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Summary
The Eating Attitudes Test (EAT) is one of the most commonly used measures of abnormal eating habits; how-
ever, it has been criticized for its unstable factorial structure. Different studies proposed different solutions, but 
as yet there is no consensus whether the three-, five- or seven-factor solution is appropriate. We examined the 
cues provided by previous studies that investigated the EAT structure, and tested our expectations on a non-
clinical group of 617 women. Based on bi-factor confirmatory factor analysis, we demonstrated that the EAT 
measures general eating pathology as well as more specific factors, such as ‘Social pressure’, ‘Food aware-
ness’, ‘Food preoccupation’ and ‘Purging behaviors’. Among distinguished specific factors, ‘Social pressure’ 
seems to be a promising scale to be used for screening purposes. The ‘Food awareness’ factor could be in-
terpreted in terms of orthorexia nervosa; however, further evidence is required to support this conclusion. We 
also provided evidence that ‘Bulimia’ and ‘Food preoccupation’ factors should be maintained within the EAT-26 
as important behavioral aspects of eating pathology. These results shed new light on this measure and pro-
vide the basis for a discussion of its psychometric issues.

EAT-26 structure/EAT-26 assessment

It is well known that eating disorders (EDs) 
are prevalent and constitute significant health 
problems among young women [1]. There is ev-
idence that effective eating disorder treatment 
does exist; however, findings from community 
studies indicate that only a minority of patients 
are in treatment [2]. This is a factor leading re-
searchers to employ various screening strate-
gies in order to estimate the prevalence of eating 
disorders as well as to detect cases for the pur-
pose of earlier interventions [3]. One of the most 
widely used screening measures for eating dis-
orders is the abbreviated version of the Eating 
Attitudes Test – EAT-26 [4]. Three factors were 
distinguished: dieting, bulimia and food preoc-
cupation, and oral control. Following the devel-

opment of the EAT-26, screening studies of ab-
normal eating habits have proliferated [5], and 
this has raised questions regarding its psycho-
metric properties.

Although many studies of the psychometric 
properties of the EAT-26 exist, researchers have 
not been able to reach an agreement concern-
ing its factor structure. Therefore, different ver-
sions of the EAT exist in the literature: compris-
ing three factors [6–8], four factors [9–11], five 
factors [12,13] or seven factors [14]. Second, re-
searchers often encounter items that do not load 
on any factor [7,8], items that cross-load on oth-
er scales [13], or items that weave between scales 
[10]. Third, the intercorrelations between distin-
guished factors are extremely high [11], which 
could be interpreted in terms of a general ab-
normal eating habits factor whose reliability es-
timates have been reported in numerous studies 
[15]. Failure in replication of the factor structure 
may be the result of sample selection, since the 
EAT was originally developed on a clinical sam-
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ple. In non-clinical samples, the EAT items are of 
limited relevance to most individuals, which re-
sults in negatively skewed item scores. Although 
the interpretation of the factor structure is not 
without merit, the inherent differences between 
clinical and non-clinical samples must be taken 
into account.
Despite the fact that researchers using both ex-

ploratory [10,14] and confirmatory [8,11] factor 
analyses have reported different factorial struc-
tures of the EAT-26, several repeating patterns 
have been observed. First, the same three items 
(‘Feel that others would prefer if I ate more’, 
‘Other people think that I am too thin’, and 
‘Feel that others pressure me to eat’) are com-
monly grouped into factors labeled ‘Perceived 
social pressure to eat’ [12,14], ‘Others’ percep-
tions’ [13], ‘Important others’ [7], or simply ‘So-
cial pressure’ [6,9]. Second, some items (‘Aware 
of the calorie content of foods that I eat’, ‘Par-
ticularly avoid food with a high carbohydrate 
content’, ‘Avoid foods with sugar in them’, and 
‘Eat diet foods’) are either grouped into an inde-
pendent factor labeled ‘Awareness of food con-
tent’ [10,11] or are part of the ‘Dieting factor’ 
[6,7,9,13]. Third, the ‘Food preoccupation’ factor 
is separated from the ‘Bulimia factor’ [10,13,14]; 
however, the items that comprise these factors 
vary from study to study [7,9]. This may be due 
to the non-clinical character of the sample, since 
two out of three items from the bulimia scale 
concern purging behaviors that are very uncom-
mon in non-clinical population, while the third 
item concerns binge eating. Despite the fact that 
both binge eating and purging are the core ele-
ments of bulimia nervosa, in non-clinical popu-
lation they are likely to occur in separation due 
to behavioral similarity.

Finally, high intercorrelations between factors 
and high internal consistency of total scores sug-
gest the existence of a general factor influenc-
ing all items [5,10,11]. In summary, the EAT-26 
suffers from various structural problems and to 
date, no studies have been able to untie this Gor-
dian knot.

CURRENT STUDY

Based on the literature review, we formulated 
three hypotheses: (1) that a general factor repre-

senting a tendency towards an ED that influenc-
es all of the items will emerge; (2) that two spe-
cific factors concerning social pressure and food 
awareness will be distinguished; and (3) that the 
‘Food preoccupation’ and ‘Bulimia’ factors are 
related; however, it is possible to distinguish be-
tween them as separate factors. As our sample is 
non-clinical, we hypothesize that only two items 
concerning purging behaviors will group into 
a specific factor.

In order to verify our hypotheses, we used bi-
factor confirmatory factor analysis (bi-CFA). The 
bi-factor is hypothesized to account for the com-
monality of items in the measure, while group-
ing factors accounts for a unique influence of 
specific domains. Therefore, in bi-CFA each item 
is allowed to load onto bi-factor and simultane-
ously items are assigned and allowed to load 
only on hypothesized grouping factors [16].

