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Abstract: Although there are numerous lists of items covering clinically valid aspects of recovery 

from eating disorders, these lists are on the nominal level: the potential for multidimensional 

development has not been explored. Such exploration is the purpose of the present study. The 

subjects included in the study were 152 female clinicians, 1052 females randomly selected from 

the general population, and 184 eating-disorder patients. All subjects rated 17 recovery items 

on a 10-point scale in terms of their relevance and importance. They also completed measures 

of knowledge about eating disorders and their own eating problems, in addition to providing 

information about their age and personal acquaintance with eating disorders. Fourteen recovery-

item scores were sample unspecific, and hence all samples tended to judge the majority of 

items in a similar manner. The 17 items successfully formed three separate factors covering 

specific eating-disorder symptoms, as well as social and psychological issues. The clinician 

and general population sample analyzed together provided a more condensed scale comprising 

two factors (specific eating-disorder symptoms and psychosocial factors), with each factor hav-

ing three items. This factor structure was successfully replicated using the patient-validation 

sample. The findings indicate an empirical basis for a valid recovery measure that may be suit-

able in future outcome research.
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Introduction
Eating disorders are characterized by at least four clusters of clinical manifestations and 

consequences from which recovery is necessary. First, physical elements of recovery 

comprise the absence of physical consequences from weight loss in anorexia nervosa1 

and the excessive bingeing and purging2–4 in bulimia nervosa that may lower the risk 

of a poor prognosis.5 Recovery also comprises behavioral as well as cognitive and 

emotional elements, that is, attitudes about eating, weight, and shape, as well as a 

variety of weight-control behaviors.6–11 They are core clinical features of a cognitive 

understanding of eating disorders, and are probably responsible for the best-evidenced 

treatment of these disorders.12 Patient studies13–16 indicate that cognitive and behavioral 

recovery may pave the way for interpersonal and psychosocial elements of recovery, 

which comprise social and occupational functioning. Moreover, a failure to improve 

in the psychosocial elements of recovery is associated with a poor outcome, especially 

in bulimia nervosa and the diagnostically unspecific eating disorders.17,18

Despite a general agreement in the literature about these clusters’ relevance to 

recovery, literature reviews5,17–19 show that these elements are not consistently included 

in recovery assessments. This is partly responsible for a huge variation in outcome 
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findings7,8,20 that makes it difficult to accumulate comparable 

knowledge about this group of mental disorders of high 

mortality and the potentials for recovery.21,22 A clinical con-

sequence of such variation may be erroneous identification 

of a patient’s recovery, which may misguide treatment or 

aftercare.

Problems with existing and widely used measures may 

be another partial explanation of why multidimensionality is 

invariably represented in outcome studies. Some measures 

of symptom load and emotional and cognitive recovery 

elements23–28 developed for clinical settings may be too time-

consuming to perform within the context of a follow-up study, 

where brief and quickly administred instruments are preferred. 

Other measures that include psychosocial aspects29 are flawed 

by variable interrater reliability.30,31 Another explanation 

refers to differences of opinion over the relative importance 

and relevance of the recovery elements. These differences 

vary along a restrictive-inclusive dimension manifested by 

three approaches that might be used to classify the study 

of recovery from eating disorders.16 A negation approach is 

restricted to defining recovery as the absence of diagnostic 

criteria for eating disorders. A clinical approach is more inclu-

sive by the adding of emotional, cognitive, and psychosocial 

elements of recovery. These approaches are generated from 

overall judgments made by clinicians and researchers. The 

experiential approach, on the other hand, comprises patients’ 

subjective opinions, and is highly inclusive. Here, recovery 

is a matter of the subjective experience of wellbeing, which 

does not hinge on a complete absence of diagnostically or 

clinically relevant features, for example, body image or diet-

ing. Moreover, the absence of eating-disorder symptoms may 

even represent new challenges that may temper the subjective 

experience of being recovered.15

In principle, all approaches stand the risk of biased 

attributions. Clinician’s judgments may be biased by attributing 

special relevance to recovery elements consistent with their 

view about the nature of eating disorders and what it takes to 

recover, or they may be biased by selective normative opinions 

about normality. Patients, on the other hand, may attribute 

recovery to factors of remote relevance, or their judgments may 

be influenced by their current eating-disorder symptoms.

