true effects (Baugh, 2002), which has 
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led to recommendations for correcting effect size estimates for unreliable scores (Hunter 

& Schmidt, 1994). Finally, total score variance affects reliability of the data set, and total 

score variance is impacted by characteristics of the participants (B. Thompson, 1994; 

Yin & Fan, 2000). Because score variability is a property of the data, reliability estimates 

will not remain constant across studies and should be therefore be evaluated and reported 

as part of the process of describing the data. 

Given the importance of test score reliability to scientific studies, it is surprising 

that the editorial policies of journals do not require this information to be reported. 

Although some journals, such as Educational and Psychological Measurement, now 

require the reporting of reliability information (B. Thompson, 2003), most journals still 

do not require the inclusion of this information and most authors do not report reliability 

estimates for their data (Meier & Davis, 1990; Vacha-Haase, Henson, & Caruso, 2002). 

Reliability Generalization 

One method of describing measurement error in a test’s scores across studies is 

reliability generalization (RG). RG, a type of meta-analysis, characterizes the typical 

(i.e., mean) reliability of scores across studies, the amount of variability in reliability 

coefficients, and the sources of variability in reliability coefficients (Vacha-Haase, 

1998). RG is consistent with previous work on validity generalization (Hunter & 

Schmidt, 1990), in which researchers conducted analyses to determine if the validity of 

scores on a test was generalizable to different samples (Vacha-Haase, 1998; Viswesvaran 

& Ones, 2000). As with other types of meta-analysis, RG allows researchers to 

understand a large body of literature which may be producing inconsistent findings, in 
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this case helping to understand differences in score reliability across multiple studies 

(Yin & Fan, 2000). 

By examining factors that influence the reliability of scores across studies, we 

can better understand factors that contribute to variability in score quality. The factors 

that influence score reliability are typically dependent on characteristics of the 

participants from which the data are gathered. For example, other factors being equal, a 

heterogeneous set of participants will produce higher score reliability than a more 

homogenous groups of participants (Yin & Fan, 2000). Other participant characteristics 

to consider include the type of sample, as well as age, gender, and ethnicity of 

participants. Other study factors potentially impacting test score reliability are sample 

size, type of reliability, culture, test format, test length, and test language. By explicating 

the conditions under which a test’s scores display higher or lower reliability, researchers 

will be able to tailor future studies to conditions that will maximize score reliability. By 

maximizing score reliability, researchers will have additional control over one factor that 

influences effect sizes. For example, if a researcher is conducting a study in a clinical 

population and the researcher knows that scale A of a construct has significantly higher 

score reliability then scale B in clinical samples, he or she could select scale A for use in 

the study. 

Although RG studies are only beginning to be widely conducted, this method has 

been employed to examine the reliability of scores on measures such as the Minnesota 

Multiphasic Personality Inventory, the Beck Depression Inventory (BDI; Beck & Steer, 

1984), and the NEO-Five Factor Inventory. See Table 2 for a listing of published RG 
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Table 2 

List of Published Reliability Generalization Studies 
 

Measure Study 
Adult attachment style measures Reese, Kieffer, & Briggs (2002) 

Alcohol Use Disorders Identification Test Shields & Caruso (2003) 

Beck Depression Inventory Yin & Fan (2000) 

Bem Sex Role Inventory Vacha-Haase (1998) 

“Big Five Factors” of Personality Viswesvaran & Ones (2000) 

CAGE Questionnaire Shields & Caruso (2004) 

Career Decision-Making Self-Efficacy Scale Nilsson, Schmidt, & Meek (20020 

Coopersmith Self-Esteem Inventory Lane, White, & Henson (2002) 

Differential Emotions Scale Youngstrom & Green (2003) 

Eysenck Personality Questionnaire Caruso, Witkiewitz, Belcourt-Dittloff, & Gottlieb (2001) 

Geriatric Depression Scale Kieffer, Reese, & Kieffer (2002) 

Junior Eysenck Personality Questionnaire Caruso & Edwards (2001) 

Kolb’s Learning Style Inventory Henson & Hwang (2002) 

LibQUAL+-super ™ Thompson & Cook (2002) 

Life Satisfaction Index Wallace & Wheeler (2002) 

Marlowe-Crowne Social Desirability Scale Beretvas, Meyers, & Leite (2002) 

Mathematics Anxiety Rating Scale Capraro, Capraro, & Henson (2001) 

MMPI (Clinical Scales) Vacha-Haase, Kogan, Tani, & Woodall (2001) 

MMPI/MMPI-2 (Validity Scales) Vacha-Haase, Tani, Kogan, Woodall, & Thompson (2001) 

Myers-Briggs Type Indicator Capraro & Capraro (2002) 

NEO personality scales Caruso (2000) 

Spielberger State-Trait Anxiety Inventory  Barnes, Harp, & Jung (2002) 

Teacher Efficacy Scale Henson, Kogan, & Vacha-Haase (2001) 

 

 

studies and the measures examined in these studies. As mentioned above, reliability 

estimates still appear to be rarely reported, as indicated by Yin and Fan’s (2000) finding 

of a 7.5% reporting rate for the BDI and Caruso’s (2000) finding of a 15.2% reporting 
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rate for the NEO. Henson and B. Thompson (2002) suggest that reporting rates are 

unlikely to exceed 40% for any test. Low rates of reliability reporting are perhaps the 

greatest hindrance to conducting an RG study and may explain why this method has not 

been more widely employed.  

