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Abstract

Background/Objectives: Eating disorders (EDs) are among the most severe psychiatric conditions
affecting young people, with increasing prevalence in the post-pandemic period. This study assessed
the prevalence of ED risk and dysfunctional eating behaviors among Italian university students, a
population poorly characterized with respect to ED risk, and examined associations with key socio-
demographic and anthropometric variables. Methods: A cross-sectional online screening study was
conducted between August 2023 and February 2026 with 401 Italian university students (women: n
=306; men: n = 95). Participants completed the validated Italian versions of the Eating Attitudes Test-
26 (EAT-26) and the Eating Disorder Examination Questionnaire 6.0 (EDE-Q 6.0), alongside self-
reported anthropometric data. Multiple linear regression analyses were performed to identify
predictors of ED risk scores. Results: 37.9% of participants had an abnormal BMI (19.7%
underweight; 18.2% overweight or obese). EAT-26 scores exceeded the clinical cut-off in 28.4% of
participants (women: 35.6%; men: 5.3%). EDE-Q 6.0 global scores exceeded the clinical cut-off in
21.0% (women: 25.8%; men: 5.3%). Only 45.4% showed no anthropometric or psychometric risk
indicators. Gender was the strongest predictor of both EAT-26 and EDE-Q 6.0 scores. BMI was
negatively associated with EAT-26 scores in the total sample and in women, while a positive
association between BMI and EDE-Q 6.0 scores was observed in men. Conclusions: A substantial
proportion of Italian university students, particularly women, presented clinically significant ED risk.
The combined use of anthropometric and psychometric screening tools provides a more
comprehensive risk assessment than either measure alone, highlighting the need for
multidimensional screening programs.

Keywords: eating disorders; body mass index; EAT-26; EDE-Q 6.0; gender differences; university
students

1. Introduction

Eating disorders (EDs) are characterized by a multifactorial etiology and a tendency toward
chronic progression, representing a serious public health concern for adolescents and young people
in Western countries [1-4]. These disorders are associated with severe psychophysical consequences;
in particular, anorexia nervosa is recognized as the psychiatric condition with the highest mortality
rate [5-7].
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In recent years, and particularly since the onset of the COVID-19 pandemic, the incidence of EDs
has increased considerably, especially among women [8-10]. In Italy, a sharp rise in hospital
admissions for EDs has been recorded, with a marked increase among adolescents [8,11,12]. Eating
disorders themselves are now described as a growing global epidemic [7], with an increasingly early
age of onset [5,7] and prevalence rates reaching up to 15% in females and 10% in males during
adolescence [4,5,7]. A large-scale retrospective study conducted on more than 46 million participants
aged under 27 years documented a nearly eightfold increase in prevalence between 2017 and 2022,
from 120 to 916 cases per 100,000 people [8,13]. In Europe, Italy has a very high prevalence
(1,008.65/100,000), preceded only by Spain (1,104.85/100,000) and followed by Finland
(929.61/100,000), Sweden (927.22/100,000), and Austria (911.26/100,000) [8,14]. A post-pandemic
Italian study reported a prevalence of 31.0% of adolescents at risk for EDs, in a representative sample
of 6551 high school students [15]. Eating disorders represent a significant and growing public health
concern worldwide. Global burden estimates indicate a substantial prevalence across populations;
however, their true prevalence is likely underestimated due to underdiagnosis and methodological
limitations in epidemiological assessment [16]. However, monitoring systems rely predominantly on
anthropometric indicators such as Body Mass Index (BMI), which do not account for the
psychological and behavioral dimensions central to the diagnosis of eating disorders, leaving a gap
in the detection of subclinical risk profiles. A recent study using dual-energy X-ray absorptiometry
found that BMI overestimates the prevalence of underweight and overweight in more than one-third
of individuals, despite being reliable in the normal-weight range [17]. BMI is therefore an
approximate anthropometric index, which does not distinguish between fat mass and lean mass and
may lead to misclassifications, especially in the presence of atypical body compositions (Rothman,
2008). Body composition is influenced by factors such as ethnicity, sex, and metabolic conditions,
which BMI cannot account for [18]. These outcomes highlight the complexity of the relationship
between BMI and eating psychopathology and reinforce the need for a multidimensional approach
that integrates validated psychometric tools with anthropometric measures.