Comparative multisample and multiapproach studies 

represent a step forward toward testing biases and devel-

oping measures of recovery that are psychometrically and 

clinically valid, yet brief enough to be used in outcome 

research. Comparing patient and therapist opinions about 

the relevance of many elements of recovery derived from a 

clinical approach32–36 lends some support to patients’ selecting 

inclusive elements (eg, wellbeing) and clinicians’ selecting 

the more restricted features, (eg, dicting and weight preoc-

cupation) yet such findings are flawed by low statistical 

power, the failure to control for gender and age, or the thera-

pist’s clinical experience in multivariate analyses. Overall, 

however, comparative studies32–34,36 show more congruence 

than incongruence across samples with respect to aspects 

considered necessary and sufficient for a recovery.

Congruence with respect to recovery criteria adds to 

the external validity and lowers the risk for biases. Such 

congruence may also help to prevent inconsistent expec-

tations between therapists and patients about therapy 

output. Conversely, incongruent expectations are related 

to an increased risk for treatment dropout,37 which in turn 

increases the risk for a poorer final outcome.38 However, the 

congruence issue needs to be further pursued by expanding 

multidimensionality to capture larger variation in samples 

and approaches to recovery.

General population data for validation purposes have been 

collected for some of the clinical assessment measures23–26 

that can be used to tailor cognitive, behavioral, and emotional 

recovery. However, this customary validation strategy has 

not been used in previous comparative recovery studies. The 

inclusion of a general population sample may provide a test of 

common sense and face validity, and may be a way to test the 

specificity of probable biases from patients or therapists about 

the nature of and recovery from eating disorders. Hence, 

the present comparison study includes a general population 

sample, a clinician sample and an eating-disorder patient 

sample. Relying on the existing comparisons, a reasonable 

hypothesis is that no major sample differences will appear. 

A further critical congruence test is to use multivariate 

methods to identify the number and nature of recovery items 

surviving as sample independent (ie, congruent) despite the 

introduction of alternative variables. Age, clinical experi-

ence, acquaintance with eating disorders, and having eating-

disorder symptoms may all influence how recovery items 

are judged in terms of relevance and importance. This issue 

has not been explored in previous research.

Previous comparative studies are limited by the fact that 

lists of recovery items remain on a nominal level of mea-

surement without exploring potentials for multidimensional 

scale development. For obvious reasons, a psychometrically 

valid recovery scale may yield a mean or a sum score with 

a statistical variation that could be used in multivariate 

outcome research. Furthermore, clinically derived lists 

of items believed to cover aspects of recovery tend to be 

rather lengthy. A large number of items may limit their use 
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in ordinary clinical work and in outcome research, and they 

may contain redundant items or items covering particular 

clinical interests. Factor analyses may then be appropriate 

as an item reduction strategy; they also to identify meaning-

ful item clusters and possible subscales. Only one previous 

study34 has used such a strategy, however, with little success 

in reducing the number of items.

The present study used a multifaceted set of recovery items 

derived from the negation, clinical, as well as from an experi-

ential approach to explore the following research questions:

1.	 Do eating-disorder patients, clinicians specialized in 

treating eating disorders, and people from the general 

population rank recovery items for eating disorders in a 

similar manner?

2.	 To what extent do age, current eating-disorder symptoms, 

knowledge about eating disorders, and personal acquain-

tance or experience with eating disorders influence the 

judgment of the relevance and importance of clinically 

and experientially derived recovery items?

3.	 Can recovery items be developed into a psychometric 

instrument with a clinically meaningful factor 

structure?

4.	 Can a factor structure be replicated in a sample of patients 

with eating disorders?

Methods
Subjects
All female clinicians (N  =  152, age range 20–60 years) 

participating in a national advanced education program to 

raise clinical competence in eating disorders took part in 

the current study. Moreover, The Royal Bureau of Official 

Statistics, Norway, was hired in order to perform the proper 

method of randomly selecting a comparison group from 

the general population stratified to comprise women in the 

age range of 20–45 years. Of the original sample of 1152 

women, 1052 respondents (91.3%) returned the question-

naire forms. A patient-validation sample consisted of 184 

consecutive eating-disorder patients currently in therapy at 

a tertiary treatment center for eating disorders. The sample 

covered all diagnostic categories, that is, anorexia nervosa 

(38%, N = 70), bulimia nervosa (31%, N = 57), binge eating 

disorder (7%, N = 13), and eating disorders not otherwise 

specified (34%, N  =  44). Sample information appears in 

Table 1.

