Riwayat diet setahun terakhir * Kecenderungan PPM Crosstabulation

Kecenderungan PPM
ya tidak Total
Riwayat diet setahun  pernah Count 138 1 139
terakhir % within Riwayat diet
setahun terakhir 99.3% 7% 100.0%
tidak pernah  Count 94 29 123
% within Riwayat diet
setahun terakhir 76.4% 23.6% 100.0%
Total Count 232 30 262
% within Riwayat diet
setahun terakhir 88.5% 11.5% 100.0%
Risk Estimate
95% Confidence
Interval
Value Lower Upper
Odds Ratio for Riwayat
diet setahun terakhir 42 574 5.701 317.946
(pernah / tidak pernah)
For cohort
Kecenderungan PPM = ya e " 1.176 a2
For cohort
Kecenderungan PPM = .031 .004 .221
tidak
N of Valid Cases 262
Chi-Square Tests
Asymp. Sig. | Exact Sig. | Exact Sig.
Value df (2-sided) (2-sided) (1-sided)
Pearson Chi-Square 33.626° 1 .000
Continuity Correctior? 31.410 1 .000
Likelihood Ratio 40.238 1 .000
Fisher's Exact Test .000 .000
Linear-by-Linear
Association 33.498 1 .000
N of Valid Cases 262

a. Computed only for a 2x2 table

b. 0 cells (.0%) have expected count less than 5. The minimum expected count is 14.

08.
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Merasa gemuk * Kecenderungan PPM Crosstabulation

Kecenderungan PPM
ya tidak Total
Merasa vya Count 156 7 163
gemuk % within Merasa gemuk 95.7% 4.3% 100.0%
tidak  Count 76 23 99
% within Merasa gemuk 76.8% 23.2% 100.0%
Total Count 232 30 262
% within Merasa gemuk 88.5% 11.5% 100.0%
Risk Estimate
95% Confidence
Interval
Value Lower Upper
Odds Ratio for Merasa
gemuk (ya / tidak) 6.744 2.771 16.413
For cohort
Kecenderungan PPM = ya ) L e
For cohort
Kecenderungan PPM = 185 .082 415
tidak
N of Valid Cases 262
Chi-Square Tests
Asymp. Sig. | Exact Sig. | Exact Sig.
Value df (2-sided) (2-sided) (1-sided)
Pearson Chi-Square 21.786° 1 .000
Continuity Correctior? 19.958 1 .000
Likelihood Ratio 21.360 1 .000
Fisher's Exact Test .000 .000
Linear-by-Linear
Association 21.703 1 .000
N of Valid Cases 262

a. Computed only for a 2x2 table

b. 0 cells (.0%) have expected count less than 5. The minimum expected count is 11.

34.
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Merasa minder/rendah diri * Kecenderungan PPM Crosstabulation

Kecenderungan PPM
ya tidak Total
Merasa minder/rendah  ya Count 56 5 61
diri % within Merasa
minder/rendah diri 91.8% 8.2% 100.0%
tidak  Count 176 25 201
% within Merasa
minder/rendah diri 87.6% 12.4% 100.0%
Total Count 232 30 262
% within Merasa
minder/rendah diri 88.5% 11.5% 100.0%
Chi-Square Tests
Asymp. Sig. | Exact Sig. | Exact Sig.
Value df (2-sided) _ (2-sided) (1-sided)
Pearson Chi-Square .830° 1 .362
Continuity Correctior? .465 1 495
Likelihood Ratio .887 1 .346
Fisher's Exact Test 492 .254
Linear-by-Linear
Association & 1 —
N of Valid Cases 262

a. Computed only for a 2x2 table

b. 0 cells (.0%) have expected count less than 5. The minimum expected count is 6.

98.

Risk Estimate
95% Confidence
Interval
Value Lower Upper
Odds Ratio for Merasa
minder/rendah diri (ya / 1.591 .582 4.351
tidak)
For cohort
Kecenderungan PPM = ya 1.048 957 1.149
For cohort
Kecenderungan PPM = .659 .264 1.648
tidak
N of Valid Cases 262
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Riwayat kekerasan fisik * Kecenderungan PPM Crosstabulation

Kecenderungan PPM

ya tidak Total
Riwayat kekerasan  pernah Count 30 1 31
fisik % within Riwayat
kekerasan fisik 96.8% 3.2% 100.0%
tidak pernah  Count 202 29 231
% within Riwayat 87.4% 12.6% | 100.0%

kekerasan fisik

Total Count 232 30 262
% within Riwayat

kekerasan fisik 88.5% 11.5% 100.0%

Chi-Square Tests

Asymp. Sig. | Exact Sig. | Exact Sig.
Value df (2-sided) (2-sided) (1-sided)
Pearson Chi-Square 2.346P 1 126
Continuity Correctior? 1.516 1 .218
Likelihood Ratio 3.065 1 .080
Fisher's Exact Test 224 101
Linear-by-Linear
As::ciat)ilon 4 -2 1 T
N of Valid Cases 262

a. Computed only for a 2x2 table

b. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 3.
55.

Risk Estimate

95% Confidence Interval
Value Lower Upper

Odds Ratio for Riwayat
kekerasan fisik (pernah / 4.307 566 32.794
tidak pernah)
For cohort Kecenderungan
PPM = ya 1.107 1.021 1.200
For cohort Kecenderungan
PPM = tidak 257 036 1.820
N of Valid Cases 262

Gambaran dan faktor..., Wahyu Kurnia Yusrin Putra, FKMUI, 2008



Riwayat pelecehan seksual * Kecenderungan PPM Crosstabulation

Kecenderungan PPM
ya tidak Total
Riwayat pelecehan  pernah Count 6 1 7
seksual % within Riwayat
pelecehan seksual 85.7% 14.3% 100.0%
tidak pernah  Count 226 29 255
% within Riwayat
pelecehan seksual 88.6% 11.4% 100.0%
Total Count 232 30 262
% within Riwayat
pelecehan seksual 88.5% 11.5% 100.0%
Chi-Square Tests
Asymp. Sig. | Exact Sig. | Exact Sig.
Value df (2-sided) (2-sided) (1-sided)
Pearson Chi-Square .057° 1 811
Continuity Correctior? .000 1 1.000
Likelihood Ratio .053 1 .817
Fisher's Exact Test 578 578
Linear-by-Linear
Association L5 1 Nt
N of Valid Cases 262

a. Computed only for a 2x2 table

b. 1 cells (25.0%) have expected count less than 5. The minimum expected count is .

80.

Risk Estimate

95% Confidence
Interval
Value Lower Upper
Odds Ratio for Riwayat
pelecehan seksual 770 .090 6.623
(pernah / tidak pernah)
For cohort
Kecenderungan PPM = ya 967 712 1.313
For cohort
Kecenderungan PPM = 1.256 .198 7.962
tidak
N of Valid Cases 262
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Riwayat bullying * Kecenderungan PPM Crosstabulation

Kecenderungan PPM
ya tidak Total
Riwayat pernah Count 144 17 161
bullying % within Riwayat bullying 89.4% 10.6% 100.0%
tidak pernah  Count 88 13 101
% within Riwayat bullying 87.1% 12.9% 100.0%
Total Count 232 30 262
% within Riwayat bullying 88.5% 11.5% 100.0%
Chi-Square Tests
Asymp. Sig. | Exact Sig. | Exact Sig.
Value df (2-sided) (2-sided) (1-sided)
Pearson Chi-Square 327 1 567
Continuity Correctior? 139 1 .709
Likelihood Ratio .323 1 .570
Fisher's Exact Test .558 .351
st ) RN R
N of Valid Cases 262

a. Computed only for a 2x2 table

b. 0 cells (.0%) have expected count less than 5. The minimum expected count is 11.

56.

Risk Estimate

95% Confidence
Interval
Value Lower Upper
Odds Ratio for Riwayat
bullying (pernah / tidak 1.251 .580 2.701
pernah)
For cohort
Kecenderungan PPM = ya 1.027 936 1.125
For cohort
Kecenderungan PPM = .820 416 1.616
tidak
N of Valid Cases 262

Gambaran dan faktor..., Wahyu Kurnia Yusrin Putra, FKMUI, 2008




Ejekan seputar berat badan/bentuk tubuh * Kecenderungan PPM Crosstabulation

Kecenderungan PPM

ya tidak Total
Ejekan seputar berat  pernah Count 125 7 132
badan/bentuk tubuh % within Ejekan seputar
berat badan/bentuk tubuh 94.7% 5:3% 100.0%
tidak pernah  Count 107 23 130
% within Ejek
76 within Ejekan seputar 82.3% 17.7% | 100.0%

berat badan/bentuk tubuh

Total Count 232 30 262
% within Ejekan seputar

berat badan/bentuk tubuh 88.5% 11.5% 100.0%

Chi-Square Tests

Asymp. Sig. | Exact Sig. | Exact Sig.
Value df (2-sided) (2-sided) (1-sided)
Pearson Chi-Square 9.915b 1 .002
Continuity Correctior? 8.731 1 .003
Likelihood Ratio 10.375 1 .001
Fisher's Exact Test .002 .001
Linear-by-Linear
Asse:ci:t)ilon : S 1 -
N of Valid Cases 262

a. Computed only for a 2x2 table

b. 0 cells (.0%) have expected count less than 5. The minimum expected count is 14.
89.