The goals of this study were to use reliability generalization procedures to report 

the mean score reliability for the EDI, the EAT, and the BULIT and to explore how score 

reliability of these eating disorder measure varies across studies and what study 

characteristics account for this variation. Presently, the author did not identify any 

published RG studies on the score reliability of any measure of eating disorders or 

related constructs. This RG analysis of selected eating disorder measures advances the 

field by providing information on factors that influence reliability on this type of 

measure, as well as providing information about the typical score reliability of these 

measures. This study advances the field of eating disorder research by providing 

information on measurement issues that influence substantive findings. Additionally, RG 

is also a valuable method of educating other researchers about reliability issues and 

emphasizing that reliability is “not an immutable unchanging property of tests” (Henson 

& B. Thompson, 2002, p. 124). 
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METHOD 

I followed the framework proposed by Henson and B. Thompson (2002) for 

designing an RG study. This framework consists of the following five steps: selecting the 

measures to be analyzed, developing a coding sheet, collecting data, identifying potential 

dependent variables, and conducting analyses. 

 Test Selection  

I analyzed studies that utilize forms of the EDI, the EAT, and/or the BULIT. 

These measures were selected because they are probably the most commonly used 

measures of eating disorder symptomatology and many studies have been published 

utilizing these measures. Additionally, I reviewed studies of the EDE and the IDED-IV 

to determine if enough information was available on these interviews to conduct RG 

analyses. Because little score reliability data were available, these measures were not 

included for analysis. For example, only five articles were found in a PsycINFO search 

for the IDED and two of these articles were not in English. 

Developing a Coding Form and Data Collection 

Relevant reports were gathered through database searches of PsycINFO using the 

terms Eating Disorder Inventory, Eating Attitudes Test, and Bulimia Test. Searches 

resulted in 873 references for the EDI, 601 for the EAT, and 131 for the BULIT. The 

inclusion criterion was published empirical journal articles, as the goal of the current 

project was to evaluate the score reliability information reported in the literature. Article 

sources that were excluded from further study included books/book chapters, theoretical 
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articles, review articles, case studies, dissertations, meta-analyses, and articles not 

published in English.  

As a result of the inclusion criterion, 293 studies of the EDI, 214 studies of the 

EAT, and 41 studies of the BULIT were reviewed and coded. These studies were coded 

based on whether reliability information for the sample was reported and what type of 

reliability information was provided (i.e., internal consistency or stability). Additional 

study factors were also coded, including type of reliability coefficient reported, type of 

sample (clinical–eating disorder, clinical–general psychiatric, nonclinical, or mixed 

sample), type of study (treatment or other), age of participants, gender of participants, 

test language, test form, test length, and sample size. A single coder, the author, was 

used to code all studies. The decision to use a single coder was made because, unlike in 

more traditional meta-analyses, this study did not require any calculations to be made. 

Identification and Use of Potential Dependent Variables 

I conducted separate analyses using internal consistency and test-retest 

coefficients as dependent variables. When using reliability estimates, some researchers 

combine Cronbach’s alpha estimates with test-retest reliability estimates as a single 

dependent variable, but Dimitrov (2002) cautions against combining these estimates as 

they are not equivalent and combining them together could lead to “mixing apples and 

oranges” (Dimitrov, 2002, p. 792). After coding all the studies, I determined which study 

features were used in the analyses as independent variables based on whether enough 

data were available using that feature. 
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Data Analyses 

SAS 8.2 software was used for all analyses, and I followed the guidelines 

suggested by Henson and B. Thompson (2002) for conducting a reliability generalization 

study and Arthur, Bennett, and Huffcutt (2001) for conducting a meta-analysis. Overall 

mean reliability coefficients weighted by sample size were calculated for each measure, 

and sample-weighted mean reliability estimates broken down by predictor variables were 

also calculated. Sample size is one source of sampling error, with larger sample sizes 

providing more stable estimates of the population parameter because they are less 

susceptible to sampling error than smaller samples. Therefore, sample weighted means 

were used to reduce the effects of sampling error from smaller samples. If data were 

available, mean reliability coefficients are reported for the subscales of the measures. 

Additionally, the 95% confidence interval and percent of variance accounted for by 

sampling error were also calculated.  
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RESULTS 

Eating Disorder Inventory 

In 155 (52.90%) out of 293 studies including the EDI, the researchers did not 

provide score reliability information. In 54 (18.43%) studies, the researchers cited 

reliability estimates of scores from previously published studies or stated that the 

measure had been found to be reliable. The researchers reported reliability information 

for either the total scale score or one or more subscale scores for their sample in 84 

(28.67%) studies; however, 10 of these studies were excluded from the analyses because 

the authors only reported a range of reliability coefficients for the subscale scores and 9 

studies were excluded for using a different factor structure. Five studies included only 

test-retest reliability and were analyzed separately. In some studies, researchers reported 

reliability information for more than one group of participants (e.g., control group and 

clinical group), resulting in more reliability coefficients for that scale than there were 

studies reporting score reliability information for that scale. See the Appendix for the 

references that reported score reliability information for their study sample. 