PARTICIPANTS

The study was conducted in a non-clinical 
sample of N=617 female high school and uni-
versity students, and the data were collected in 
three major Polish cities. We decided to assess 
only females because most studies concerning 
the structure of the EAT-26 have reported re-
sults in this fashion [10]. The average age of 
the non-clinical study group was 22.46 years 
(SD=3.85). The average body mass index (BMI) 
was within the normal range (M=21.10 kg/m2; 
SD=3.24). All participants gave verbal consent 
and were informed that the study was anony-
mous.

RESULTS

The bi-CFA was performed in Mplus version 
7.2 [17] using maximum likelihood estimation 
with scaled-shifted correction. According to the 
repeating patterns found in literature review, 
we tested two bi-factor models that comprised: 
13 items measuring four distinct eating patholo-
gy domains and an additional general factor in-
fluencing all items (Model 1) and an abbreviat-
ed version comprising only 13 items (Model 2). 
The items, grouped into hypothesized factors, 
are presented in Table 1.
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Table 1. 13 selected items for bi-factor confirmatory factor analysis

Original number Content Hypothesized factor
8 Feel that others would prefer if I ate more Social pressure

13 Other people think that I am too thin
20 Feel that others pressure me to eat
6 Aware of the calorie content of foods that I eat Food awareness
7 Particularly avoid food with a high carbohydrate content (i.e. bread, rice, 

potatoes, etc.)
16 Avoid foods with sugar in them
17 Eat diet foods
9 Vomit after I have eaten Purging behaviors

25 Have the impulse to vomit after meals
3 Find myself preoccupied with food Food preoccupation
4 Have gone on eating binges where I feel that I may not be able to stop
18 Feel that food controls my life
21 Give too much time and thought to food

Since we hypothesize that the ‘Purging be-
haviors’ and ‘Food preoccupation’ scales are re-
lated, but possible to differentiate, we allowed 
those factors to co-vary. In model fit assess-
ment we relied on the recommendations of Hu 
& Bentler [18]. Model 1 was at the boundary 
of good model fit (χ2

(285)=850.90; p=0.000; com-

parative fit index (CFI) 0.877; root mean square 
error of approximation (RMSEA) 0.057 (90%CI 
0.052–0.061); p=0.006). To assess the hypoth-
esized structure in more detail, we analyzed 
Model 2, whose standardized factor loadings 
and reliability estimates are presented in Fig-
ure 1.

Figure 1. The reliability and standardized factor loadings the from bi-factor confirmatory factor analysis model of the Eating 
Attitudes Test (EAT-26).



	 Analysis of the EAT-26 in a non-clinical sample	 57

Archives of Psychiatry and Psychotherapy, 2016; 2: 54–58

The model’s fit to the data was excellent 
(χ2

(51)=107.89; p=0.001; CFI 0.972; Tucker-Lewis 
index (TLI) 0.957; RMSEA 0.042 (90%CI 0.031–
0.054); p=0.861) and all of the factors were relia-
ble. All items with the exception of item 13 sig-
nificantly loaded the bi-factor, which confirms 
the bi-factorial structure of the measure. Addi-
tionally, specific factor loadings were strong, 
which confirms that specific factors capture the 
unique domains of eating pathology.

DISCUSSION

Despite the fact that the EAT-26 is one of the 
most popular measures of abnormal eating hab-
its, its factorial structure is questionable, particular-
ly in non-clinical samples. In the current study, we 
attempted to clarify the existing confusion about 
its structure by examining the bi-CFA models.

First, we verified that, alongside specific fac-
tors, a general tendency towards an ED factor 
exists. Intercorrelations between the EAT-26 fac-
tors in other studies were moderate or strong 
[10,11]. Therefore, we concluded that a gener-
al tendency towards an ED factor is responsible 
for most of the commonalities between items ob-
served in other studies [6].
Second, as predicted by theory, we replicated 

factors of ‘Social pressure’ and ‘Food awareness’. 
Social pressure is an important risk factor for de-
veloping an eating disorder [19]; therefore, differ-
entiation of this factor has broad practical applica-
tions for screening purposes. The ‘Food awareness’ 
factor concerns behaviors representing healthy eat-
ing. The meaning of this factor could be explained 
in terms of orthorexia nervosa – a fixation on eat-
ing healthy food [20], which is often present in pa-
tients with EDs [21,22]; however, further research 
is necessary to confirm this hypothesis.

Third, we verified that although ‘Purging be-
haviors’ and ‘Food preoccupation’ factors are re-
lated, they divide into two separate factors. In 
most studies, items concerning purging behav-
iors are excluded from the questionnaire [10]; 
however, they capture important behavioral as-
pects of eating pathology, especially in non-clin-
ical population. Given that only two items com-
prise the ‘Purging behaviors’ factor, it should be 
used for screening purposes only. Items in the 
‘Food preoccupation’ scale include binge eating, 

loss of control over eating and subordination of 
thoughts and action to food; therefore, this fac-
tor could be used for screening purposes as an 
indicator of binge eating disorder.

To conclude, we verified the existence of 
a general abnormal eating habits factor as well 
as some specific factors that assess different eat-
ing attitude domains in a non-clinical popu-
lation. The EAT could be especially useful for 
screening purposes because it captures specific 
elements of the most common EDs and is quick 
and easy to administer. It must be emphasized 
that factors do not yield a diagnosis but could 
serve as a cue for further investigation. Future 
directions should include an exploration of the 
bi-factorial structure of the EAT-26 in a clinical 
sample, and an assessment of the specific fac-
tors’ validity with external measures.
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