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Abstract: Early screening for eating disorders often occurs in primary care or in non-psychiatric settings by using rapid
and easy questionnaires, such as EAT-26 and the SCOFF. Here, the study compares the ltalian translations of SCOFF
and EAT-26 to confirm their screening validity and risk distribution in a non-clinical sample composed by young women
(aged 18-30 years).

Our findings show a strong risk correlation between the two tools, with frequent and overlapped questions exploring
similar constructs. However, mismatching results regarding the detection of clinical risk for eating disorders involve about
a quarter of the sample, mostly due to their internal specificity/sensitivity, translation discrepancies, tool training and use
modality.

In general, both screening tools are reliable for EDs detection in the general population. In the case of EAT-26, the
combined use of both questionnaires improve robustly the risk detection (+23%) for eating disorders in young female
adults, especially in universities and work places adopting an online administration. Further studies may occur to better
understand the specific factors influencing mismatching results, in terms of EDs risk, between the two questionnaires.
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INTRODUCTION

Eating disorders (EDs) are severe psychiatric
disorders with critical, medical, and psychological
consequences, more prevalent in young females living
in Western societies. The ED aetiology is influenced by
a myriad of variables, consisting in biological,
psychological and social factors. Body dissatisfaction,
ego deficits, preoccupation with food, weight and shape
represents the core symptoms of anorexia (AN) and
bulimia nervosa (BN), considered as a common
pathological spectrum [1] with different manifestations.
AN patients exhibit a reduction of body weight with
severe dietary restrictions, an intense fear of fatness
and modifications of body experience, while BN
patients alternate recurrent episodes of binge eating
and compensatory actions (i.e. purging, exercising) to
prevent weight gain [2]. The evaluation and treatment
of these disorders involve a multidisciplinary team,
composed typically by psychiatrists, dieticians,
psychologists and internal medicine physicians [3] and
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the EDs diagnoses are based on clinical observations
or structured interviews, diagnostic tests, psychometric
and behavioural scales.

In general, patients with EDs are at greater risk of
suicide attempts and poorer quality of life relative to
both the general population and other psychiatric
patients [4]. Moreover, high levels of disability and
mortality risk are associated with all EDs. In particular,
anorexia nervosa (AN) shows the highest mortality rate
among all psychiatric diseases and it affects mostly
adolescent girls [5]. Despite these urgencies and
clinical priorities, the scientific literature shows an
average delay of 5 years between ED symptom onset
and treatment seeking [6].

Within this complex framework, the importance of
an early EDs identification and intervention is crucial to
avoid chronicization and to improve clinical outcomes
[7]. Indeed, treatments seem to be more effective
during the initial EDs manifestation. When the disorder
is untreated, the clinical condition becomes more
severe and treatment-resistant during the time passing

[8].

The first steps for an early ED screening often occur
in primary care or in non-psychiatric settings, followed
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(for positive cases) by a subsequent clinical interview
to confirm a diagnosis. Therefore, the use of rapid and
easy screening tools is a crucial strategy to increase
the EDs identification and to ensure an efficient
orientation to mental health services [9]. In this regard,
SCOFF is one of the most widely used screening tools
for EDs identification [10, 11] and designed to be used
by non-psychiatric professionals. Regarding the
SCOFF, several studies confirmed high levels of
specificity and sensitivity in patients with anorexia and
bulimia nervosa [10, 12, 13], but a low detection rate of
other specified feeding or eating disorders (EDNOs)
[14] and a high percentage of false negatives on the
general population [15].

The Eating Attitude Test-26 (EAT-26) is another
self-report questionnaire used as a screening tool for
EDs risk in a non-clinical population [16]. EAT-26 can
detect individuals at high EDs risk focusing on
behaviours and attitudes of anorexia (AN) and bulimia
nervosa (BN). However, this questionnaire shows
limited sensitivity as a screening tool for binge eating
disorder (BED) and subclinical variants [17].