Table 3 presents the mean estimates of internal consistency for the EDI and its 

subscales and the means broken down by gender and age of participants, as well as type 

of sample and test language. I was not able to analyze all of the coded study factors due 

to low variability or insufficient reporting of the characteristic. Only one of the articles 

reporting score reliability information was a treatment study, and the majority of authors 

did not provide sufficient information regarding participant ethnicity to allow for further 

analysis.
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Table 3 

Mean Internal Consistency Estimates for the Eating Disorders Inventory (EDI) 
 

 Reliability 
Study Characteristics  

# of 
Data 

Points 
K 

 
Total 

Sample 
Size  

N 

Sample-
weighted 

Mean 
Alpha  
(SD) 

 
 
 

95% 
CI 

 
 
 
 

PVASE 
EDI Total 6 3269 .91 (.06) .86 - .95 1.65% 
 Gender: Female 6 3269 .91 (.06) .86 - .95 1.65% 
 Age: Adult 4 995 .85 (.08) .77 - .93 4.35% 
  Adolescent 2 1137 .93 (.003) .93 - .93 100.00% 
 Type of Sample: Nonclinical 4 2989 .90 (.06) .84 - .96 1.24% 
  Clinical: Eating Disorder 2 280 .95 (.009) .93 - .96 99.32% 
 Test Language: English 4 995 .85 (.08) .77 - .93 4.35% 
  Non-English 2 2274 .93 (.002) .93 - .93 100.00% 
EDI Body Dissatisfaction Subscale 55 22120 .89 (.04) .88 - .90 6.51% 
 Gender: Female 44 17240 .90 (.03) .89 - .91 9.82% 
  Male 5 2443 .81 (.03) .79 - .84 26.56% 
  Mixed gender 6 2437 .90 (.03) .88 - .92 11.02% 
 Age: Adult 35 8311 .91 (.03) .90 - .92 17.16% 
  Adolescent 20 13809 .88 (.04) .86 - .90 3.92% 
 Type of Sample: Nonclinical 43 19844 .89 (.04) .87 - .90 5.63% 
  Clinical: Eating Disorder 11 2156 .90 (.03) .89 - .92 19.05% 
 Test Language: English 42 13557 .89 (.03) .88 - .90 10.70% 
  Non-English 13 8563 .88 (.05) .85 - .91 3.17% 
EDI Drive for Thinness Subscale 49 22335 .85 (.05) .83 - .86 6.24% 
 Gender: Female 37 15831 .84 (.05) .83 - .86 6.56% 
  Male 4 2277 .79 (.03) .77 - .82 37.17% 
  Mixed gender 8 4227 .89 (.02) .87 - .90 27.54% 
 Age: Adult 32 7784 .86 (.04) .85 - .88 15.07% 
  Adolescent 17 14551 .84 (.06) .81 - .86 3.29% 
 Type of Sample: Nonclinical 36 19788 .85 (.05) .83 - .87 4.78% 
  Clinical: Eating Disorder 12 2427 .83 (.04) .80 - .85 37.93% 
 Test Language: English 37 13943 .86 (.05) .84 - .87 8.58% 
  Non-English 12 8392 .83 (.06) .80 - .86 4.17% 
EDI Bulimia Subscale 47 21875 .75 (.07) .73 - .77 9.47% 
 Gender: Female 37 15905 .77 (.07) .74 - .79 9.18% 
  Male 3 2081 .67 (. 02) .65 - .69 100.00% 
  Mixed gender 7 3889 .74 (.04) .71 - .77 20.89% 
 Age: Adult 31 7437 .81 (.07) .79 - .83 11.55% 
  Adolescent 16 14438 .72 (.04) .70 - .74 14.17% 
 Type of Sample: Nonclinical 35 19861 .74 (.06) .72 - .76 9.98% 
  Clinical: Eating Disorder 11 1894 .84 (.07) .79 - .88 10.76% 
 Test Language: English 35 13483 .76 (.07) .74- .78 10.71% 
  Non-English 12 8392 .74 (.06) .70 - .77 7.57% 
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Table 3 Continued 
 

 Reliability 
Study Characteristics  

# of 
Data 

Points 
K 

 
Total 

Sample 
Size  

N 

Sample-
weighted 

Mean 
Alpha  
(SD) 

 
 
 

95% 
CI 

 
 
 
 

PVASE 
EDI Perfectionism Subscale 34 15888 .68 (.08) .65 - .70 8.79% 
 Gender: Female 28 13487 .68 (.09) .65 - .72 7.72% 
  Male 4 2191 .63 (.05) .58 - .68 26.91% 
 Age: Adult 23 4907 .75 (06) .73 - .78 24.42% 
  Adolescent 11 10981 .64 (.07) .60 - .68 7.19% 
 Type of Sample: Nonclinical 22 13716 .66 (.08) .63 - .70 7.93% 
  Clinical: Eating Disorder 11 2052 .77 (.06) .73 - .80 25.04% 
 Test Language: English 22 7496 .68 (.12) .63 - .73 6.47% 
  Non-English 12 8392 .67 (.04) .65 - .70 24.19% 
EDI Interoceptive Awareness Subscale 31 15272 .75 (.06) .73 - .77 10.44% 
 Gender: Female 26 12981 .76 (.06) .74 - .78 10.70% 
  Male 3 2081 .69 (.03) .65 - .72 36.68% 
 Age: Adult 20 4606 .80 (.07) .77 - .83 13.17% 
  Adolescent 11 10666 .73 (.05) .70 - .76 10.88% 
 Type of Sample: Nonclinical 19 13314 .74 (.06) .71 - .77 8.88% 
  Clinical: Eating Disorder 10 1781 .81 (.04) .79 - .84 51.53% 
 Test Language: English 19 6880 .78 (.06) .75 - .80 10.93% 
  Non-English 12 8392 .73 (.05) .70 - .76 12.81% 
EDI Ineffectiveness Subscale 29 14683 .80 (.06) .77 - .82 6.54% 
 Gender: Female 24 12392 .80 (.07) .78 - .83 5.53% 
  Male 3 2081 .76 (.01) .75 - .77 100.00% 
 Age: Adult 19 4074 .85 (.05) .82 - .87 12.94% 
  Adolescent 10 10609 .78 (.06) .74 - .81 4.66% 
 Type of Sample: Nonclinical 18 12782 .79 (.06) .76 - .82 5.71% 
  Clinical: Eating Disorder 10 1781 .87 (.03) .85 - .89 34.16% 
 Test Language: English 17 6291 .78 (.08) .74 - .82 5.87% 
  Non-English 12 8392 .81 (.04) .79 - .83 11.30% 
EDI Maturity Fears Subscale 31 14963 .69 (.09) .66 - .72 7.61% 
 Gender: Female 25 12506 .69 (.09) .65 - .72 7.25% 
  Male 4 2247 .69 (.08) .62 - .77 8.44% 
 Age: Adult 20 4240 .77 (.08) .73 - .80 11.39% 
  Adolescent 11 10723 .66 (.07) .62 - .70 7.49% 
 Type of Sample: Nonclinical 20 13062 .67 (.08) .64 - .71 8.02% 
  Clinical: Eating Disorder 10 1781 .82 (.05) .79 - .85 24.25% 
 Test Language: English 19 6571 .66 (.11) .61 - .71 7.21% 
  Non-English 12 8392 .71 (.05) .69 - .74 14.88% 
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Table 3 Continued  
 