Notably, few studies to date have evaluated the risk of eating disorders with a focus on Italian
university students. Evaluating the vulnerability of Italian university students to this risk is
important for assessing the problem's magnitude and developing targeted prevention, research, and
treatment programs. The university period is characterized by a convergence of psychological, social,
and behavioral transitions, including increased academic pressure, changes in living conditions,
greater autonomy in food choices, and greater exposure to body image ideals [19-22]. Consistent
associations between academic stress, emotional distress, body dissatisfaction, and dysfunctional
eating behaviors have been documented [21,23,24], suggesting that the university environment may
be a critical context for the emergence or consolidation of disordered eating patterns. For example, a
recent study among first-year university students in Sweden reported a prevalence of eating
disorders of 28% [25].

Eating disorders rarely manifest abruptly; on the contrary, their onset is usually preceded by a
series of subthreshold symptoms and dysfunctional behaviors that can be considered precursors of
the full clinical condition [26]. Early identification of such risk profiles, therefore, may represent a
fundamental strategy for public health prevention and intervention.

The present study aimed to assess the risk of eating disorders among Italian university students
through an online screening campaign using BMI and two validated psychometric tools. We
examined associations between eating disorder risk and key sociodemographic variables to identify
groups that are potentially vulnerable. Based on available epidemiological evidence, we expected
that a large proportion of Italian university students, particularly women, would present a high risk.

The study employed an integrated approach that combined systematic screening with a
personalized feedback model to promote awareness, facilitate early risk identification, and enable
timely preventive action.
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2. Materials and Methods

2.1. Study Design and Procedure

The study was conducted between August 2023 and February 2026, recruiting a sample of Italian
university students. Participants were recruited via QR-coded posters, university social media
channels, and WhatsApp groups distributed across different regions of Italy. Data were collected
using Google Forms. Prior to completing the survey, participants were provided with information
regarding the study objectives, data handling, and privacy policy, and electronic informed consent
was obtained. Participants were then asked to provide a telephone number and email address to
receive personalized feedback on their eating behaviors. The survey collected demographic and
anthropometric information, including age, height, weight, and city of residence, alongside two
standardized screening instruments: the Eating Attitudes Test-26 (EAT-26) [27,28] and the Eating
Disorder Examination Questionnaire (EDE-Q 6.0) [29,30].

2.2. Participants

A total of 504 responses to the online survey were collected. The inclusion criteria were: (1)
voluntary participation with full completion of the questionnaire and (2) current enrolment in a
university degree program. The exclusion criteria were: (1) age below 18 years and (2) absence of
consent for data processing. Of the 504 responses, 103 participants were excluded: 67 were not
university students, and 36 had not provided consent for data processing. This yielded a final sample
of 401 university students (age range: 18-65 years), of whom 306 (76.3%) were women and 95 (23.7%)
were men (Table 1). The study protocol complied with the Declaration of Helsinki and was approved
by the Santa Lucia Foundation IRCCS of Rome Ethics Committee (Protocol number: CE/PROG.885).

Table 1. Demographic and anthropometric characteristics of the study sample.

Variable Total (n = 401) Women (n = 306)
Men (n = 95)
Age [years], M (+ SD) 23.2 (£6.32) 23.7 (£ 6.9)
21.7 (+ 3.0)
Gender, n (%)! 306 (76.3)
95 (23.7)
Height [m], M (£ SD) 1.70 (+ 0.09) 1.64 (+ 0.06)
1.77 (£ 0.07)
Weight [kg], M (+ SD) 61.5 (+ 13.8) 56.8 (+9.7)
76.3 (£ 14.5)
BMI category, n (%)
Underweight 79 (19.7) 77 (25.1)
2 (2.1)
Normal weight 247 (61.6) 183 (59.8)
64 (67.4)
Overweight 59 (14.7) 35(11.4)
24 (25.3)
Obese 14 (3.5) 9(2.9)
5(5.3)

Note. ! Percentages may not total 100 due to rounding. BMI: Body Mass Index; M: mean; SD: standard deviation.
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2.3. Clinical Risk Assessment of Eating Disorders

2.3.1. Anthropometric Data

The Body Mass Index (BMIL; kg/m?) was calculated from self-reported height and weight.
According to the World Health Organization (WHO) classification, participants were categorized as
underweight (BMI < 18.5), normal weight (BMI 18.5-24.99), overweight (BMI 25.0-29.99), or obese
(BMI 2 30.0).