Assessment
Inspired by previous studies on attitudes and knowledge 

about eating disorders,39,40 and by experiential studies of 

patient perspectives,41 17 items were developed to cover the 

Table 1 Recovery items in order of form appearance

Recovery items/sample information/covariates General population 
(N = 1052)

Clinicians 
(N = 152)

Eating disorder patients 
(N = 184)

M SD Rank M SD Rank M SD Rank

Normal weight 6.74 2.47 16 6.02 2.32 17 6.50 2.90 16
No dieting and other damaging symptoms 7.94 2.05 10 6.27 3.13 15 8.60 2.39 5
Regular menstruation 6.31 2.68 17 6.28 3.00 13 6.83 3.13 13
Improved attitude to body and appearance 9.60 1.01 1 6.64 3.59 3 8.88 1.77 3
Improved quality of life 8.66 1.65 6 6.65 3.61 2 9.29 1.55 1
Understand why one got an eating disorder 9.22 1.29 2 6.43 2.86 8 6.96 2.52 12
Recognise thoughts and feelings that elicit symptoms 9.15 1.29 4 6.58 3.62 4 8.53 2.10 7
Being confident about feelings 9.16 1.26 3 6.79 3.42 1 7.84 2.30 10
No symptoms to cope with challenges or crises 8.25 1.85 8 6.41 1.96 9 8.10 2.26 9
Less perfectionism 7.86 1.34 12 6.14 2.98 16 6.79 2.50 14
Improved general condition 8.22 1.82 9 6.40 3.14 10 8.78 2.03 4
Better family relations 7.68 2.04 13 6.39 2.82 11 7.84 2.53 10
Better relations toward mother 6.83 2.35 15 6.26 2.49 14 6.70 2.97 15
Better social network 8.28 1.84 7 6.44 2.95 7 8.34 2.08 8
Taking part in social activities 8.75 1.54 5 6.50 3.09 6 8.59 1.83 6
Functioning well at school or job 7.45 2.18 14 6.54 3.14 5 9.29 1.51 2
Recognizing pressure towards thinness 7.92 2.23 11 6.32 2.65 12 6.36 2.81 17
Age in years 29.94 5.12 44.77 8.13 28.96 8.30
Knowledge about eating disorders (range 1–10) 6.71 0.65 6.94 0.63 – –
Eating disturbances (EDS-5) (range 5–35) 14.75 7.52 13.60 4.40 24.30 8.17
Acquaintance/experience with eating disorders (range 1–10) 6.84 5.12 3.93 2.10
BMI – – – – 21.81 6.54
Duration of illness (months) – – – – 12.77 11.78

Note: Item differences of 5 or less in mean score-based ranking steps are printed in bold.
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multidimensional perspective on eating disorders defined 

by the four clusters of clinical manifestations and conse-

quences from which recovery is necessary. Hence, the items 

covered physical elements1 (eg, the restoration of regular 

menstruation and normal weight, and the improvement in 

general physical condition); behavioral elements6–11 (eg, less 

dieting and other eating-disorder symptoms); cognitive and 

emotional aspects (eg, more functional affect regulation, 

affective confidence and coping strategies, and a more posi-

tive attitude toward one’s body and physical appearance); 

psychosocial elements (eg, improved interpersonal and 

social relations); and sociocultural aspects (eg, recovery 

in terms of being more aware of a sociocultural pressure 

to be thin). Additional aspects covered perfectionism, 

occupational and social functioning, and understanding 

of previous and current factors causing or maintaining 

the eating disorder. Table 1 provides an account of all the 

17 items. They were Likert scored, ranging from 1 to 10 

(10  =  maximal importance and relevance to recovery). 

The internal consistency was acceptable (Cronbach’s 

alpha = 0.69). In accord with the transdiagnostic model of 

eating disorders12 and the considerable diagnostic fluctua-

tions across time during the course of illness,4,42–44 recovery 

items were not created with the intention of ending up with 

items specific to diagnostic categories of eating disorders.