 Reliability 
Study Characteristics  

# of 
Data 

Points 
K 

 
Total 

Sample 
Size  

N 

Sample-
weighted 

Mean 
Alpha  
(SD) 

 
 
 

95% 
CI 

 
 
 
 

PVASE 
EDI Interpersonal Distrust Subscale 29 14683 .71 (.08) .68 - .74 6.90% 
 Gender: Female 24 12392 .72 (.09) .68 - .75 5.90% 
  Male 3 2081 .68 (.04) .63 - .72 32.00% 
 Age: Adult 19 4074 .78 (06) .75 - .81 21.00% 
  Adolescent 10 10609 .69 (.08) .64 - .73 4.48% 
 Type of Sample: Nonclinical 18 12782 .70 (.08) .66 - .73 5.73% 
  Clinical: Eating Disorder 10 1781 .80 (.03) .78 - .82 74.12% 
 Test Language: English 17 6291 .69 (.11) .63 - .74 5.90% 
  Non-English 12 8392 .73 (.04) .71 - .75 18.59% 
EDI Asceticism Subscale* 12 5937 .52 (.10) .46 - .58 10.12% 
 Gender: Female 9 4029 .58 (.07) .53 - .62 19.29% 
 Age: Adult 9 1965 .61 (.07) .57 - .66 32.71% 
  Adolescent 3 3972 .47 (.08) .38 - .57 6.78% 
 Type of Sample: Nonclinical 5 4606 .49 (.09) .41 - .57 7.22% 
  Clinical: Eating Disorder 6 1211 .62 (.07) .57 - .68 41.89% 
 Test Language: English 3 596 .60 (.05) .55 - .66 90.15% 
  Non-English 9 5341 .51 (.10) .44 - .58 8.58% 
EDI Impulse Regulation Subscale* 13 6241 .76 (.05) .74 - .79 15.85% 
 Gender: Female 10 4333 .75 (.05) .72 - .79 15.13% 
 Age: Adult 10 2269 .74 (.07) .70 - .79 17.46% 
  Adolescent 3 3972 .78 (.01) .77 - .79 100.00% 
 Type of Sample: Nonclinical 6 4910 .78 (.03) .75 - .80 17.10% 
  Clinical: Eating Disorder 6 1211 .72 (.07) .67 - .78 24.21% 
 Test Language: English 4 900 .78 (.03) .75 - .81 75.32% 
  Non-English 9 5341 .76 (.05) .73 - .79 12.10% 
EDI Social Insecurity Subscale* 13 6327 .72 (.04) .70 - .75 28.07% 
 Gender: Female 10 4419 .72 (.05) .69 - .75 24.36% 
 Age: Adult 10 2355 .75 (.04) .73 - .78 44.83% 
  Adolescent 3 3972 .71 (.03) .67 - .74 23.59% 
 Type of Sample: Nonclinical 6 4910 .72 (.04) .69 - .75 17.81% 
  Clinical: Eating Disorder 6 1297 .74 (.04) .71 - .77 68.49% 
 Test Language: English 4 986 .77 (.03) .74 - .80 73.99% 
  Non-English 9 5341 .71 (.04) .69 - .74 30.03% 

Note. *These subscales were added to the Eating Disorder Inventory-2. CI = Confidence Interval. PVASE = 
Percent of variance accounted for by sampling error. 
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Mean estimates of internal consistency for scores on the subscales ranged from 

.52 to .89 and for scores on the EDI, the mean estimate was .9. No studies reported 

estimates of internal consistency for the total score on the EDI-2. All analyses that utilize 

only a few data points will be less stable statistically than those analyses that include a 

higher number of data points. Therefore, some of the comparisons noted below should be 

interpreted with caution. 

The lowest estimates of internal consistency were for the Perfectionism, Maturity 

Fears, and Asceticism subscales; however, only the Asceticism subscale had 

questionable score reliability with an estimate of .52. The Bulimia, Perfectionism, and 

Maturity Fears subscales had higher score reliability in clinical eating disorder samples 

than in nonclinical samples. The Drive for Thinness, Impulse Regulation, and Body 

Dissatisfaction subscales did not display this difference. Mean estimates of score 

reliability also tended to be higher in the adult samples compared to the adolescent 

samples, as well as the female samples compared to the male samples. 