Administering both EAT-26 and SCOFF to EDs
patients, Noma and colleagues [14] found a strong
correlation between the two screening tools and no
significant differences in the detection rates. However,
to the best of our knowledge, no comparative studies
regarding these screening tools have been carried out
on the general population. In light of this, the aim of this
pilot study was to compare the ltalian translations of
the SCOFF [18] and EAT-26 [19] to confirm the
screening validity and risk distribution of these
questionnaires even in a non-clinical and general
sample.

MATERIAL AND METHOD

Participants

Participants were recruited considering the following
inclusion criteria: 1) being ltalian native females, 2)
aged between 18-30 y.o., 3) without past/current
neuropsychiatric diagnoses and 4) an informed consent
was signed by all participants, as approved by the
Committee for Research Evaluation (CRIP) of the
Department of Psychology of the University of Milan-
Bicocca (CRIP, N°RM 2020-302). The recruitment

procedure took place from 22nd/June/2020 to
22nd/August/2020, by wusing ads on institutional
Facebook, Instagram and Whatsapp pages. The

sample consists of mainly university students (196/254,
77%), recruited through the Sona System, a web-
based university database dedicated to scientific
recruitment (Psychology Dep. - University of Milan
Bicocca; 23%). The final sample is composed by 254
ltalian women, within two age ranges: 18-24 y.o.
(N=203, 80%), and 25-30 y.o. (N=51, 20%).

Assessment

The experimental session was created using the
Qualtrics software [20]. A web-based survey collected
demographic variables and administered EAT-26 and
SCOFF questionnaires. Demographic  variables
included: age range (18-24 and 25-30 y.o.), gender,
height and weight (for BMI calculation), education and
current profession. The Eating Attitudes Test (EAT-26)
is a screening self-report for anorexia and bulimia
nervosa risk detection. This tool is composed of twenty-
six items scored on a 6-point Likert scale (from “Never”
to “Always”), including three subscales: Dieting,
Bulimia, and Food Preoccupation and Oral Control.
The final score is calculated by summing items 1-26
(Item 26 is reverse-scored), with the clinical cut-off set
at 20 points for the lItalian population [19]. The SICK-
CONTROL-ONE-FAT-FOOD (SCOFF) questionnaire is
a screening tool dedicated to the core features of
anorexia nervosa and bulimia nervosa. It is composed
of 5 yes/no questions with a risk cut-off at = 3 points for
the Italian population [18].

RESULTS

Data Analysis

Data were analysed using R, Rstudio and JASP.
The main intent was to replicate results found in Noma
et al. [14], therefore, the analyses chosen were kept as
similar as possible to the original paper. Moreover,
exploratory analyses were performed to deepen the
understanding of how the SCOFF and EAT-26 tests
differ in terms of the detection of EDs risk in a non-
clinical sample. Welch’'s two-sample t-tests and
Pearson’s correlation tests were conducted to
investigate the linear relationships between the total
scores at SCOFF and EAT-26 and, respectively, the
variables of age and BMI. A Spearman’s correlation
test was used to test both the correlation between the
total scores at SCOFF and EAT-26. McNemar’s test
was used to check for differences in the detection rates
of the two questionnaires.



36  Journal of Psychology and Psychotherapy Research, 2024 Vol. 11

Chinello et al.

Questionnaires Results

Table 1: Sample Numerosity (N) and Proportions (%) of
SCOFF (a) and EAT-26 (b) Scores and
Population at Risk (*) Based on Cut-off for the
Entire Sample

(@)

SCOFF Score N (%)
<2 171 (67.32)
23 83 (32.68)
Total 254 (100)
(b)
EAT-26 Scores N (%)
<20 218 (85,8)
>20 36 (14,2)*
Total 254 (100)

Table 2: Demographic  Variables, Including Age,
Education, Profession, and Body Mass Index
(BMI), Assessed for the Entire Sample. Sample
Numerosity (N) and Proportions (%) are

Whitney test showed no significant differences between
subgroups regarding BMI (U=299, p=0,81).

Regarding age ranges, the two subgroups did not
differ significantly considering the scores of the two
questionnaires (SCOFF: p=0,62; EAT-26: p=0,3).
Alternatively, a Pearson’s positive correlation emerged
between BMI and SCOFF score (r=0,16, p=0,01), but
not considering the EAT-26 score (p=0,35).