Risk Estimate

95% Confidence
Interval
Value Lower Upper
Odds Ratio for Ejekan
badanbentk tubut 3838 | 1585 | 9296
(pernah / tidak pernah)
Ezzzgﬂgglr'hngan PPM = ya 1.151 1.052 1.258
For cohort
Kecenderungan PPM = .300 133 .674
tidak
N of Valid Cases 262
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Majalah/tabloid * Kecenderungan PPM Crosstabulation

Kecenderungan PPM
ya tidak Total

Majalah/tabloid  sering Count 46 1 47
% within Majalah/tabloid 97.9% 21% 100.0%

jarang Count 182 28 210

% within Majalah/tabloid 86.7% 13.3% 100.0%

tidak pernah  Count 4 1 5

% within Majalah/tabloid 80.0% 20.0% 100.0%

Total Count 232 30 262
% within Majalah/tabloid 88.5% 11.5% 100.0%

Chi-Square Tests

Asymp. Sig.
Value df (2-sided)
Pearson Chi-Square 5.1242 2 .077
Likelihood Ratio 6.848 2 .033
Pl L) R (R
N of Valid Cases 262

a. 2 cells (33.3%) have expected count less than 5. The
minimum expected count is .57.

Acara televisi * Kecenderungan PPM Crosstabulation

Kecenderungan PPM
ya tidak Total

Acara sering Count 81 6 87
televisi % within Acara televisi 93.1% 6.9% 100.0%
jarang Count 142 23 165

% within Acara televisi 86.1% 13.9% 100.0%

tidak pernah  Count 9 1 10

% within Acara televisi 90.0% 10.0% 100.0%

Total Count 232 30 262
% within Acara televisi 88.5% 11.5% 100.0%
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Chi-Square Tests

Asymp. Sig.
Value df (2-sided)
Pearson Chi-Square 2.8082 2 .246
Likelihood Ratio 3.012 2 222
inear-by-Linear
z:s:ciat)i/on 1.925 1 165
N of Valid Cases 262

a. 1 cells (16.7%) have expected count less than 5. The
minimum expected count is 1.15.

Situs internet * Kecenderungan PPM Crosstabulation

Kecenderungan PPM
ya tidak Total
Situs sering Count 30 2 32
internet % within Situs internet 93.8% 6.3% 100.0%
jarang Count 142 20 162
% within Situs internet 87.7% 12.3% 100.0%
tidak pernah  Count 60 8 68
% within Situs internet 88.2% 11.8% 100.0%
Total Count 232 30 262
% within Situs internet 88.5% 11.5% 100.0%
Chi-Square Tests
Asymp. Sig.
Value df (2-sided)
Pearson Chi-Square .9882 2 .610
Likelihood Ratio 1.134 2 .567
P/ BTN IR
N of Valid Cases 262

a. 1 cells (16.7%) have expected count less than 5. The
minimum expected count is 3.66.
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KUESIONER PENELITIAN PERILAKU MAKAN
SISWI SMAN 70, JAKARTA SELATAN TAHUN 2008

(Salam). Perkenalkan saya WAHYU KURNIA, mahasiswa jurusan Gizi Kesehatan Masyarakat,
FKM-Universitas Indonesia tahun 2004. Saat ini saya sedang dalam proses penyusunan skripsi sebagai
syarat kelulusan. Skripsi yang saya susun mengambil tema tentang perilaku makan pada siswi SMA dan SMAN
70 menjadi populasi penelitian saya. Untuk itu saya akan membagikan angket yang berisi beberapa
pertanyaan seputar perilaku dan kebiasaan makan teman-teman. Selain itu saya juga akan melakukan
pengukuran tinggi badan dan berat badan pada teman-teman.

Karena itu, saya memohon kerjasama yang sebaik-baiknya dari teman-teman demi kelancaran
penyusunan skripsi saya. Mohon diisi dengan jawaban yang sebenar-benarnya dan sejujur-jujurnya.
Tidak ada nilai salah atau benar untuk setiap jawaban yang teman-teman berikan. Jawaban yang
teman-teman berikan akan terjaga kerahasiaannya. Bila teman-teman masih mempunyai pertanyaan
lain setelah pengisian angket selesai, teman-teman dapat menghubungi saya di nomor 0815-8832714.
Terima kasih atas kerjasamanya.

IR. Identitas Responden Koding
(Diisi oleh petugas)
IR1. | Nama [ ]
IR2. | Kelas [ I 10 1]
IR3. | Nomor induk N Y
IR4. | No. Responden (diisi oleh [ 10 10 1
petugas)

IR5. | Umur (tahun) L 10 1]
IR6. | Tanggal lahir (dd/mm/yyyy) _ /]
A. Perilaku Makan

Tidak Sedikit Sedang Sangat | Koding

sama

sekali

Al. | Apakah anda ketakutan jika
berat badan anda naik atau 0 1 2 3 4 5 6 [ 1
anda menjadi gemuk?

A2. | Apakah berat badan anda
mempengaruhi penilaian anda 0 1 2 3 4 5 6 [ 1
tentang diri anda sendiri
sebagai seorang manusia?

A3. | Apakah bentuk tubuh anda
mempengaruhi penilaian anda 0 1 2 3 4 5 6 [ 1
tentang diri anda sendiri
sebagai seorang manusia?

A4. | Selama 6 bulan terakhir, apakah anda pernah makan dengan porsi dimana orang lain akan [ 1]
menilainya sebagai porsi makan sangat banyak yang tidak biasanya anda konsumsi?
1.ya
2. tidak

A5. | Saat dimana anda makan dengan porsi yang sangat banyak tersebut, apakah anda merasa [ 1]

hilang kendali (anda merasa tidak dapat berhenti makan atau mengendalikan apa atau
banyaknya porsi yang anda konsumsi)?

1.ya

2. tidak

A6. | Berapa banyak HARI rata-rata dalam satu minggu pada 6 bulan terakhir, anda makan | [ ][ ]
dalam porsi sangat banyak yang tidak biasanya anda konsumsi dan merasa hilang kendali?
01234567

A7. | Berapa kali rata-rata dalam satu minggu pada 3 bulan terakhir, anda makan dalam porsi | [ ][ 1]
sangat banyak yang tidak biasanya anda konsumsi dan merasa hilang kendali?
012345678910 11 12 13 14

Selama anda mengalami periode makan dalam porsi sangat banyak yang tidak biasanya
anda konsumsi dan merasa hilang kendali, apakah anda pernah...

A8. Makan lebih cepat dari biasanya? [ 1]
1.ya 2. tidak

A9. Makan hingga anda merasa tidak nyaman karena kekenyangan? [ 1]
1.ya 2. tidak

A10. | Makan dalam porsi yang besar walaupun secara fisik sedang tidak dalam keadaan lapar? [ 1]
1.ya 2. tidak

All. | Makan sendirian karena anda malu dengan porsi makanan yang anda konsumsi? [ 1]
1.vya 2. tidak

Al12. | Merasa muak/jijik dengan diri anda sendiri, tertekan atau merasa sangat bersalah setelah [ 1]
anda makan dalam porsi yang berlebihan?
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Gambaran dan