For the total EDI, reliability was higher in the adolescent samples compared to 

the adult samples, with the mean for the adult samples not falling within the 95% 

confidence interval of the adolescent samples. Mean estimates of reliability were also 

higher in the clinical eating disorder samples than the nonclinical samples, with the mean 

of the nonclinical samples falling below the lower bound of the 95% confidence interval 

for the clinical samples.  

For the Body Dissatisfaction subscale, the mean estimate of internal consistency 

was .89. Mean score reliability was higher in the female and mixed gender samples than 
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in the male samples. The means of the female and mixed gender groups were not 

included in the confidence interval for the male samples. For this subscale, the adult 

samples had greater reliability than the adolescent samples. There was no difference 

between the clinical and nonclinical samples or between the test language samples. 

The mean estimate of internal consistency for the EDI Drive for Thinness 

subscale was .85. Reliability was highest in the mixed gender samples followed by the 

female and male samples. For the other study characteristics, the adult and clinical 

samples displayed score reliability similar to their comparison samples, and the English 

samples displayed greater reliability in their scores than the non-English test language 

samples.  

The score reliability estimate for the Bulimia subscale was .75. The female and 

mixed gender samples displayed greater reliability than the male samples with the 

confidence interval for the male samples not including the means of the other two 

categories. The adult estimate was also greater than the score reliability estimate for the 

adolescent samples and the clinical eating disorder samples were greater than the 

nonclinical samples.  

For the Perfectionism subscale, the mean estimate of internal consistency was 

.68. The mean estimate for the female samples was higher than the estimate for the male 

samples, and the estimate for the adult samples was greater than the adolescent samples. 

The clinical samples also displayed greater reliability than the nonclinical samples, while 

the test language groups displayed nearly identical score reliability.  
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The mean estimate of internal consistency for the Interoceptive Awareness 

subscale was .75. The female and adult samples displayed greater reliability than the 

male and adolescent samples, respectively. The clinical eating disorder samples had 

higher reliability than the nonclinical samples, while the English samples had a greater 

mean estimate than the non-English test language samples. The Ineffectiveness subscale 

had a mean estimate of internal consistency of .80. The female, adult, and clinical eating 

disorder samples displayed greater reliability than their respective comparison samples 

for the Ineffectiveness subscale.  

The Maturity Fear subscale had a mean estimate of .69. The female and male 

samples displayed similar levels of reliability. The adult samples and the clinical eating 

disorder samples displayed greater reliability than the adolescent and nonclinical 

samples, respectively. The English samples also displayed a higher mean estimate of 

reliability than the non-English test language sample. For the Interpersonal Distrust 

subscale, the mean estimate of internal consistency was .71. The adult, clinical eating 

disorder, and English samples had higher reliability than the male, adolescent, 

nonclinical, and non-English samples. 

The remaining subscales were added to the revised EDI-2. As previously noted, 

the Asceticism subscale had the lowest mean estimate of internal consistency at .52. The 

adult samples displayed greater reliability than the adolescent samples and the clinical 

eating disorder samples had greater reliability than the nonclinical samples. For the 

Impulse Regulation subscale, the mean estimate was .76. For this subscale, the 

adolescent samples displayed higher score reliability than the adult samples, as did the 
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nonclinical and English samples with their respective comparison samples. Finally, for 

the Social Insecurity subscale, the mean estimate of internal consistency was .72. The 

adult reliability was higher than the adolescent samples, but the clinical eating disorder 

samples were not significantly higher than the nonclinical samples. The mean estimate of 

score reliability for the English test language samples was also was higher than the non-

English samples. 

The percent of variance explained by sampling error varied widely among the 

EDI and its subscales, ranging from 1% to 100%. Generally, analyses conducted with a 

smaller number of data points frequently had a greater percentage of variance accounted 

for by sampling error. A smaller percentage of variance accounted for by sampling error 

suggests a greater percentage of variance is accounted for by true score variance across 

the observed studies. 

Eating Attitudes Test 

 The researchers did not provide reliability information in 93 (43.26%) of 215 

studies utilizing the EAT. In 44 (20.47%) studies, the researchers made some reference 

to score reliability from previously published studies. The researchers reported reliability 

information for either the total EAT score or one or more factor scores for their sample 

in 78 (36.28%) studies. Seven of these studies were excluded from further analysis 

because the authors modified the measure or used different factors based on their own 

factor analysis of the EAT. As these researchers did not modify the EAT in a consistent 

manner, it was not possible to use these studies in further analyses.  
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The sample-weighted mean estimates of internal consistency were .81 for the 

EAT-40 and .86 for the EAT-26. The mean estimates of internal consistency for scores 

on the EAT-26 factors were .80 for the Dieting factor, .67 for the Bulimia and Food 

Preoccupation factor, and .56 for the Oral Control factor. Table 4 presents the sample-

weighted mean estimates of internal consistency for the EAT, as well as the means 

broken down by gender, age, type of sample, and test language. 

For the EAT-40, the female samples had higher reliability than the male and 

mixed gender samples, and the mixed gender group displaying higher reliability than the 

male group. Again, with a small number of data points for analyses, it is important to 

interpret these comparisons with caution. The adult and clinical eating disorder samples 

displayed greater reliability than their respective comparison samples. 

For the EAT-26, the reliability was similar among the gender and age categories. 

The clinical eating disorder samples displayed greater reliability than the nonclinical 

samples, with the mixed clinical and nonclinical samples also displaying greater 

reliability than the nonclinical samples. The English samples also had a higher mean 

estimate of internal consistency than the non-English samples. 