The subjects also completed a measure of eating problems, 

specifically, the Eating Disturbance Scale (EDS-5).45 It consists 

of five items, each with a Likert scoring of 1–7, where higher 

scores indicate more eating problems. A sum score thus yields 

a range from 5 to 35; scores less than 16 indicate a possible cur-

rent eating disorder.45 The EDS-5 yields good internal consis-

tency (Cronbach’s α = 0.84). Finally, respondents were given 

one question about their knowledge about eating disorders and 

about the extent to which they had personal experiences or 

acquaintance with eating disorders from someone they knew 

personally. Both questions were rated on a 10-point scale, with 

10 being the most affirmative response.

Procedure
All clinicians enrolled in the educational program received 

the questionnaire form personally, and they completed it at 

the program site. The form was mailed to subjects in the 

general population sample, who filled it out at home, while 

eating-disorder patients completed it at their routine clinic 

visits. All participants completed their questionnaire at 

one time point. The study was conducted according to the 

Helsinki declaration of medical ethics and was approved by 

the Regional Council of Medical and Healthcare Research.

Data analyses
Initially, bivariate correlations between items were performed 

for each sample. A multiple logistic regression analysis was 

used to test the probability of a sample-specific endorsement 

of recovery items, and to explore sample-specific and 

overall response sets. As the final step, a factor analysis 

was performed. Missing data points in the active general 

population sample were replaced by sample-specific means. 

All analyses were performed using SPSS software (version 

16.0; IBM, Armonk, NY).

Results
Similarity in ranking of recovery items 
across samples and the impact  
of alternative variables (research 
questions 1 and 2)
Table 1 shows the samplewise ranking of the 17 recovery 

items based on mean scores (range 1–10). Due to a restricted 

range of mean scores, meaningful sample differences were 

defined as 5 or more. Overall, the rankings of 11 of the 

17 items were not meaningfully different. Both when compar-

ing the normal population and the clinician samples and when 

comparing the clinician and patient sample this proportion 

rose to 14 of 17 items. Some details from the rankings are 

noteworthy: a universal agreement across samples was that 

a recovered eating-disorder patient should display a positive 

attitude toward his or her body and appearance. Patients 

judged the absence of dieting and damaging symptoms as 

more important than did clinicians and people from the 

general population. Conversely, patients did not value the 

importance of being confident about their feelings. Moreover, 

only people from the general population valued the impor-

tance of understanding why one had an eating disorder.

Logistic regression analyses comprising the general 

population and the clinician samples represent, however, 

a stronger empirical test of sample-specific preferences. 

An initial analysis, where all the 17 recovery items were 

entered, successfully excluded 10 items for not being sample 

specific. Small odds ratios (ranging from 0.61 to 1.58) for 

the remaining items indicated that the sample specificity 

was modest (Table 2). A second analysis (Table 2) showed 

that when the additional measures were entered, 14 items 

were successfully excluded for not being sample specific in 

the final step model, again with a restricted odds ratio range 

(0.54–1.42) for the three remaining items. Moreover, not 

all additional measures were retained; the sample-specific 

recovery items were related to older age and self-reported 
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knowledge about eating disorders among clinicians, and in 

the general population sample, to less personal knowledge or 

acquaintance with eating disorders. Hence, 14 of the 17 items 

could be successfully identified as unrelated to both samples 

and to the additional measures, and the sample-unspecific 

items covered all five elements of recovery, that is, the 

physical, behavioral, cognitive, and emotional, as well as the 

interpersonal and psychosocial, elements.

Development of a psychometrically 
sound recovery instrument (research 
questions 3 and 4)
Significant item intercorrelations (Tables 3 and 4), for the 

general and clinician samples indicate an empirical basis for 

factor structure explorations. Hence, in the clinician sample, 

43% of the correlations were statistically significant and they 

ranged from 0.11–0.76. The corresponding figures for the gen-

eral population sample were 67% and a range 0.13–0.70.

Factor analyses yielded a meaningful data organization in 

terms of three factors accounting for an accumulated variance of 

52.9% in the clinician group and 51.0% in the general population 

group, respectively (Table 5). Table 5 also shows that the best 

factorial match between the samples was on factors 1 and 3 (ie, 

“social aspects” and “specific symptoms”). To further condense 

common factors, all items from factors 1 and 3 were entered 

into a new factor analysis comprising the combined general 

population and clinician samples. This produced a meaningful 

two-factor solution (Table 6), where the items were organized 

into a psychosocial or a symptom-specific factor. Both factors 

showed good internal consistency (Cronbach’s α = 0.82 and 

0.71, respectively). As a clinical and psychometric validation 

strategy, a forced two-factor analysis using the pati-ent sample 

successfully replicated these findings (Table 6).