Al13. | Merasa sangat kecewa karena tidak mampu mengendalikan porsi makan anda atau ketika [ 1]
mengalami kenaikan berat badan?
1.ya 2. tidak
Al4. | Berapa kali rata-rata dalam satu minggu pada 3 bulan terakhir, anda dengan sengaja 1L
membuat diri anda muntah untuk mencegah kenaikan berat badan ataupun untuk
mengatasi efek dari makan?
012345 67 89 10 11 12 13 14
A15. | Berapa kali rata-rata dalam satu minggu pada 3 bulan terakhir, anda menggunakan obat 1L
pencahar atau diuresis untuk mencegah kenaikan berat badan ataupun untuk mengatasi
efek dari makan?
01 2345 67 89 10 11 12 13 14
Al16. | Berapa kali rata-rata dalam satu minggu pada 3 bulan terakhir, anda melewatkan 1
setidaknya 2 kali waktu makan secara berturut-turut untuk mencegah kenaikan berat
badan ataupun untuk mengatasi efek dari makan?
012345 67 89 10 11 12 13 14
Al7. | Berapa kali rata-rata dalam satu minggu pada 3 bulan terakhir, anda melakukan olahraga 1T
secara berlebih khususnya untuk mengatasi efek dari periode makan dalam porsi sangat
banyak?
012345 67 89 10 11 12 13 14
A18. | Dalam 3 bulan terakhir, berapa banyak periode menstruasi yang anda lewatkan? [ 1]
012 3 4
A19. | Apakah anda mengkonsumsi pil KB dalam 3 bulan terakhir? [ 1]
1.ya 2. tidak
B. Perilaku diet
B1. Apakah dalam satu tahun terakhir anda pernah berdiet? [ 1]
1.ya 2. tidak (langsung ke C1)
B2. Apa alasan anda melakukan diet? (Jawaban boleh lebih dari satu)
Alasan Ya Tidak
a. agar lebih sehat 1 2 [ ]
b. untuk menurunkan berat badan agar tampil lebih menarik 1 2 [ 1]
c. untuk mencegah naiknya berat badan 1 2 [ ]
d. saran dokter/konsultan kesehatan 1 2 [ ]
e. saran pelatih/instruktur olahraga 1 2 [ ]
f. nasihat orang tua 1 2 [ ]
g. saran dari teman 1 2 [ ]
h. lainnya, sebutkan........ 1 2 [ ]
B3. Berapa kali dalam satu tahun terakhir anda melakukan diet? [ 1]
1. 1-4 kali 3.> 10 kali
2. 5-10 kali 4. selalu berdiet
B4. Kapan pertama kali anda melakukan diet? [ 1
1.SD 3. SMA
2.SLTP 4. lupa
B5. Tipe diet apa yang anda lakukan? (Jawaban boleh lebih dari satu)
Tipe diet Ya Tidak
a. mengurangi konsumsi karbohidrat 1 2 [ ]
b. menambah konsumsi sayur-sayuran/buah-buahan 1 2 [ ]
¢. mengurangi konsumsi lemak/makanan berlemak 1 2 [ ]
d. mengurangi konsumsi gula/permen/makanan manis/cemilan 1 2 [ ]
e. mengurangi frekuensi makan 1 2 [ ]
f. merokok 1 2 [ ]
g. minum obat pencahar/diuresis 1 2 [ 1
h. memuntahkan makanan yang telah dimakan 1 2 [ ]
i. mengkonsumsi obat pelangsing/teh pelangsing/jamu-jamuan 1 2 [ ]
j._minum obat penurun nafsu makan 1 2 [ 1]
k. berolahraga/melakukan aktivitas fisik lebih lama/lebih sering/lebih 1 2 [ ]
berat dari biasanya
I. lainnya, sebutkan............... 1 2 [ ]
C. Citra Tubuh
Cl1. Apakah saat ini anda merasa diri anda gemuk? [ 1]
1.vya 2. tidak (langsung ke D1)
C2. Apa alasan anda mengatakan bahwa diri anda anda tergolong gemuk? (Jawaban boleh
lebih dari satu)
Alasan Ya Tidak
a. berat badan saya di atas normal 1 2 [ ]
b. berat badan saya di atas rata-rata berat badan teman sebaya saya 1 2 [ 1]
C. tubuh saya terlihat besar 1 2 [ ]
d. ukuran baju yang saya gunakan di atas rata-rata ukuran baju yang 1 2 [ ]
faktor..., Warwgmk%Yﬂ@ﬁgf%be 2008
e. lainnya, sebutkan.............. 1 2 [ ]




C3. Sejak kapan anda merasa bahwa anda tergolong gemuk? [ 1]
1.SD 3.SMA
2. SMP 4. lupa
C4. Apakah anda mengetahui....(3 bulan terakhir) (Jawaban boleh lebih dari satu)
Ya Tidak
a. berat badan anda 1 2 [ ]
b. tinggi badan anda 1 2 [ ]
c. Indeks Massa Tubuh anda 1 2 [ 1]
C5. Berapa berat badan anda saat ini?
., kg
Cé6. Berapa tinggi badan anda saat ini?
o, cm
D. Percaya Diri
D1. Apakah anda merasa rendah diri/minder saat bersama-sama dengan teman sebaya anda? [ 1]
l.ya 2. tidak (langsung ke E1)
D2. Apa yang menyebabkan anda merasa rendah diri saat bersama-sama dengan teman sebaya
anda? (Jawaban boleh lebih dari satu)
Alasan Ya Tidak
a. berat badan saya 1 2 [ ]
b. bentuk tubuh saya 1 2 [ ]
c. kemampuan akademis saya 1 2 [ ]
d. kemampuan finansial saya 1 2 [ ]
e. lainnya, sebutkan.............. 1 2 [ 1]
D3. Apakah anda pernah berusaha untuk mengatasi rasa rendah diri/minder tersebut? [ ]
l.ya 2. tidak (langsung ke E1)
D4. Usaha apa yang anda lakukan? Sebutkan.........
E. Kekerasan fisik
El. Apakah anda pernah mengalami kekerasan fisik? [ 1]
(note: kekerasan fisik adalah pengalamany/rivayat kontak fisik yang tidak anda inginkan
dan dilakukan oleh orang lain yang menyebabkan memar atau luka fisik ringan ataupun
berat maupun yang menyebabkan trauma pada anda)
1.ya 2. tidak (langsung ke F1)
E2. Berapa kali anda pernah mengalaminya? [ 1]
1.1 kali 3. 3 kali
2. 2 kali 4. > 3 kali
E3. Kapan anda mengalaminya? (Jawaban boleh lebih dari satu)
Ya Tidak
a. < SD 1 2 [ 1]
b. SD 1 2 [ ]
c. SMP 1 2 [ 1]
d. SMA 1 2 [ 1]
E4. Apakah kekerasan fisik yang pernah anda alami tersebut menyebabkan hal-hal berikut ini?
(Jawaban boleh lebih dari satu)
Ya Tidak
a. memar pada tubuh 1 2 [ ]
b. perdarahan/luka 1 2 [ ]
c. patah/retak/remuk tulang 1 2 [ ]
d. luka/memar pada muka/kepala 1 2 [ ]
e. gegar otak 1 2 [ ]
f. trauma 1 2 [ ]
g. lainnya, sebutkan....... 1 2 [ ]
E5. Siapa yang melakukan kekerasan fisik tersebut? (Jawaban boleh lebih dari satu)
Ya Tidak
a. ayah/ibu/kakak/adik 1 2 [ ]
b. saudara/sepupu/om/tante 1 2 [ ]
c. tetangga/teman di lingkungan rumah 1 2 [ ]
d. orang lain yang tidak dikenal 1 2 [ ]
e. lainnya, sebutkan..... 1 2 [ 1]
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F. Pelecehan seksual

F1. Apakah anda pernah mengalami pelecehan seksual? [ 1]
(note: pelecehan seksual adalah pengalaman/riwayat seksual yang tidak diinginkan
yang melibatkan kontak fisik pada daerah intim baik oleh lawan jenis maupun sesama jenis,
baik kontak organ intim dengan organ intim maupun organ intim dengan organ tubuh
lainnya.)
l.ya 2. tidak (langsung ke G1)
F2. Berapa kali anda pernah mengalaminya? [ 1
1.1 kali 3. 3 kali
2.2 kali 4. > 3 kali
F3. Kapan anda mengalaminya? (Jawaban boleh lebih dari satu)
Ya Tidak
a. < SD 1 2 [ 1]
b. SD 1 2 [ 1]
c. SMP 1 2 [ ]
d. SMA 1 2 [ ]
F4. Apakah bentuk pelecehan yang pernah anda alami tersebut ? (Jawaban boleh lebih dari
satu)
Ya Tidak
a. ciuman 1 2 [ 1]
b. sentuhan/gesekan tangan/jari pada organ intim 1 2 [ 1]
c. sentuhan/gesekan organ intim pada organ intim 1 2 [ ]
d. oral seks 1 2 [ ]
e. anal seks 1 2 [ ]
f. hubungan seks/pemerkosaan 1 2 [ ]
g. lainnya, sebutkan....... 1 2 [ ]
F5. Siapa yang melakukan pelecehan tersebut? (Jawaban boleh lebih dari satu)
Ya Tidak
a. ayah/ibu/kakak/adik 1 2 [ ]
b. saudara/sepupu/om/tante 1 2 [ ]
c. tetangga/teman di lingkungan rumah 1 2 [ ]
d. orang lain yang tidak dikenal 1 2 [ ]
e. lainnya, sebutkan..... 1 2 [ 1]
G. Bullying
G1. | Apakah anda pernah mengalami tindakan penindasan/tekanan/senioritas oleh teman [ 1]
sebaya/kakak kelas/senior organisasi tempat anda tergabung di dalamnya?
1.ya 2. tidak (langsung ke H1)
G2. | Tindakan penindasan/penekanan/senioritas seperti apa yang pernah anda alami?
(Jawaban boleh lebih dari satu)
Ya Tidak
a. kekerasan fisik 1 2 [ 1]
b. ancaman 1 2 [ ]
C. pengucilan 1 2 [ 1]
d. pemalakan/kolekan 1 2 [ ]
e. pemaksaan untuk melakukan sesuatu yang tidak diinginkan 1 2 [ 1]
f. larangan untuk melakukan sesuatu (yang mengada-ada) 1 2 [ ]
g. lainnya, sebutkan........... 1 2 [ ]
G3. Kapan anda mengalami tindakan tersebut? (Jawaban boleh lebih dari satu)
Ya Tidak
a. Sb 1 2 [ 1
b. SMP 1 2 [ 1]
c. SMA 1 2 [ 1]
H. Ejekan
H1. Apakah anda pernah diejek tentang bentuk tubuh atau berat badan anda? [ ]
1.ya 2. tidak (langsung ke I1)
H2. Kapan anda mengalaminya? (Jawaban boleh lebih dari satu)
Ya Tidak
a. SD 1 2 [ 1
b. SMP 1 2 [ 1
c. SMA 1 2 [ 1]
H3. Berapa kali anda mengalaminya? [ 1]
1. 1-2 kali 4. selalu dihina/diejek
2. 3-5 kali 5. lainnya, sebutkan..........
3. > 5 kali
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H4. Siapa yang melakukannya? (Jawaban boleh lebih dari satu)
Ya Tidak
a. orang tua 1 2 [ ]
b. kakak/adik 1 2 [ ]
C. saudara 1 2 [ ]
d. teman 1 2 [ ]
e. guru 1 2 [ ]
f. kakak kelas/senior organisasi 1 2 [ ]
g. lainnya, sebutkan 1 2 [ ]
I. Media
I1. Seberapa sering anda membaca majalah/tabloid wanita yang bertemakan [ 1]
tren/gaya hidup/mode? (contoh.femina, gadis, kawanku, kosmopolitan, gogirl, cita
cinta, cosmo girl, dsb)
1. tidak pernah 5. 2-3 kali/minggu
2. 1 kali/bulan 6. setiap hari
3. 2 kali/bulan 7. tidak tentu
4. 1 kali/minggu 8. lainnya, sebutkan............
12. Seberapa sering anda menonton acara televisi yang bertemakan mode/tren/gaya [ ]
hidup perempuan?
1. tidak pernah 5. 2-3 kali/minggu
2. 1 kali/bulan 6. setiap hari
3. 2 kali/bulan 7. tidak tentu
4. 1 kali/minggu 8. lainnya, sebutkan............
13. Seberapa sering anda mengakses situs yang bertemakan mode/tren/gaya hidup [ ]
perempuan?
1. tidak pernah 5. 2-3 kali/minggu
2. 1 kali/bulan 6. setiap hari
3. 2 kali/bulan 7. tidak tentu
4. 1 kali/minggu 8. lainnya, sebutkan............