2.3.2. Eating Behavior Questionnaires

Eating disorder risk was assessed using the Eating Attitudes Test-26 (EAT-26) [27], a widely used
standardized screening tool. The validated Italian version was used in the present study [28]. The
EAT-26 comprises 26 items organized into three subscales: Dieting, Bulimia and Food Preoccupation,
and Oral Control. Responses are provided on a six-point Likert scale ranging from ‘never' to 'always'.
Each item (except item 26) is scored from 0 to 3 (‘always' = 3, 'almost always' =2, 'often’ = 1; 'seldom’,
'rarely’, and never' = 0). Item 26 is reverse-scored. Total scores range from 0 to 78, with scores > 20
indicating clinical risk for an eating disorder and higher scores reflecting greater symptom severity.

Eating disorder symptoms were also assessed using the Eating Disorder Examination
Questionnaire (EDE-Q 6.0) [29] in its validated Italian version [30]. This self-administered tool
comprises 28 items that measure the frequency and severity of eating disorder symptoms over the
past four weeks on a seven-point Likert scale. The EDE-Q 6.0 yields four subscale scores, Restraint,
Eating Concern, Weight Concern, and Shape Concern, and a global score reflecting the overall
severity of eating psychopathology. Subscale cut-off scores are as follows: Restraint > 3.89; Eating
Concern > 2.34; Weight Concern > 4.32; Shape Concern > 5.35; Global score > 3.98. Scores above these
thresholds indicate clinically significant eating disorder risk [29,30].

2.4. Descriptive Analyses

Descriptive statistics were computed for all variables. Continuous variables were expressed as
mean + standard deviation; categorical variables were reported as frequencies and percentages. To
provide an overview of the distribution of risk profiles within the sample, participants were classified
by BMI and their EAT-26 and EDE-Q 6.0 scores.

2.4.1. Descriptive Risk Categorization Based on BMI and Clinical Scores

Participants were classified into one of five categories based on their BMI and their scores on the
EAT-26 and EDE-Q 6.0, according to the criteria established by a clinical psychologist expert in the
diagnosis of eating disorders (Silvia Picazio). In cases where participants met criteria for more than
one category, a hierarchical classification procedure was applied, prioritizing psychometric status
(above vs below clinical cut-off) as the primary determinant of risk allocation, followed by BMI-based
stratification to assign participants to the most appropriate subgroup.

Specifically: (1) Restrictive Risk (RR) — BMI < 20 and EAT-26/EDE-Q 6.0 scores above the cut-
off; (2) Healthy Participants (HP) — BMI 18.5-26.5 and EAT-26/EDE-Q 6.0 scores below the cut-off;
(3) Bulimic Risk (BR) — BMI > 24 and EAT-26/EDE-Q 6.0 scores above the cut-off; (4) Altered BMI
(AB) — BMI<18.5 or 226.5 and EAT-26/EDE-Q 6.0 scores below the cut-off; (5) Altered Testing (AT)
— BMI 20-23 and EAT-26/EDE-Q 6.0 scores above the cut-off. In cases where BMI ranges overlapped
(18.5-20 kg/m?), group allocation was determined primarily by psychometric criteria (EAT-26; EDE-
Q 6.0), with participants exceeding clinical cut-off scores assigned to the RR group, whereas
participants below cut-off scores were classified as HP.

BMI thresholds were intentionally selected to allow exploratory stratification of weight-related
profiles, extending partially beyond conventional categories proposed by the World Health
Organization and clinical cut-offs, taking into account more ecological/representative conditions. It
is important to note that the questionnaires' cut-off scores were used as screening indicators rather
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than diagnostic criteria, in line with their intended use. Therefore, the resulting categories should be
considered purely descriptive, providing a preliminary overview of potential risk patterns. They do
not reflect validated diagnostic groupings, nor are they derived from established clinical classification
systems.

2.5. Statistical Analyses

Statistical analyses were conducted using Jamovi (version 2.7.17). Two multiple linear regression
models were performed: one with the total EAT-26 score as the outcome and one with the total EDE-
Q 6.0 score. In both models, eating disorder risk was operationalized as a continuous total score, and
BMI, age, and gender were entered as independent variables. Given the gender imbalance in the
sample (76.3% women), additional regression analyses were conducted separately for women and
men for each outcome measure to reduce potential bias arising from unequal group representation
and to explore whether the observed associations differed by gender. Statistical significance was set
at p <0.05.