The female and male samples also displayed similar score reliability on the EAT-

26 Dieting Factor. The adult samples had greater reliability than the adolescent samples, 

and the English test language samples had a higher mean estimate of reliability than the 

non-English samples. For the Bulimia and Food Preoccupation subscale, the mean 

estimate of reliability for the adult samples had higher reliability than the adolescent 

samples. For the Oral Control factor, the score reliability for the male samples was  
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Table 4 
 
Mean Internal Consistency Estimates for the Eating Attitudes Test (EAT) 
 

 Reliability 
Study Characteristics  

# of 
Data 

Points 
K 

 
Total 

Sample 
Size 
N 

Sample-
weighted 

Mean 
Alpha 
(SD) 

 
 
 

95% 
CI 

 
 
 
 

PVASE 
EAT-40 15 3925 .81 (.09) .77 - .86 5.89% 
 Gender: Female 10 1950 .86 (.04) .84 - .89 19.54% 
  Male 2 492 .68 (.06) .59 - .77 18.90% 
  Mixed gender 3 1483 .79 (.08) .70 - .88 4.55% 
 Age: Adult 11 1855 .87 (.05) .84 - .90 13.32% 
  Adolescent 4 2070 .76 (.08) .68 - .84 5.07% 
 Type of Sample: Nonclinical 12 3538 .80 (.08) .75 - .85 6.45% 
  Clinical: Eating Disorder 2 193 .90 (.05) .83 - .97 16.45% 
 Test Language: English 11 2833 .82 (.08) .78 - .87 6.47% 
  Non-English 4 1092 .78 (.10) .69 - .88 5.72% 
EAT-26 54 11963 .86 (.05) .84 - .87 11.50% 
 Gender: Female 42 9566 .85 (.05) .83 - .87 11.06% 
  Male 4 488 .85 (.03) .82 - .88 72.61% 
  Mixed gender 8 1909 .87 (.05) .84 - .90 10.28% 
 Age: Adult 42 9049 .86 (.05) .85 - .88 12.89% 
  Adolescent 11 2717 .85 (.05) .82 - .88 11.94% 
 Type of Sample: Nonclinical 48 11321 .85 (.05) .84 - .87 11.08% 
  Clinical: Eating Disorder 4 423 .90 (.02) .89 - .92 100.00% 
  Mixed clinical  
  and nonclinical 

 
2 

 
219 

 
.88 (.05) 

 
.81 - .95 

 
20.57% 

 Test Language: English 44 9077 .87 (.05) .85 - .88 11.30% 
  Non-English 10 2886 .81 (.04) .79 - .84 25.69% 
EAT-26 Dieting Factor 24 10924 .80 (.07) .77 - .83 5.50% 
 Gender: Female 22 10693 .80 (.07) .77 - .83 5.06% 
  Male 2 231 .81 (.03) .77 - .85 100.00% 
 Age: Adult 17 3870 .87 (.04) .86 - .89 19.92% 
  Adolescent 7 7054 .77 (.05) .72 - .81 5.74% 
 Type of Sample: Nonclinical 22 10602 .80 (.07) .77 - .83 5.27% 
 Test Language: English 21 10150 .80 (.07) .77 - .83 5.35% 
  Non-English 3 774 .86 (.04) .81 - .90 17.23% 
EAT-26 Bulimia and Food Preoccupation 
Factor 

 
23 

 
10751 

 
.67 (.11) 

 
.63 - .71 

 
5.44% 

 Gender: Female 21 10520 .67 (.11) .62 - .72 5.12% 
  Male 2 231 .71 (.11) .56 - .87 17.26% 
 Age: Adult 17 3870 .79 (.07) .75 - .82 10.99% 
  Adolescent 6 6881 .60 (.06) .56 - .65 9.70% 
 Type of Sample: Nonclinical 21 10429 .67 (.11) .62 - .71 5.29% 
 Test Language: English 20 9977 .67 (.11) .62 - .72 4.92% 
  Non-English 3 774 .71 (.04) .67 - .76 60.81% 
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Table 4 Continued 
 

 Reliability 
Study Characteristics  

# of 
Data 

Points 
K 

 
Total 

Sample 
Size 
N 

Sample-
weighted 

Mean 
Alpha 
(SD) 

 
 
 

95% 
CI 

 
 
 
 

PVASE 
EAT-26 Oral Control Factor 18 4475 .56 (.10) .51 - .60 21.02% 
 Gender: Female 16 4244 .56 (.10) .51 - .61 19.03% 
  Male 2 231 .60 (.02) .57 - .63 100.00% 
 Age: Adult 14 3065 .56 (.11) .50 - .61 19.04% 
  Adolescent 4 1410 .57 (.06) .51 - .63 34.67% 
 Type of Sample: Nonclinical 16 4153 .55 (.08) .51 - .59 27.63% 
 Test Language: English 15 3701 .54 (.10) .50 - .59 21.52% 
  Non-English 3 774 .63 (.04) .59 - .67 100.00% 

Note. CI = Confidence Interval. PVASE = Percent of variance accounted for by sampling error. 
 

 

greater than the female samples, and the adolescent samples had a similar mean estimate 

of internal consistency as compared to the adult samples. The non-English language test 

samples had higher reliability than the English samples.  

For the EAT, the percentage of variance explained by sampling error ranged 

widely from approximately 5% to 100%. For the majority of the analyses, these values 

were less than 20%. 

Bulimia Test 

 In 8 (19.51%) out of 41 studies, the researchers did not provide test score 

reliability for the BULIT, and in 16 (39.02%) studies, the researchers cited previous 

studies for score reliability. The researchers reported score reliability information for 

their sample in 17 (41.46%) studies but one study was excluded because the reliability 

coefficient was reported as a range of coefficients. The mean estimate of internal 

consistency for scores on the BULIT-R was .93, which was the highest mean for any of 
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the measures. Mean estimates of internal consistency for the BULIT are presented in 

Table 5.  