PERHATIAN. Jika anda menjawab tidak pernah pada pertanyaan I1, I2 dan I3; maka
pengisian angket berhenti sampai di sini. Terima kasih atas kerjasamanya. Mohon
diperiksa kembali kelengkapan jawaban anda. Jawaban yang anda berikan akan terjaga
kerahasiaannya.

14. Apakah anda berpikir bahwa bentuk tubuh model pada gambar-gambar [ 1]
majalah/acara televisi/situs tersebut merupakan bentuk tubuh yang ideal?
1.ya

2. tidak

I5. Apakah gambar model tersebut membuat anda ingin untuk menurunkan berat badan [ 1]
anda?
1.ya
2. tidak

Jawab dengan jawaban setuju/tidak setuju/ragu-ragu

I6. Saya berdiet karena artikel yang ada di majalah/situs atau acara televisi tersebut. [ 1]
1. setuju

2. tidak setuju
3. ragu-ragu

17. Saya memulai program latihan fisik/olahraga karena artikel yang ada di majalah/situs [ 1]
atau acara televisi tersebut.
1. setuju

2. tidak setuju

3. ragu-ragu

SELESAI
MOHON DIPERIKSA KEMBALI KELENGKAPAN JAWABAN ANDA
TERIMA KASIH ATAS KERJASAMANYA
JAWABAN YANG ANDA BERIKAN AKAN DIJAGA KERAHASIAANNYA
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Development and Validation of the Eating Disorder Diagnostic Scale:
A Brnef Self-Report Measure of Anorexia, Bulimia,
and Binge-Eating Disorder
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This article describes the development and validation of a brief self-report scale for diagnosing anorexia
nervosa, bulimia nervosa, and binge-eating disorder. Study 1 used a panel of eating-disorder experts and
provided evidence for the content validity of this scaie. Study 2 used data from female participants with
and without eating disorders (N = 367) and suggested that the diagnoses from this scale possessed
temporal reliability (mean x = .80) and criterion validity (with interview diagnoses; mean « = .83). In
support of convergent validity, individuals with eating disorders identified by this scale showed
elevations on validated measures of eating disturbances. The overall symptom composite also showed
test—retest reliability (r = .87), internal consistency (mean « = .89), and convergent validity with extant
eating-pathology scales. Results implied that this scale was reliable and valid in this investigation and that
it may be useful for clinical and research applications.

It has been estimated that 10% of female individuals in western
countries will suffer from a diagnosable eating disorder (American
Psychiatric Association [APA], 1994), making it one of the more
prevalent psychiatric problems faced by women. Anorexia nervosa
is characterized by (a) extreme emaciation; (b) intense fear of
gaining weight or becoming fat despite a low body weight; (c)
disturbed perception of weight and shape, an undue influence of
weight or shape on self-evaluation, or a denial of the seriousness
of the Jow body weight; and (d) amenorrhea (APA, 1994). This
disorder has a lifetime prevalence of almost 1% among females, is
refractory to treatment, shows a chronic course, results in serious
medical complications, and is associated with psychiatric comor-
bidity such as mood, anxiety, and personality discrders (Wilson,
Heffernan, & Black, 1996).

Bulimia nervosa involves (a) recurrent episodes of uncontrolla-
ble consumption of large amounts of food, (b) compensatory
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behavior to prevent consequent weight gain (e.g., vomiting, laxa-
tive abuse, diuretic abuse, or excessive exercise), and (c) undue
influence of weight and shape on self-evaluation (APA, 1994). The
lifetime prevalence for bulimia nervosa is approximately 2% for
females (Newman et al., 1996; Whitaker et al., 1990). This disor-
der is marked by a persistent course and is associated with high
levels of comorbid psychopathology, including affective disorders,
anxiety disorders, and substance abuse (Garfinkel et al., 1995;
Keller, Herzog, Lavori, Bradburn, & Mahoney, 1992).

Binge-eating disorder involves (a) repeated episodes of uncon-
trollable binge eating characterized by certain features (e.g., rapid
eating or eating alone because of embarrassment), (b) marked
distress regarding binge eating, and (c) the absence of compensa-
tory behaviors (APA, 1994). The lifetime prevalence for binge-
eating disorder is approximately 4% in the community (Spitzer et
al., 1993), but it has been estimated that about 30% of individuals
presenting for weight-control treatment meet criteria for this dis-
order (Brody, Walsh, & Devlin, 1924). This disorder appears to
have a persistent course and is associated with obesity, weight
cycling, health complications, and psychiatric comorbidity (Wil-
son et al., 1996; Telch & Stice, 1998).

Research on the etiology, prevention, and treatment of eating
disorders has increased dramatically over the past 2 decades (Smo-
lak, Levine, & Striegel-Moore, 1996), but progress has been lim-
ited in part by the scarcity of validated measures of eating disor-
ders. Although there are structured psychiatric interviews for
arriving at Diagnostic and Statistical Manual of Mental Disorders
(4th ed.; DSM-IV; APA, 1994) diagnoses of anorexia nervosa,
bulimia nervosa, and binge-eating disorder (e.g., the Eating Dis-
order Examination [EDE; Fairburn & Cooper, 1993] and the
Structured Clinical Interview for DSM [SCID; Spitzer, Williams,
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Gibbon, & First, 1990]), no parallel self-report questionnaire mea-
sure exists. Available self-report questionnaires, such as the Bu-
limia Test—Revised (Thelen, Farmer, Wonderlich, & Smith,
1991), Questionnaire on Eating and Weight Patterns (Spitzer et al.,
1992), Eating Disorder Examination—Questionnaire (Fairburn &
Beglin, 1994), and Questionnaire for Eating Disorder Diagnoses
(Mintz, O’Halloran, Mulholland, & Schneider, 1997), do not yield
DSM-1V diagnoses for all three eating disorders. Moreover, the
reliability and validity of measures from extant self-report ques-
tionnaires have not been well established. For example, we were
unable to locate any published studies that report the test—retest
reliabitity for DSM-IV eating-disorder diagnoses generated by
these self-report questionnaires. Similarly, there appear to be no
published studies that report the agreement between DSM-IV
eating-disorder diagnoses ascertained through validated structured
interviews and those generated by these self-report questionnaires.

A brief self-report questionnaire would be very useful for etio-
logic research, in that it is time consuming and expensive to
conduct lengthy structured psychiatric interviews with large num-
bers of participants. Such a questionnaire might also be useful
when researchers necd relatively frequent measurement of eating
pathology (e.g., prevention programs or treatment studies), as it
would minimize the response burden for participants. Finally, such
a measure might prove useful in clinical settings (e.g., primary care
offices) where a brief questionnaire is desired to identify individ-
uals with eating pathology.