3. Results

3.1. Demographic Characteristics of Participants

The mean age of participants was 23.2 + 6.3 years. Mean height was 1.70 + 0.09 m and mean
weight was 61.5 + 13.8 kg, yielding a mean BMI of 21.78 + 4.22 kg/m?2. BMI could not be calculated for
2 participants (0.5%) who did not report their weight; however, these individuals were retained in
the sample because their EAT-26 and EDE-Q 6.0 scores were above the clinical cut-off for eating
disorder risk. According to WHO guidelines, 61.6% of participants were of normal weight, 19.7%
were underweight, and 18.2% were in the overweight or obese range (14.7% overweight and 3.5%
obese) (Table 1).

3.2. Clinical Risk Assessment of Eating Disorders

3.2.1. Eating Attitudes Test-26 (EAT-26)

The mean total EAT-26 score for the overall sample was 15.1 + 15.6, with 114 participants (28.4%)
scoring at or above the clinical cut-off of > 20 (Table 2). Across both the total sample and when
stratified by sex, the Dieting subscale consistently yielded the highest mean scores.

Table 2. EAT-26 total and subscale scores in the total sample and by sex.

Variable Total (n=401) Women (n = 306)
Men (n = 95)
Total score, M (= SD) 15.1 (+ 15.6) 17.7 (+ 16.8)
6.7 (+5.9)
>20, n (%)! 114 (28.4) 109 (35.6)
5(5.3)
Subscale score Total (n =401) Women (n =306)
Men (n =95)
Dieting, M (= SD) 9.3 (+9.5) 10.8 (+ 10.0)
45 (£4.7)
Bulimia and Food Preoccupation, M (+ SD) 2.8 (£3.8) 3.3 (4.0
1.2 (x2.1)
Oral Control, M (+ SD) 3.0(x4.2) 3.6 (£4.5)
1.1(x1.8)

Note. ! Percentages may not total 100 due to rounding. Clinical cut-off for eating disorder risk: EAT-26 total score
>20. EAT-26: Eating Attitudes Test-26; M: mean; SD: standard deviation.
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3.2.2. Eating Disorder Examination Questionnaire 6.0 (EDE-Q 6.0)

The mean total EDE-Q 6.0 score for the overall sample was 2.29 + 1.66, with 84 participants
(21.0%) scoring at or above the clinical cut-off of > 3.98. The proportions of participants exceeding the
respective subscale cut-offs were: Eating Concern, 28.2% (cut-off > 2.34); Weight Concern, 25.7% (cut-
off > 4.32); Shape Concern, 18.0% (cut-off > 5.35); Restraint, 17.2% (cut-off > 3.89) (Table 3).

Table 3. EDE-Q 6.0 total and subscale scores in the total sample and by sex.

Variable Total (n =401) Women (n = 306)
Men (n = 95)
Total score, M (£SD) 2.29 (£ 1.66) 2.6 (x1.7)
14 (x1.2)
>3.98, n (%)! 84 (21) 79 (25.8)
5(5.3)
Restraint, M (+SD) 1.93 (£ 1.71) 2.1 (x1.8)
1.3 (x1.3)
>3.89, n (%)! 69 (17.2) 63 (20.6)
6(6.3)
Eating Concern, M (+SD) 1.53 (= 1.61) 1.8 (x1.7)
0.7 (£0.9)
>2.34, n (%)! 113 (28.2) 104 (33.9)
9(9.5)
Weight Concern, M (+SD) 2.67 (£ 1.86) 3.0(x1.9)
1.6 (+1.4)
>4.32, n (%)! 103 (25.7) 98 (32)
5(5.2)
Shape Concern, M (+SD) 3.05 (= 1.93) 34 (x1.9)
1.9 (= 1.6)
>5.35, n (%)! 72 (18) 68 (22.2)
4(4.2)

Note. ! Percentages may not total 100 due to rounding. Clinical cut-off scores: Global score > 3.98; Restraint > 3.89;
Eating Concern > 2.34; Weight Concern > 4.32; Shape Concern > 5.35. EDE-Q 6.0: Eating Disorder Examination

Questionnaire 6.0; M: mean; SD: standard deviation.

3.3. Descriptive Risk Categorization Based on BMI and Clinical Scores

In the total sample, 45.4% of participants were classified as Healthy (HP), 18.2% as Restrictive
Risk (RR), 11.2% as Bulimic Risk (BR), 16.2% as Altered BMI (AB), and 9.0% as Altered Testing (AT)
(Figure 1a).