 For the BULIT-R, the female samples displayed greater reliability than the male 

samples. The adult samples had a higher estimate of internal consistency than the 

adolescent samples, and the mixed clinical and nonclinical samples displayed higher 

reliability than the nonclinical samples. All studies that reported internal consistency 

estimates used the English language version of the BULIT-R. For the BULIT-R, the 

percentage of variance accounted for by sampling error was slightly more restricted than 

for the other measures, with a range from approximately 12% to 63%. Again, the 

majority of these values were less than 20%. 

 

Table 5 
 
Mean Internal Consistency Estimates for the Bulimia Test-Revised (BULIT-R) 
 

 Reliability 
Study Characteristics  

# of 
Data 

Points 
K 

 
Total 

Sample 
Size 
N 

Sample-
weighted 

Mean 
Alpha 
(SD) 

 
 
 

95% 
CI 

 
 
 
 

PVASE 
BULIT-R 16 3245 .93 (.03) .92 - .94 12.68% 
 Gender: Female 13 2612 .94 (.02) .93 - .95 17.90% 
  Male 3 633 .90 (.03) .87 - .93 25.56% 
 Age: Adult 11 1830 .94 (.02) .93 - .95 18.00% 
  Adolescent 5 1415 .92 (.03) .90 - .94 11.80% 
 Type of Sample: Nonclinical 14 2918 .93 (.02) .91 - .94 18.22% 
  Mixed clinical 
  and nonclinical 

2 327 .97 (.005) .97 - .98 63.07% 

Note. CI = Confidence Interval. PVASE = Percent of variance accounted for by sampling error. 
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Test-Retest Reliability Analyses 

 Table 6 presents sample-weighted mean estimates of test-retest reliability for the 

EDI, EAT-26, and BULIT-R. For the EDI, the mean test-retest score reliability was .81, 

and for the EDI subscales, mean test-retest reliability estimates ranged from .42 to .77. 

The lowest mean test-retest reliability estimates were for the Maturity Fears (.42) and 

Interpersonal Distrust (.59) subscales. For the EAT-26, the mean test-retest reliability 

estimate was .87 and it was .85 for the BULIT-R. Due to the low number of data points 

available for each scale or subscale, these results should be interpreted with caution. 

Also, due to the low number of data points per measure, I did not conduct further 

analyses on these estimates, such as examining the effect of gender or retest interval. 

 

Table 6 
 
Mean Test-Retest Reliability Estimates for the EDI, EAT-26, and BULIT-R 
 

 Reliability 
Study Characteristics  

# of 
Data 

Points 
K 

 
Total 

Sample 
Size 
N 

Sample-
weighted 

Mean 
Reliability 

(SD) 

 
 
 

95% 
CI 

 
 
 
 

PVASE 
EDI Total 2 471 .81 (.06) .72 - .90 12.68% 
EDI Body Dissatisfaction Subscale 3 256 .77 (.14) .62 - .92 10.66% 
EDI Drive for Thinness Subscale 4 715 .60 (.15) .45 - .75 10.07% 
EDI Bulimia Subscale 4 715 .64 (.12) .53 - .76 14.12% 
EDI Perfectionism Subscale 3 695 .63 (.11) .51 - .76 13.08% 
EDI Interoceptive Awareness Subscale 2 236 .60 (.16) .38 - .83 13.50% 
EDI Ineffectiveness Subscale 2 236 .71 (.09) .58 - .84 25.28% 
EDI Maturity Fears Subscale 3 695 .42 (.11) .29 - .55 22.68% 
EDI Interpersonal Distrust Subscale 3 695 .59 (.10) .47 - .70 19.51% 
EAT-26 4 920 .87 (.02) .85 - .88 100.00% 
BULIT-R 2 341 .85 (.01) .84 - .86 100.00% 

Note. CI = Confidence Interval. PVASE = Percent of variance accounted for by sampling error
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DISCUSSION 

This study used reliability generalization procedures to find the mean score 

reliability for the EDI, the EAT, and the BULIT and to examine study characteristics that 

explain the variation in score reliability across studies. The reporting of score reliability 

information for the measures was higher (28.67% - 41.46%) than the reporting rate for 

other reliability generalization studies, such as the BDI (7.5%; Yin & Fan, 2000) and the 

NEO (15.2%; Caruso, 2000). However, given that score reliability information should be 

reported every time a measure is used, it is disappointing that  approximately half of the 

studies using the EDI and the EAT failed to provide score reliability information.  

Overall, mean reliability estimates for the measures were acceptable, with only 

the Asceticism subscale of the EDI and the Oral Control factor on the EAT-26 having 

questionable mean internal consistencies of .52 and .56, respectively. Except for scores 

on the Asceticism subscale, which had the lowest score reliability of all the EDI 

subscales, scores on the subscales added to the EDI when it was revised showed levels of 

reliability that were similar to the original 8 subscales. These findings suggest that there 

is not a clear advantage to using one of these measures over another based on mean score 

reliability, as all the measures generally had acceptable reliability overall and among 

subgroups of participants, such as clinical and nonclinical samples. 