Accordingly, we sought to develop a brief self-report scale that
would provide diagnoses of anorexia nervosa, bulimia nervosa,
and binge-eating disorder, and to generate evidence of the reliabil-
ity and validity of this new diagnostic instrument. Study 1 de-
scribes the processes by which we generated items and examined
the content validity of this new scale. Study 2 assesses the test—
retest reliability, criterion validity, and convergent validity of this
diagnostic scale. As some rescarchers may be interested in using
an overall eating-disorder symptom composite for etiologic, pre-
vention, or treatment studies (because of the low base rate of these
disorders), a tertiary aim was to explore the psychometric proper-
ties of such a symptom composite derived from this diagnostic
scale. In particular, the test—retest reliability, internal consistency,
and convergent validity of the overall symptom composite were
examined.

Study 1

Overview

The purpose of Study 1 was to (a) generate a set of items to
assess the DSM-IV diagnostic criteria for anorexia nervosa,
bulimia nervosa, and binge-eating disorder for an Eating Dis-
order Diagnostic Scale (EDDS), (b) document that all relevant
symptoms were included and that ne irrelevant ones were
included, and (¢) refine item content and instructions. Follow-
ing recommendations regarding content validation (Haynes,
Richard, & Kubany, 1995), we used a multistep process to
accomplish these aims.

Method
Step 1

Items were derived from multiple sources 1o enhance the content validity
of the scale. ltems assessing DSM-IV diagnostic criteria for anorexia

nervosa, bulimia nervosa, and binge-eating disorder were adapted from
validated structured psychiatric interviews, which assessed these disorders:
the EDE (Fairburn & Cooper, 1993) and the eating-disorder madule of the
SCID (Spitzer et al., 1990). We used the version of the EDE that assesses
diagnostic criteria for anorexia nervosa, bulimia nervosa, and binge-eating
disorder. We also consulted the DSM-IV (APA, 1994) regarding diagnostic
criteria for these three eating disorders in an effort to ensure that all
relevant symptoms were represented on. the scale. Items were worded to
capture diagnostic criteria for these disorders, including the necessary time
windows for various behaviors.

Step 2

To document that all of the diagnostic criteria for the three eating
disorders were included and that no irrelevant information was included in
the EDDS, a panel of eating-disorders researchers from around the country
evaluated a preliminary version of this guestionnaire. Twenty-six eating-
disorder experts, identified through a literature search, were mailed the
preliminary draft of the EDDS, a list of the diagnostic criteria taken directly
from the DSM-IV, and a cover letter with instructions. Experts were asked
to (a) check that all of the DSM—IV diagnostic criteria were assessed on
EDDS, (b) cross out any EDDS items that did not refiect a DSM-IV
symptom, (c) suggest refinements to the wording of items or instructions,
and (d) write down any additional items that should be included. Of the 26
participants who were mailed this information, 14 (54%) returned com-
pleted packets. Four of the 14 experts noted that one diagnostic criteria was
not reflected on the EDDS (fasting) and made suggestions regarding
wording of this item. Experts agreed that all remaining diagnostic criteria
were included and that no itrelevant items were included. Experts also
provided several useful suggestions that clarified the wording of items and
instructions. These responses were used to guide a revision of the prelim-
inary EDDS.

Step 3

The revised draft of EDDS was pilot tested with patients from an
eating-disorders clinic, undergraduate students, and high school students
(N = 15). These participants were asked to comment on the clarity of the
questions and instructions. This feedback was used to guide a final revision
of the preliminary EDDS, which primarily centered on clarifying the
instructions.

Results

The above item-generation and refinement procedures resulted
in a 22-item version of the EDDS. Items used a combination of
Likert, yes—no, frequency, and write-in response formats to assess
all of the DSM-IV diagnostic symptoms for anorexia nervosa,
bulimia nervosa, and binge-eating disorder. In an effort to mini-
mize the effects of idiosyncratic conceptions of what constitutes a
“binge,” we did not use this term in the scale. The EDDS is
included in the Appendixes, along with the scoring algorithm:.

Study 2

Overview

The purpose of Study 2 was to examine the test—retest reliabil-
ity, criterion validity, and convergent validity of the EDDS eating-
disorder diagnoses, as well as the test—retest reliability, internal
consistency, and convergent validity of the EDDS symptom
composite.
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Method
Participants

An effort was made to recruit a heterogeneous sample that was diverse
in age, socioeconomic status, and geographic location to maximize the
generalizability of the findings. Parlicipants were 367 females between the
ages of 13 and 65 recruited from the metropolitan areas of San Francisco,
New York, Minneapolis-St. Paul, and Austin. Participants were recruited
from several ongoing projects, including (a) a randomized clinical trial for
the rreatment of anorexia nervosa (n = 12), (b) a randomized clinical trial
for the treatment of bulimia nervosa (n = 3), (¢) a randomized clinical wial
for the treatment of binge-eating disorder (n = 17), (d) a multisite study on
the longitudinal course of thresheld and subthreshold eating disorders in a
non-treatment seeking sample (n = 185), (e) a multisite study on affect
(n = 38), () a longitudinal study of the risk factors for eating disorders
(n = 109), and (g) an inpatient psychiatric treatment unit (# = 3).

Participants from the first six sources were recruited directly from the
communpnity through advertisements placed in local media, fliers distributed
at universities and medical clinics, and direct mailings to eligible females
between the ages of 13 and 65 to participate in these research studies. The 3
patients recruited from the inpatient treatment unit were approached di-
tectly because a chart review suggested that they had a diagnosis of
anorexia nervosa. Data for this study were collected at: (a) various assess-
ment points in the three randomized clinical trials and the longitudinal
course study. (b) at the baseline assessment of the affect study and the
longitudinal risk factor study, and (c) within the first month of treatment for
the 3 anorexic individuals from the inpatient treatment unit.

Participants ranged in age from 13 to 61 (M = 29.7, SD = 13.2), The
sample was composed of participants who were 2% Asian or Pacific
Islander, 2% Black, 6% Hispanic, 1% Native American, 80% Caucasian,
and 9% who specified “other” or mixed-racial heritage. Educational at-
tainment ranged from some high school (22%) to graduate or professional
degree (17%), with a mode of some college education (29%).

Measures

Structured Psychiatric Interview. The EDE (Fairbum & Cocper, 1993}
was the primary “‘gold standard” agaiust which our new self-report diag-
nostic scale was compared for validation purposes. The EDE is a stractured
psychiatric interview that assesses diagnostic criteria for DSM-IV eating
disorders. We used the version that assesses diagnostic criteria for anorexia
nervosa, bulimia nervesa, and binge-eating disorder, The EDE also con-
tains four subscales that measure dietary restraint, eating concern, weight
concern, and shape concern. Using community and clinical samples, stud-
ies by Cooper, Cooper, and Fairburn (1989), Fairburn and Cooper (1993),
" Rizvi, Peterson, Crow, and Agras (1999), Williamson, Anderson, Jackman,
and Jackson (1995), and Wilson and Smith (1989) reported internal con-
sistency coefficients for the EDE scales ranging from .76 to .90, test—retest
reliability correlations for diagnostic items ranging from .83 to .97, and
interrater reliability kappas ranging from .83 to .99.

To assess the interrater reliability of the EDE in this study, a subset
{25%) of EDE interviews were audiotaped and rated by a second inter-
viewer who was unaware of the original diagnosis, resulting in acceptable
interrater agreement (kappas ranged from 92 to 1.00). The EDE was
administered to 346 of the 367 participants to ascertain eating-disorder
diagnosis.

The SCID (Spitzer et al., 1990) served as the “gold standard” against
which our self-report diagnostic scale was compared for a subset of
participants (the 3 anorexia nervosa patients from the inpatient unit and 18
participants from the affect study) where we could not administer the more
detailed EDE. The SCID is a standardized interview that assesses psychi-
atric status for major Axis I psychiatric disorders. Research has provided
evidence of the reliability diagnoses of the SCID, with interrater reliability
agreement kappas ranging from .70 to 1.00 and tesi-retest reliability of the
eating-disorders sections ranging from .82 to .90 in community and clinical
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samples {Pike, Loeb, & Walsh, 1995; Segal, Hersen, & Van Hasselt, 1994;
Stukenberg, Dura, & Kiecolt-Glaser, 1990).

Responses to the EDE and SCID interviews were used (o group partic-
ipants into four diagnostic categories: DSM—{V anorexia nervosa (n = 15),
DSM-IV bulimia nervosa (n = 31), DSM-IV binge-eating disorder {(n =
48), and noneating disordered controls (n = 273).

Yale-Brown—Cornell Eating Disorder Scale. The Yale—Brown—
Comnell Eating Disorder Scale (YBC-EDS; Mazure, Halmi, Sunday, Ro-
mano, & Einhorn, 1994) is an 84-item structured interview that assesses
obsessions and rituals relating to food, eating, weight, and shape issues.
Research has supported the reliability of the YBC-EDS measures, with
internal consistency coefficients ranging from .82 to .90 and interrater
agreement kappas ranging from .80 to 1.00 in clinical samples (Mazure et
al., 1994; Sunday, Halmi, & Einhorn, 1995). All participants completed the
YBC-EDS except the 38 participants from the affect study, 109 participants
from the Iongitudinal risk factor study, and the 3 ancrexic participants from
the inpatient treatment unit.