Discussion
The first main finding is that clinicians and people from the 

general population judge characteristics of recovery from 

ED rather similarly. This corresponds well to comparisons of 

clinically derived recovery characteristics between therapists 

Table 2 Recovery variables and additional variables entering the 
final step in a logistic regression analysis to predict samplea

Improvement of B SE Wald OR95% CI

Weight -0.14 0.06 6.13b 0.870.78–0.97

Menstruation 0.42 0.06 33.77d 1.521.32–1.76

Body attitude -0.48 0.07 35.93d 0.610.53–0.72

Understand why one got an  
eating disorder

-0.48 0.08 42.46c 0.620.54–0.72

Social network -0.26 0.07  9.42c 0.770.65–0.91

Social activities -0.28 0.09 11.67d 0.760.64–0.89

School/job functioning 0.46 0.10 23.19d 1.581.31–1.90

Model χ2 (1) = 217.41, P  0.0001, Cox & Snell R2 = 0.27
Menstruation 0.35 0.10 12.08b 1.421.17–1.74

Body attitude -0.33 0.11 8.75b 0.720.57–0.89

Understand why one got an  
eating disorder

-0.61 0.13 22.93c 0.540.42–0.70

Age, yrs 0.46 0.06 59.85c 1.591.41–1.79

Knowledge about eating  
disorders 

1.76 0.37 22.43c 5.802.80–12.0

Acquaintance/experience  
with eating disorders

-0.65 0.12 29.23c 0.530.42–0.66

Model χ2 (1) = 9.55, P  0.002, Cox & Snell R2 = 0.45

Notes: a(1 = general population, 2 = clinician sample); bP  0.001; cP  0.001;  
dP  0.0001.

Table 3 Recovery Item correlations for the clinician sample

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17

1 1.0
2 0.09 1.0
3 0.39 0.08 1.0
4 0.19 0.02 0.23 1.0
5 0.32 0.16 0.36 0.41 1.0
6 0.00 0.00 0.16 0.18 0.00 1.0
7 0.10 0.15 0.08 0.37 0.39 0.32 1.0
8 0.23 0.01 0.11 0.35 0.29 0.20 0.46 1.0
9 -0.08 0.04 -0.06 0.16 0.03 0.00 0.13 0.09 1.0
10 -0.22 0.15 0.07 0.21 0.11 0.27 0.23 0.25 0.27 1.0
11 -0.12 0.13 0.05 0.10 0.15 0.01 0.12 0.00 0.14 0.10 1.0
12 0.26 0.09 0.12 0.19 0.18 0.00 0.15 0.12 0.12 0.05 0.57 1.0
13 0.02 0.05 0.07 0.09 0.25 0.04 0.21 0.17 0.17 0.16 0.33 0.56 1.0
14 0.03 0.09 0.13 0.15 0.15 0.05 0.19 0.12 0.04 0.08 0.54 0.62 0.52 1.0
15 0.12 0.07 0.14 0.11 0.24 0.00 0.13 0.11 0.05 0.02 0.55 0.60 0.41 0.67 1.0
16 0.00 0.10 0.06 0.09 0.16 -0.00 0.12 0.09 0.05 0.04 0.61 0.58 0.31 0.68 0.76 1.0
17 0.02 0.00 0.07 0.00 0.09 0.15 0.19 0.17 0.00 0.21 0.22 0.35 0.34 0.37 0.35 0.34 1.0