For the EDI, the majority of the subscales that measure specific eating disorder 

attitudes and behaviors, such as Bulimia and Perfectionism, displayed higher score 

reliability in clinical eating disorder samples than in nonclinical samples. This difference 

was not observed in the Drive for Thinness and Impulse Regulation subscales, and the 
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Body Dissatisfaction subscale showed similar score reliability in the two groups. One 

potential explanation for this discrepancy is that the attitudes measured by the Body 

Dissatisfaction and Drive for Thinness subscales are common in both nonclinical and 

eating disorder samples, contributing to more reliable measurement of these attitudes 

across sample type. The Perfectionism and Maturity Fears subscales displayed mean 

reliability above .70 in clinical eating disorder samples, but in the nonclinical samples, 

mean score reliability was below .70. It is more difficult to characterize the effect of 

sample type on the EAT and BULIT-R because scores on these measures were primarily 

reported for nonclinical samples. 

Regarding participant age, mean score reliability tended to be slightly higher in 

the adult samples than in adolescent samples for all measures; however, reliability was 

generally acceptable in both groups. Again, the EDI Perfectionism and Maturity Fears 

subscale scores, as well as the EAT-26 Bulimia and Food Preoccupation subscale score, 

displayed mean reliability above .70 in the adult group but reliability below .70 in the 

adolescent group. The higher reliability in the adult group may be expected as the 

measures were developed in adult samples.  

For all measures, there was a tendency for score reliability to be slightly higher in 

female samples than in the male samples, perhaps because eating disorder attitudes and 

behaviors are more prevalent in females resulting in greater score variability for this 

subpopulation. 

Test-retest reliability analyses indicate that this type of reliability was generally 

acceptable for all three measures, with the lowest estimate found for the Maturity Fears 
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subscale of the EDI. Given the small amount of data available regarding test-retest 

reliability, these findings may be less statistically meaningful than the findings for 

internal consistency reliability estimates.   

Although mean reliability estimates for scores on the EDI, EAT, and BULIT and 

their subscales were generally acceptable, the data indicate that some of the subscales 

display greater score reliability in certain subpopulations. It is important that researchers 

measure internal consistency for their sample every time a measure is used as 

characteristics of the sample affect test score reliability. This study has demonstrated that 

reliability estimates do not remain constant across studies; therefore, researchers should 

make sure that the scores for their sample are found to be reliable as an initial step in any 

study. Examining and reporting test score reliability should be included as descriptive 

information about the data. Additionally, researchers can tailor future studies to 

maximize score reliability, which is one factor that influences effect sizes.  

One limitation of this study is the small number of data points available for some 

analyses. Although I reported information for many analyses where only 2-4 internal 

consistency estimates were available, these findings are less stable than a mean estimate 

based on 30-50 data points and therefore should be cautiously interpreted and were 

presented here only for the sake of completeness. Another potential limitation is having 

only one coder for the study. This decision was made because, unlike in traditional meta-

analysis, the coder did not have to calculate effect sizes or other statistics and was only 

recording information as reported in articles; however, there is always the possibility that 

two coders could have disagreed about some of this basic information. 
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Implications 

 This study indicates that test score reliability for the EDI, EAT, and BULIT-R is 

greater for adult and clinical samples than for adolescent and nonclinical samples. 

Although it is important that disordered eating be reliably measured in an adult, clinical 

population, these findings are potentially troubling as it is also important that these 

concepts can be reliably measured in nonclinical adolescents who are at high risk for 

developing disordered eating attitudes and behaviors. In some cases, the differences in 

score reliability between adult and adolescent samples were small, and mean score 

reliability for adolescent samples remained acceptable overall. The differences between 

clinical eating disorder and nonclinical samples were generally larger. Without reliable 

measurement of these concepts in an at-risk adolescent population, researchers will have 

difficulty determining the true effectiveness of prevention programs designed to avoid or 

reduce future symptoms of eating disorders. Therefore, it is important for researchers to 

assess and report test score reliability with the measures they are using to determine the 

effectiveness of their programs.  

Recommendations for Future RG Studies 

 The greatest difficulty to conducting this study was the lack of score reliability 

information reported in journal articles. With 50% of the coded studies not even 

mentioning score reliability of the measures, the ability to find meaningfully 

interpretable results was hindered as some analyses were conducted with a very small 

number of data samples. Potential explanations for this lack of reporting of score 

reliability estimates are that researchers are unaware of the importance of this 
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information so they do not calculate estimates of score reliability or that this information 

if being removed from manuscripts due to space limitations. Hopefully, as researchers, 

editors, and reviewers become more aware of the importance of score reliability 

information the reporting of these estimates will increase. One guaranteed way for 

reporting rates to increase is for journal editors to require this information be assessed 

and reported in order for a study to be published. This requirement would not only make 

it easier for future RG studies to be conducted but would also improve the quality of 

published studies.  
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CONCLUSIONS 

The three measures examined in this study, the EDI, the EAT, and the BULIT-R 

generally had acceptable mean reliability estimates, with the BULIT-R displaying the 

highest mean score reliability. For all measures, score reliability tended to be slightly 

higher in adult and female samples. For the EDI, mean score reliability tended to be 

higher in clinical groups than in nonclinical groups for those scales specifically 

measuring eating disorder attitudes and behaviors, such as Bulimia and Perfectionism. 

For the EAT and the BULIT-R, mean score reliability also tended to higher in clinical 

samples compared to nonclinical groups; however, the effect for these two measures was 

more difficult to characterize because of the small number of studies using clinical 

participants. As the first reliability generalization analysis of any measure of eating 

disorder symptoms, this study advances the field by providing information about the 

typical score reliability of these measures and by illustrating factors that influence score 

reliability on these measures. This study also emphasizes the importance of researchers 

evaluating and reporting internal consistency every time a self-report measure is used.  
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