Three-Factor Eating Questionnaire. The Three-Factor Eating Ques-
tionnaire (TFEQ; Stunkard & Messick, 1985) is a 54-item questionnaire
with three subscaies measuring cognitive (dietary) restraint, perceived
hunger, and emotionally based disinhibition of ¢ating. The reliability and
validity of the TFEQ subscales has been supported by research indicating
that the internal consistency coefficients ranged between .85 and 93, and
that the subscales correlated with dietary intake and discriminated between
dieters and nondieters in both community and clinical samples (French,
Jeffery, & Wing, 1994; Laessle, Tuschl, Kotthaus, & Pirke, 1989; Stunkard
& Messick, 1985). The 38 participants from the affect study, 109 partici-
pants from the longitudinal risk-factor study, and the 3 anorexic partici-
pants from the inpatient unit did not complete the TFEQ.

Eating Disorder Diagnostic Scale. ltems assessing the DSM—{V diag-
nostic criteria for anorexia nervosa, bulimia nervosa, and binge-eating
disorder were developed and revised following the procedures described in
Study 1. Responses to the EDDS were used to group participants into four
diagnostic categories: DSM-!V anorsxia nervosa (n = 18), DSM-!V bu-
limia nervosa (n = 39), DSM-IV binge-eating disorder (n = 57), and
noneating disordered (r = 253). As noted above, because some researchers
may desire a broadband measure of eating pathology, an overall symptom
composite was formed by standardizing all items (to control for the effects
of the different response formats) and then summing across all items
(except the height and birth control pill items). Thus, the symptom com-
posite refiected each participant's overall level of eating pathology.

Proceditres

At baseline, all participants completed the EDDS prior to partaking in
the structured diagnostic interview (either the EDE or the SCID). This
order was chosen because concepts such as “binge eating episodes™ are
defined in the interview, and we wanted to minimize the possihility that
completing the interview would influence how participants responded to
the EDDS. All interviews were conducted by clinical assessors with either
a bachelor’s, master’s, or doctorate in psychoiogy. Clinical assessors
aitended 16 hr of training, wherein structured interview skills were taught,
diagnostic criteria for eating disorders were reviewed, simulated interviews
were observed, and interviews were role played. Assessors had 1o demon-
strate an interrater agreement (k > .80) with experts with tape-recorded
interviews before they were allowed to collect data. After the interview,
clinical assessors measured height and weight. Participants from the first
four eating-disorder studies then completed the TFEQ and the YBC-EDS.
A randomly selected subset of participants (¥ == 55) from the longitudinal
course of eating disorders study was asked to complete the EDDS 1 week
after coming into the laboratory for their structured interview to provide
data on the test-retest reliability of this scale. Participants were compen-
sated for completing these measures (compensation ranged from $15 to
$50, depending on the study).
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Results

Observed means and standard deviations for all coatinuous
measures used in Study 2 are reported in Table 1.

Test—Retest Reliability

The [-week test-retest kappa coefficient was .95 for anorexia
nervosa diagnoses, and the overall accuracy rate was .98. Kappa
represents a chance-corrected level of agreement between two
nominal variables, which, in this case, were the EDDS diagnoses
at Time 1 and Time 2. Accuracy is the proportion of individuals in
the sample that were labeled as disordered or nondisordered by the
EDDS at both Time 1 and Time 2. The 1-week test-tetest kappa
coefficient was .71 for bulimia nervosa diagnoses, and the overall
accuracy rate was .91. For binge-eating disorder, the {-week
test-retest kappa coefficient was .75, and the overall accuracy rate
was .89.

We also examined the temporal stability of the EDDS overall
symptom composite. The correlation coefficient reflecting the
1-week test—retest reliability was .87 for this composite.

Internal Consistency

The internal consistency of the EDDS symptom composite was
assessed by calculating Cronbach’s alpha for the standardized
items that make up this score.! Cronbach’s alpha for the symptom
composite was 91 in the full sample and .86 for the subsel of
participants (¥ = 55) who completed the EDDS 1 week after
coming into the lab.

Criterion Validity

The criterion validity of the EDDS was examined by testing
whether, for each eating disorder, this scale accurately distin-
guished between interview-identified participants with the disorder
and those without an eating disorder. Table 2 presents the kappa
coefficient, sensitivity, specificity, positive predictive value, neg-
ative predictive value, and overall accuracy for each eating disor-
der. Kappa represents the chance-corrected level of agreement
between two nominal variables, which, In this case, were the

Tabie 1
Means and Standard Deviations for All Continucus
Measures Used in Study 2

Continuous measures M SD

Eating Disorder Examination

Restraint 219 1.55

Eating concern 1.54 1.45

Weight concemn 2.97 1.53

Shape concern 322 1.55
Yale—Brown-Cornell

Eating and weight preoccupations. 6.25 4.64

Eating and weight rituals 3.53 3.01
Three-Factor Eating Questionnaire

Cognitive restraint 10.95 511

Hunger 7.76 3.98

Disinhibition 10.28 431
EDDS Symptom Composite 0.00 11.32

Note. EDDS = Eating Disorder Diagnostic Scale. N = 367.

interview diagnosis and the EDDS diagnosis for each eating dis-
order. Sensitivity reflects the proportion of individuals with a
positive interview diagnosis who were correctly identified by the
EDDS. Specificity reflects the proportion of individuals with a
negative interview diagnosis who were correctly identified by the
EDDS. Positive predictive value represents the proportion of in-
dividuals who were classified as having a positive diagnosis by the
EDDS who actually met criteria for the diagnosis on the structured
interview. Negalive predictive value represents the proportion of
individuals whe were classified as having a negative diagnosis by
the EDDS who actually did not meet criteria for the diagnosis on
the structured interview. Accuracy is the proportion of individuals
for whom the negative and positive EDDS diagnoses matched the
actual interview diagnoses.

The kappa coefficient reflecting the agreement between the
diagnoses from the structured interview and the EDDS was .93 for
anorexia nervosa; and the sensitivity, specificity, positive predic-
tive value, negative predictive value, and accuracy were all above
.93. The kappa coefficient that dencted diagnostic agreement be-
tween the structured interview and EDDS was .81 for bulimia
nervosa; and the sensitivity, specificity, positive predictive value,
negative predictive value, and accuracy were all above .81. Fi-
nally, the kappa coefficient for diagnostic agreement between the
interview and EDDS diagnoses was .74 for binge-eating disorder;
and the sensitivity, specificity, positive predictive value, negative
predictive value, and accuracy were all above .77.

Convergent Validity

In an effort to generate evidence of convergent validity, we
tested whether the EDDS-identified groups with eating disorders
showed the expected elevations on validated measures of eating
disturbances relative to EDDS-identified individuals with noneat-
ing disorders. Planned contrasts in analysis of variance (ANQVA)
models that compared each eating-disorder group with the
noneating-disorder group were used to accomplish this aim. We
hypothesized that the three eating-disorder groups would show
elevations on the validated measures of eating disturbances rela-
tive to the nondisorder group with two exceptions. First, because
anorexia nervosa is marked by extreme caloric restriction, we did
not expect this group to show elevations in disinhibited eating.
Second, we did not expect individuals with binge-eating pathology
to show elevations in dietary restraint relative to noneating-
disorder controls because this disorder is characterized by exces-
sive caloric intake in the absence of compensatory behaviors (such
as extreme dieting).

The means and standard deviations for each of the eating dis-
turbance scales across the various eating-disorder and control
groups are presented in Table 3, along with the results of the
planned contrasts and the percentage of variance accounted for in

' We considered conducting confirmatory factor analysis, but decided
agamst this because the symptom overlap between eaﬁng disorders (e.g.,
the items on the importance of weight and shape on self-evaluation are
used for diagnoses of anorexia nervosa and bulimia nervosa) would require
cross-loadings that would cloud the interpretation of the factors. Moreover,
the primary aim of this scale was to provide earing-disorder diagnoses, and
we felt that a focus on the factoral structure would eclipse the main purpose
of this scale.
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Table 2
Agreement Between the EDDS Diagnoses and Structured Psychiatric Interview Diagnoses
Positive Negative
predictive predictive
Eating disorder K Sensitivity Specificity value value Accuracy

Anorexia nervosa L% s 1.00 93 1.00 99
Bulimia nervosa 81 81 .98 .86 97 96
Binge-eating disorder 74 77 .96 .80 95 93
Note. EDDS = Eating Disorder Diagnostic Scale. v = 367.

each outcome by the grouping variable.” Statistical significance
was assessed with the least significant difference test. As pre-
dicted, the eating-disorder groups generally showed elevations in
dietary restraint, eating, weight and shape concerns, eating and
weight preoccupations and rituals, cognitive restraint, hunger, and
disinhibition on the validated measures of eating pathology. These
effects accounted for between 6% to 31% of the variance in these
outcomes. Consistent with expectations, the anorexia nervosa
group did not show elevations on disinhibited eating, and the
binge-eating disorder group did not show elevations on the two
measures of dietary restraint. However, the anorexia nervosa group
did not report heightened levels of hunger or weight and shape
concerns, the bulimia nervosa group did not show elevations on the
cognitive restraint scale, and the binge-eating disorder group did
not evidence greater eating and weight rituals.