Total scores of both questionnaires correlated
positively (r= 0,53, p<0,001), exhibiting the 74% of
inter-questionnaire risk accordance (187/254).

To determine whether the two questionnaires were
measuring the same constructs, a contingency table
was created (Table 3). McNemar's test was used to
compare detection rates and a significant association
were observed ()(2(1, 254)=31,58, p<0,001), despite
26% of the whole sample showed mismatching results
for the two questionnaires for ED risk (shown in bold in
Table 3).

Table 3: Contingency Table About Risk Levels between
EATS-26 and SCOFF (Based on Cut-off).

Reported Numerosities (N) are shown for Each Group
Variables Levels N (%) EAT-26 (N)
Age range 18-24 203 (79.9) SCOFF (N) | No risk (<20) Risk (>20) Total
25-30 51 (20.1)
No risk (<2) 161 10 171
High School Diploma 122 (48.0)
Risk (>3) 57 26 83
Bachelor Degree 92 (36.2)
Education Master Degree 37 (14.6) Total 218 3 254
Lower secondary diploma 2(0.8)
PhD/Other 1(0.4) DISCUSSION
Student 196 (77.2) This pilot study stemmed from the results of a
Full time employee 25(9.8) previous research [14], in which a positive and strong
. Part Time Employee 14 (5.5) correlation between detection rates of EAT-26 and
Profession Freelancer 8(3.2) SCOFF was found in a clinical population. However,
Other 8(32) these two questionnaires are often used in primary
: care and or non-psychiatric environments, with limited
Unemployed 302 studies recruiting non-clinical participants. Specifically,
BMI ] 21.7+3.8 this study addresses to this point, exploring the
(Mean + SD) correlation between SCOFF and EAT-26 risk scores in

In terms of biographical variables, participants
belonging to each subgroup were compared for age
range, level of education, profession, and BMI (Body
Mass Index). Subgroups do not show significant
differences for age ranges (x2(1, 67)=0,09, p=0,76), or
levels of education (x2(3, 67)=5,79, p=0,12). A Mann-

a non-clinical sample, composed by young ltalian
female participants.

Our main findings indicate that the EDs risk rate of
both screening tools in a non-clinical sample is lower
than in a clinical population: 33% of the sample had a
positive risk by using SCOFF and 14% by using EAT-
26. As found in literature, the study shows an overall
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positive risk of about 37% (93/254) in a non-clinical
sample when assessed with the SCOFF [21] or EAT-26
[22]. In general, the two screening tools are strongly
risk coherent (74%).

Interestingly, in our non-clinical sample, a notable
part of the sample showed mismatching results
between the two tools. 26% of the sample showed a
positive (or negative) risk at the EAT-26 and a negative
(or positive) risk at the SCOFF. The reason for this
phenomenon might be due to the different nature of the
two screening tools, also in terms of risk
sensitivity/specificity and training requirements. For
SCOFF, the ltalian translation of the SCOFF and EAT-
26 reported a risk of 13% regarding false-negative
cases, while EAT-26 showed a false-positive rate of
18% [18]. Compared to previous literature [14],
mismatched risk cases (26%) might be dependent on
1) translation differences among international versions
of questionnaires, 2) necessity of training for
questionnaire assessment. In particular, SCOFF is
widely used by primary care doctors and not requiring
training to be administered, 3) the influence of clinical
vs. non-clinical settings on the quality of item scoring,
and 4) a low sensitivity in case of binge eating
disorders (BED), subclinical variants and EDNOs
among the study participants.

Taken together, the present results indicate that
both screening tools are reliable for EDs detection in
young females. Moreover, especially for EAT-26, the
combined use of both questionnaires improve robustly
the risk detection (+23%) for eating disorders in young
female adults. Considering the population age, both
EAT-26 and SCOFF questionnaires may be use as
screening tools applied to university students and
young workers, even adopting online modalities.
Further studies may occur to better understand the
specific factors influencing mismatching results in
terms of EDs risk between the two questionnaires,
even associating clinical and structured interviews to
better clarify the discrepancy and disentangling those
items not strictly (and only) related to the presence of
an eating disorder (e.g. body image alterations in other
psychiatric disorders).
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