Notes: N = 152. Statistically significant correlations (P , 0.05) are printed in bold.
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and eating-disorder patients.32,33 The ranking approach based 

on mean scores yielded small ranking differences, wherein 

overall, 11 of the 17 items were sample congruent, rising 

to 14 out of 17 when comparing the normal population 

and clinician samples only. Patients in the current study 

were still in treatment, and may thus have been in an early 

recovery stage. A previous finding33 that patients, especially 

those in earlier stages of recovery, tend to lend a selective 

importance to psychosocial criteria for recovery, is not sup-

ported by our findings. Our findings may then serve as an 

argument for validity, irrespective of recovery stages. This 

may be strengthened by similar sample congruent findings 

using logistic regression analyses that are more empirically 

stringent. When the additional measures were entered into 

Table 4 Recovery item correlations for the general population sample

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17

1 1.0
2 0.41 1.0
3 0.44 0.37 1.0
4 0.18 0.20 0.12 1.0
5 0.23 0.38 0.28 0.32 1.0
6 0.15 0.26 0.18 0.38 0.37 1.0
7 0.13 0.25 0.15 0.34 0.40 0.60 1.0
8 0.19 0.20 0.18 0.34 0.32 0.44 0.52 1.0
9 0.24 0.29 0.21 0.17 0.32 0.25 0.28 0.33 1.0
10 0.21 0.20 0.19 0.16 0.21 0.13 0.16 0.24 0.43 1.0
11 0.42 0.36 0.33 0.23 0.28 0.23 0.20 0.26 0.18 0.06 1.0
12 0.19 0.19 0.16 0.13 0.21 0.16 0.13 0.25 0.20 0.90 0.31 1.0
13 0.18 0.14 0.19 0.08 0.16 0.09 0.10 0.17 0.17 0.11 0.26 0.70 1.0
14 0.19 0.22 0.21 0.22 0.16 0.18 0.11 0.21 0.14 0.12 0.35 0.55 0.49 1.0
15 0.12 0.11 0.12 0.13 0.12 0.13 0.10 0.13 0.10 0.09 0.11 0.00 0.05 0.06 1.0
16 0.24 0.22 0.27 0.19 0.19 0.14 0.10 0.21 0.23 0.10 0.39 0.48 0.48 0.61 0.08 1.0
17 0.25 0.24 0.22 0.26 0.24 0.24 0.27 0.27 0.16 0.12 0.32 0.22 0.18 0.28 0.00 0.34 1.0

Notes: N = 1052. Statistically significant correlations (P , 0.05) are printed in bold.

Table 5 A principal component analysis for the clinician sample (N = 152) with a three-factor solution with varimax rotation

Recovery items Factors and factor loadings

Improvement of 1.  Social aspects 2.  Psychological aspects 3.  Specific symptoms

Social network 0.83 [0.78]
Relation towards mother 0.81 [0.81]
Family relations 0.78 [0.83]
Dieting pressure 0.74 [0.30]
School/job functioning 0.67 [0.74] 0.44
Social activities 0.56 [0.56]
No symptoms to cope with challenges or crises 0.67 [0.43]
Body experience 0.66 [0.59]
Understand why one got an eating disorder 0.66 [0.78]
Perfectionism 0.64 [0.36]
Recognize feelings 0.63 [0.82] 0.38
Confident about feelings 0.38 0.48 [0.74]
Weight 0.75 [0.78]
Dieting and damaging symptoms 0.74 [0.67]
General condition 0.64 [0.53]
Quality of life 0.35 [0.51] 0.60
Menstruation 0.55 [0.72]
Explained variation in % 21.30 [19.1] 15.90 [16.9] 15.70 [15.0]
Eigenvalues 5.04 [5.15] 2.38 [2.10] 1.58 [1.42]
Internal consistency (Cronbach’s alpha) 0.84 [0.83] 0.72 [0.83] 0.73 [0.71]
Match with therapist group 4/6 (67%) 3/5 (60%) 4/5 (80%)

Notes: Factor loadings $ 0.50 are printed in bold, and side loadings , 0.30 are suppressed. Factor loadings and factor information for the general population sample  
(N = 1052) are provided in brackets [ ] for reference.
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the equation only three of 17 recovery items were sample 

specific. The fact that 14 items were sample unspecific in 

multivariate testing may serve as a strong confirmation of 

the expectation of sample commonality.

The second main finding is that the recovery items can 

be treated as a scale with adequate psychometric properties. 