Finally, in an effort to provide evidence for the convergent
validity of the EDDS symptpm composite, we tested whether this
composite was positively correiated with the validated measures of
eating disturbances. As reflected in Table 4, the symptom com-
posite showed significant positive correlations with the validation
measures of dietary restraint, eating, weight and shape concerns,
eating and weight preoccupations and rituals, hunger, and disinhi-
bition. The one exception was that the EDDS symptom composite
was not significantly correlated with the cognitive restraint scale.
The significant relations accounted for between 13% and 43% of
the variance in these validated measures of eating disturbances,

Discussion

The aim of this study was to develop a brief self-report scale for
diagnosing anorexia nervosa, bulimia nervosa, and binge-eating
disorder, and to provide evidence of its reliability and validity. We
adapted items from validated structured interviews that assess
eating pathology to create a one-page self-report scale. Collec-
tively, findings from our two studies suggested that this new scale
was both reliable and valid.

Evidence of the Reliability of the EDDS

Results suggested that the EDDS possessed satisfactory test—
retest reliability in this investigation. The overall level of agree-
ment for eating-disorder diagnoses between the two administra-
tions of the EDDS separated by a peried of 1 week was 98% for
anorexia nervosa, 91% for bulimia nervosa, and 89% for binge-
ealing disorder, suggesting strong concordance between diagnoses
generated by the EDDS over time. Test—retest kappa coefficients
were good to excellent according to the criteria proposed by Fleiss
(1981). These values reflect a reasonably high level of test—retest

reliability for a one-page instrument. Moreover, this scale com-
pares favorably with validated psychiatric interviews such as the
SCID, which had test—retest kappa coefticients ranging from .80 to
.90 for eating-disorder diagnoses (Pike et al., 1995} and an average
test—retest kappa coefficient across Axis I disorders of .46 in past
clinical and community studies (e.g., Williams et al., 1992). We
cannot compare the test—retest reliability of our new scale to that
for the EDE because the test-retest reliability of EDE-generated
diagnoses has not yet been reported. Nonetheless, it was notewor-
thy that the test-retest reliability coefficients for bulimia nervosa
and binge-eating disorder were lower than the coefficient for
anorexia nervosa. This pattern of findings likely resulted from the
challenge of accurately measuring binge-eating frequency. Alter-
natively, there is some possibility that bulimia nervosa and binge-
eating disorder are simply less temporally stable than anorexia
nervosa,

Data also indicated that the EDDS symptom composite showed
high test-retest reliability over a 1-week interval (r = .87). This
estimate also compares favorably to those for other well-validated
continuous measures of eating pathology, such as the test-retest
coefficient of .95 for the Bulimia Test—Revised (Thelen et al.,
1991), particularly given that the EDDS is much briefer.

The symptom composite also evidenced acceptable internal
consistency across items (mean o = .89). Therefore, in addition to
using the EDDS as a brief measure of eating-disorder diagnoses, it
appears that it may also be useful as a continuous measure of
overall eating-disorder symptomatology.

Evidence of the Validity of the EDDS

The current findings also provided considerable evidence for the
validity of the EDDS. First, the content validation study that used
expert raters suggested that the relevant DSM-IV diagnostic crite-
ria for the three eating disorders were included on the EDDS and
that no irrelevant information was assessed.

Second, agreement between the eating-disorder diagnoses from
the EDDS and those from the structured interviews was 99% for
anorexia nervosa, 96% for bulimia nervosa, and 93% for binge-
eating disorder, which represented good to excellent concordance.
Collectively, these resuits suggest,that the EDDS possessed ade-
quate criterion validity in this investigation. The agreement be-

? The sample size (N = 217) for the convergent validity analyses was
smaller because the 3 anorexic patients recruited from the inpatient psy-
chiatric treatment unit, the 38 participants recruited from the affect study,
and the 109 participants recruited from the longitudinal risk factor study
did not complete the EDE subscales, YBC-EDS, or TFEQ.
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Table 3
Mean Differences Between EDDS-Identified Eating-Disorder Groups and Controls on Validated Eating Pathology Measures
Non-eating
disordered
Amnorexia nervosa Bulimia nervosa Binge-eating controls
(n=18) (r =39 disorder (n = 57) (n = 103) %o
variance
Eating pathology measures M - SD M SD M Sp M SD explained
Eating Disorder Examination
Restraint 3.24 1.78, 298 1.37, 2.01 1.15 1.84 1.60;, i1
Eating concern 220 1.43, 2.36 1.55, 1.83 1.29, .99 1.28, 14
Weight concern 243 1.93 3.63 -1.27, 3.60 116, 2.48 1.53, 11
Shape concern 283 1.83 4.13 1.28, 3.95 1.06, 2.56 .50, 18
Yale-Brown—Cornell
Eating and weight preoccupations 9.27 475, 8.95 3.07, 6.36 4.68, 4.77 4.46,, 15
Eating and weight rituals 946 493, 7.82 4.74, 4.83 4.64 4.40 4.75, 12
Three-Factor Ealing Questionnaire
Cognitive restraint 14.13 339, 12.08 4.24 9.60 5.13 10.62 5.38, 3
Hunger 6.27 373 9.95 3.88, 9.60 3.38, 640 3.65, 18
Disinhibition 5.60 3.96 12.79 2,52, 13.14 2.20, 8.85 429, 31

Note. EDDS = Eating Disorder Diagnostic Scale. Means with different subscripts are statistically significantly different according to the least significant

difference test. N = 217.

tween the diagnoses generated by the EDDS and the “gold stan-
dard”™ approached the upper limit of what could be expected given
the reliability of the measures. Moreover, the chserved validity
coefficients compare favorably to those for the SCID (Kranzler,
Kadden, Babor, & Tennen, 1996). Nonetheless, it was noteworthy
that the concordance between the diagnoses from the EDDS and
the interview was somewhat lower for binge-eating disorder than
it was for anorexia nervosa and bulimia nervosa. There are at least
two factors that might have contributed to this finding. First, the
6-month duration criterion for binge-eating disorder symptoms is
longer than the duration criteria for bulimia nervosa or anorexia
nervosa, which may make it more difficult for people to recall their
symptom duration accurately (Henry, Moffitt, Caspi, Langley, &
Silva, 1994). Second, more gnalifiers are required for binge epi-
sodes to meet DSM-IV diagnostic criteria for binge-eating disorder
than is the case for bulimia nervosa. In addition to the binge-cating
requirements for a diagnosis of bulimia nervosa (the participant

Table 4
Pearson Product Correlations Between the EDDS Sympton
Composite and the Validated Eating Pathology Measures

Correlation with EDDS

Eating pathology measures Symptom composite

Eating Disorder Examination

Restraint 36*

Eating concern 54%

Weight concern 57

Shape concern .66*
Yale-Brown—Comel] .

Eating and weight preoccupations A7*

Eating and weight ritnals .3o¥
Three-Factor Eating Questionnaire

Cognitive restraint .10

Hunger 53*

Disinhibition 63

Note. EDDS = Ealing Disorder Diagnostic Scale, N = 217.
*p < 001 )

must consume a large amount of food and feel out of control),
binge-eating disorder requires that at least three additional features
are present during binge eating (e.g., eating more rapidly than
normal, eating 4lone because of embarrassment about eating be-
haviors) and that binge eating result in marked distress. The
reduced concordance for binge-eating disorder may be due to the
fact that participants had to report the exact same responses to
more questions on the scale and in the interview,

Third, data also suggested that the EDDS possessed convergent
validity in this investigation, in that those identified as having an
eating disorder based on the EDDS generally showed elevated
scores on validated measures of eating disturbances relative to
EDDS-identified with no eating disorders. As hypothesized,
EDDS-identified eating-disorder groups reported more dietary re-
straint, hunger, and disinhibited eating, as well as greater eating,
weight and shape concerns and rituals, than did EDDS-identified
controls. Moreover, the EDDS symptom composite correlated
positively with these same validated measures of eating pathology.
The magnitude of the significant relations ranged from medium to
large effect sizes according to the criteria proposed by Cohen
(1988). There were a few nonsignificant group ditferences that
were predicted a priori. Consistent with expectations, the binge-
eating disorder group did not evidence heightened dietary restraint.
Again, individuals with binge-eating disorder were not expected to
show elevations in dietary restraint because this disorder is char-
acterized by excessive caloric intake in the absence of compensa-
tory behaviors. Also as predicted, the anorexic group did not show
elevated disinhibition relative to controls. Presumably, this group
did not show greater disiphibited eating because anorexia nervosa
is marked by extreme caloric restriction.

However, there were also three unexpected findings in the
convetgent validity analyses. First, the anorexic group did not
report greater hunger or elevated weight and shape concerns com-
pared with non-eating disorder controls. This may reflect the
extreme denial that characterizes anorexia nervosa (Vitousek,
Watson, & Wilson, 1998). Indeed, the fact that EDDS-identified
anorexic participants denied hunger when they had a mean BMI
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score of 135.5 (mean weight = 87 Ibs. and mean height = 5 ft 3 in.)
clearly suggests they were in denial. Similarly, it seems unlikely
that these individuals would have restricted their caloric intake
severely enough to have achieved this low weight unless they had
elevated weight and shape concerns. These findings underscore the
difficulty of measuring a disorder characterized by denial with a
self-report instrument. Second, EDDS-identified binge-eating dis-
order individuals did not report heightened eating and weight
rituals relative to controls on the YBC subscale. Perhaps individ-
uals with binge-eating disorder do not engage in elaborate eating
and weight ritvals (e.g., constant weighing and compulsive calorie
counting) because this eating disorder is less rooted in the pursuit
of the thin ideal than is anorexia and bulimia nervosa. Third, the
bulimic group did not report greater dietary restraint than controls
on one of the two restraint measures, and this same scale did not
correlate significantly with the EDDS symptom composite. One
possibility suggested by the fact that the effects were larger for the
EDE restraint scale than for the TFEQ cognitive restraint measure
was that the former is simply more sensitive. Altematively, it has
been proposed that the TFEQ taps successful dieting (Heatherton,
Herman, Polivy, King, & McGree, 1988), and it may be that
individuals with eating disorders, such as bulimic and binge-eating
disorder individuals, do not engage in effective dieting. Finally, the
nonsignificant finding for the TFEQ restraint scale may also have
been related to the challenge of measuring dietary restriction
within the context of regular binge eating.

Limitations

Although this study utilized a large multisite sample, incorpo-
rated struciured psychiatric interviews, and attempted to provide a
wide range of evidence for the reliability and validity of the EDDS,
several limitations deserve comment. First, the fact that only
female individuals were included in the present sample obviously
precludes generalization to male individuals, Future research will
be necessary to establish the reliability and validity of the EDDS
for male individuals. Second, the fact that participants for this
investigation were drawn from a variety of sources makes it
somewhat difficult to know to which population these findings can
be generalized. Thus, caution should be exercised in generalizing
these results. Third, it would have been ideal to have replicated
these psychometric analyses in an independent sample to provide
aven greater confidence in the stability of these reliability and
validity estimates. Fourth, the test-retest coefficients for diagnoses
should be interpreted with caution because of the moderate sample
size for those analyses. On a related note, the number of partici-
pants in some of the eating-disorder groups was modest (e.g., there
were only 15 participants with anorexia nervosa), which limits the
confidence that can be placed in the findings.

Conclusion

This study provided evidence that the EDDS showed content
validity; that the EDDS-derived eating-disorder diagnoses pos-
sessed test-retest reliability, criterion validity, and convergent
validity; and that the EDDS symptom composite showed test~
retest reliability, internal consistency, and convergent validity.
Collectively, results from this preliminary investigation indicated
that the EDDS showed reasonable psychometric qualities. The
benefits of this scale are that it can be completed quickly and
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easily, and that it is inexpensive because it is not necessary to train
or pay interviewers. Thus, it appears that this scale might ulti-
mately prove useful for the assessment of eating disorders in
etiologic, prevention, and treatment research applications, as well
as in traditional clinical settings, where structured psychiatric
interviews are less feasible.
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Appendix A

Scoring Algorithin for Eating Disorder Diagnosis Scale (EDDS)

The scoring algorithm for EDDS eating disorder diagnoses parallels
that used for the Eating Disorder Examination (EDE). Computerized
scoring statements are ordered such that bulimia nervosa diagnoses
preempt binge-eating disorder diagnoses, and anorexia nervosa diag-
noses preempt bulimia nervosa diagnoses. The computer code is avail-
able from Eric Stice.

Anorexia Nervosa

A diagnosis of DSM-JV anorexia nervosa is made if an individual
reports (a) height and weight data on EDDS Items 19 and 20 that result
in a body mass index (BMI = Kg/M?) of less than 17.5, (b} a fear of
weight gain or becoming fat as indexed by a score of 4 or greater on
EDDE Item 2, (c) undue influence of body weight or shape on self-
evaluation as indexed by a score of 4 or greater on either EDDS Item 3
or 4, and (d) amenorrhea in postmenarcheal females as indexed by a 3
on EDDS Item 21. Following the EDE scoring algorithm, if an indi-
vidual meets the first and fourth criteria above, it is not necessary for
the individual ro endorse the second and third criteria. Further, because
oral contraceptives can result in a regular menstrual cycle, to be on the
conservative side, participanis who were taking oral contraceptives that
met the Jow weight criteria were coded as amenocrrheic. This approach
is also used in the EDE.
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Bulimia Nervosa

A diagnosis of DSM-IV bulimia nervosa is made if an individual reports
(&) regular eating binges marked by a perceived loss of control and the
consumption of a large amount of food as indexed by a response of yes to
EDDS Item 5, a yes wo EDDS Item 6, and a response of greater than 2 on
EDDS Item 8; (b) regular use of compensatory behaviors as indexed by a
response of 8 or greater on the sum of EDDS Items 15, 16, 17, and 18; and
(¢) undue influence of body weight or shape on self-evaluation as indexed
by a score of 4 or greater on either EDDS Item 3 or 4.

Binge-Eating Disorder

A diagnosis of DSM-IV binge-eating disorder is made if an individual
reports (a) regular eating binges marked by a perceived loss of contro! and
the consurmption of a large amount of food as indexed by a response of yes
to EDDS Item 5, a yes to EDDS Item 6, and a response of greater than 2
on EDDS Item 7; (b) an endorsement of at least three of the features that
may be associated with binge eating as indexed by a yes response to at least
three of the features described in EDDS Items 9, 10, 11, 12, and 13; (¢)
marked distress regarding binge eating as indexed by a yes response to
EDDS Item 14; and (d) the absence of any compensatory behaviors as
reflected by a O response to EDDS ltems 15, 16, 17, and 18.
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Appendix B

Eating Screen

Please carefully complete all questicns.

Over the past 3 months . . . ' Not at all Slightly Moderately Extremely

I. Have you felt fat? 0 1 2 3 4 5

2. Have you had a definite fear that you ] | 2 3 4 5
might gain weight or become fat?

3. Has your weight influenced how you 0 1 2 3 4 5 6
think about (judge) yourself as a person?

4. Has your shape influenced how you think 0 1 2 3 4 5 6
about (judge) yourself as a person?

5. During the past § months have there been times when you felt you have eaten what other people would regard as an unusually large amount of
food (e.g., a quart of ice cream) given the circumstances? YES NO

6. During the times when you ate an unusually large amount of food, did you experience a loss of control (feel you couldn’t stop eating or control
what or how muoch you were eating)? YES NO

7. How many DAYS per week on average over the past 6 MONTHS have you eaten an unusually large amount of food and experienced a loss of
conrol? G 1 2 3 4 5 6 7

8. How many TIMES per week on average over the past 3 MONTHS have you eaten an unusually large amount of food and experienced a loss of

control? 0 1 2 3 4 5 6 7 8 9 10 11 12 13 14

During these episodes of overeating and loss of control did you. . .

9.
10.
11.
12
13.
14,

13.
16.
17.
18.
19.
20.

21.
22,

Eat much more rapidly than normal? YES NO

Eat until you felt uncomfortably full? YES NO

Eat large amounts of food when you didn’t feel physically hungry? YES NO

Eat alone because yon were embarrassed by how much you were eating? YES NO

Feel disgusted with yourself, depressed, or very guilty after overeating? YES NO

Feel very upset about your uncontrollable overeating or resulting weight gain? YES NO

How many times per week on average over the past 3 months have you made vourself vomit to prevent weight gain or counteract the effects of
eating? 0 1 2 3 4 5 6 7 8 9 10 11 12 13 14

How many times per week on average over the past 3 months have you used laxatives or diuretics to prevent weight gain or counteract the
effects of eating? 0 1 2 3 4 5 6 7 8 9% 10 11 12 13 14

How many times per week on average over the past 3 months have you fasted (skipped at least 2 meals in a Tow) to prevent weight gain or
counteract the effects of eating? 0 | 2 3 4 5 ¢ 7 8 9 10 11 12 13 14

How many times per week on average over the past 3 months have you engaged in excessive exercise specifically to counteract the effects of
overeating episodes? 0 1 2 3 4 5 6 7 & 9 10 11 12 13 14

How much do yor weigh? If uncertain, please give your bast estimate. Ib
How tall are you? __ft _ in.
Over the past 3 months, how many mensirual periods have you missed? 1 2 3 4 na

Have you been taking birth control pills during the past 3 months? YES NO
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