A similar three-factor structure in the clinician and the general 

population sample may suggest that the condensed recovery 

scale has a fair convergent and external validity anchored in 

a general societal opinion. In addition, the fact that the final 

factor structure was replicated in the patient sample also 

suggests that the scale is clinically relevant. Hence, in mul-

tivariate analyses, both psychological and symptom-oriented 

recovery aspects “survived” both when considering the sam-

ple-specific factor analyses (Table 5) and the overall analysis 

(Table 6). The overall analysis may be a more critical test 

of multidimensionality. Again, however, items covered the 

relief of eating-disorder symptoms and weight normalization 

as signs of recovery, but also the patient’s general condition, 

occupational functioning, and improvement in interpersonal 

relations. Hence, our findings indicate that clinicians, lay 

people, and eating-disorder patients do rely on a similar way 

of thinking about the multidimensional nature of recovery. 

Similar findings have been reported in the literature on the 

experiential approach to understanding recovery36,46 and on 

understanding recovery from other disorders.47

The strengths of this study are the use of samples large 

enough to allow for the multivariate testing of alternative 

measures, the random selection of a representative community 

sample, and the inclusion of a patient-validation sample.

Limiting the study was the response-set issue relating to 

format, where some items could have been reversed to control 

Table 6 A principal component analysis with varimax rotation

Recovery items Factors and factor loadings general  
population and clinician sample (N = 1204)

Factors and factor loadings patient 
validation sample (N = 184)

Improvement of Psychosocial aspects Specific symptoms Psychosocial aspects Specific symptoms

Family relations 0.85   0.87
Relation towards mother 0.83   0.74
Social network 0.78 0.68
School/job functioning 0.72 0.55
Weight   0.79 0.70
Dieting and damaging symptoms   0.72 0.68
Menstruation   0.71 0.59
General condition 0.39 0.63 0.57
Explained variance in % 33.4 27.1 28.2 20.9
Eigenvalues 3.34 1.50 – –
Internal consistency (Cronbach’s alpha) 0.82 0.71 0.69 0.63

Notes: Factor loadings $ 0.50 are printed in bold. Side loadings , 0.30 are suppressed. Eigenvalues $ 1 were used as the extraction method for the general population and 
the clinician sample. A forced-entry two-factor extraction method was used for the patient validation sample. – indicates that there is no data.

for acquiescence bias.48 With respect to content, the list of 

recovery items could have been longer and included more 

general positive aspects, for instance, the importance of hap-

piness or a good income, to allow for a more thorough probing 

of a possible tendency to rate all positive things positively 

regardless of their relevance to eating disorders in particular. 

A longer list of eating-disorder-relevant issues might also 

have been a more appropriate test of the clinical validity of 

a final, condensed scale. Moreover, one can argue that our 

abbreviated final, eight-item scale (Table 6) overlooks some 

nuances relevant to recovery; but it is still multidimensional 

in nature and hence of value in outcome research where time 

limits and length of instruments can be critical factors.

Hence, patients, clinicians, and people from the general 

population converge around defining recovery in terms 

of improving family and social relations, improving 

occupational functioning, and improving disorder-specific 

symptoms. Future research should be directed toward vali-

dating the present factor structure and testing the sensitivity 

and specificity of “case identification” (ie, of identifying 

recovered patients) of the present scale against other psycho-

metric devices23–26 that have been validated in clinical and 

general population studies49–53 and that are used in outcome 

evaluations.

A further search for congruence should include patients 

in various phases of recovery, to control for stage effects. 

On the other hand, this would require an independent set of 

multidimensional and psychometrically valid recovery cri-

teria that are presently lacking, a requirement that motivated 

both this and previous research.34 Another future congruence 

test would need to include judging recovery from eating dis-

orders both from the perspective of adolescent patients and 
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from the perspectives of males and relatives. Also, despite 

crossovers between the eating-disorder diagnoses,42–44 future 

research should also explore differences in the judgments 

of recovery between diagnoses. This may be of interest in 

view of the outcome findings17,18 that a poor prognosis, and 

hence a failure to recover is related to physical symptoms and 

weight status for anorexia nervosa, to psychiatric comorbid-

ity in bulimia nervosa and to interpersonal and psychosocial 

factors for binge eating disorders and unspecific eating 

disorders. Because we now have a relatively larger patient 

sample relative to the low base rate in the female popula-

tion54 and a five-times larger clinician sample, a new study is 

underway that addresses this issue even more properly than 

could be done in the current study. Finally, future studies 

of recovery judgments should adopt a longitudinal design, 

because such judgments may vary over time because recov-

ery of physical and behavioral elements may occur before a 

recovery in terms of cognitive, emotional, and psychosocial 

elements.6–8
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