Given the marked gender imbalance in the sample (306 women and 95 men), the risk
categorization was also examined separately by sex. Among women, 38.6% were classified as HP,
23.5% as RR, 12.1% as BR, 15.7% as AB, and 10.1% as AT (Figure 1b). Among men, 67.0% were
classified as HP, 1.0% as RR, 8.4% as BR, 17.9% as AB, and 5.3% as AT (Figure 1c).
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Figure 1. Distribution of participants across operational risk categories based on BMI and EAT-26/EDE-Q 6.0

scores. Operational categories: Healthy Participants (HP), BMI 18.5-26.5 and scores below cut-off; Restrictive
Risk (RR), BMI < 20 and scores above cut-off; Bulimic Risk (BR), BMI > 24 and scores above cut-off; Altered BMI
(AB), BMI < 18.5 or 2 26.5 and scores below cut-off; Altered Testing (AT), BMI 20-23 and scores above cut-off.
These categories represent operational classifications for descriptive purposes only and do not correspond to

formal clinical diagnoses. (a) Total sample (n =401); (b) women (n = 306); (c) men (n = 95).

3.4. Multivariate Regression Analyses

The results of the multiple linear regression analyses are presented in Table 4. For the EAT-26 as
the dependent variable, the model explained approximately 14% of the variance in total scores (R? =
0.140). BMI showed a significant negative association with EAT-26 scores (f = -0.699; p < 0.001),
indicating that higher EAT-26 scores were associated with lower BMI. Age showed a significant
positive association (3 = 0.365; p = 0.002), indicating that higher EAT-26 scores were associated with
higher age (Figure 2); this result should be interpreted in light of the age distribution of the sample,
which was concentrated between 19 and 25 years (Figure 3). Gender was the strongest predictor (f =
8.037; p < 0.001): women scored approximately 8 points higher than men on average, though this
finding should be interpreted in light of the marked gender imbalance in the sample.

A separate regression model was fitted to predict total EDE-Q 6.0 scores using the same predictors
(R?2=0.104), accounting for approximately 10.4% of the variance. Gender was again a significant predictor
(p =1.278; p < 0.001), with women scoring approximately 1 point higher than men on the EDE-Q 6.0.
Neither age (3 =0.014; p =0.271) nor BMI (8 = 0.035; p = 0.080) reached statistical significance.

50+
(] .
o Age binned
= —
e 18-20
i -- 20-23

251 —~ 23-65

0.

0 10 20 30 40
BMI

Figure 2. Scatter plot of the association between BMI and EAT-26 total scores, stratified by age group (18-20,

20-23, and 23-65 years). Regression lines are displayed for each subgroup. A significant inverse association
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between BMI and EAT-26 scores was observed, indicating that higher BMI was associated with lower EAT-26
scores. The steeper slope of the regression line in older age groups indicates a stronger inverse association

between BMI and EAT-26 scores with increasing age.

63 [ Women
O Men
58
(o]
o
53
48 L
2 [+]
©
g 43
£
o
38
°
S 8
33 3
—_ 8
28 —_r
23 X 5
FaN
18 — —1

Figure 3. Box plot of the age distribution of the study sample. The horizontal line within the box indicates the
median; the marker indicates the mean; the box spans the interquartile range (Q1-Q3); whiskers extend to 1.5 x
IQR. Points beyond the whiskers represent participants whose age falls outside the interquartile range. A small

number of participants (16 women and 1 man) reported an age above 30 years.

Table 4. Results of multiple linear regression analyses for EAT-26 and EDE-Q 6.0 total scores.

Model Coefficients: EAT-26

R? Predictor Estimate t p
Total (n=401) 0.140
Age 0.365 0.116 3.13 .002**
BMI -0.699 0.182 -3.83 <.001**
Gender (1-0) 8.037 1.823 441 <.001**
Model Coefficients: EDE-Q 6.0
R? Predictor Estimate t p
Total (n=401) 0.104
Age 0.0139 0.0126 1.102 271
BMI 0.0346 0.0197 1.754 .080
Gender (1-0) 1.2780 0.1973 6.476 <.001**
Model Coefficients: EAT-26
R? Predictor Estimate t p
Women (n= 306) 0.0738
Age 0.383 0.133 2.88 .004**
BMI -0.947 0.231 -4.10 <.001**

Model Coefficients: EDE-Q 6.0
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R2 Predictor Estimate t p
Women (n= 306) 0.00602
Age 0.0135 0.0138 0.976 330
BMI 0.0216 0.0241 0.896 371
Model Coefficients: EAT-26
R? Predictor Estimate t )
Men (n=95) 0.0138
Age -0.0419 0.206 -0.203 .840
BMI 0.1777 0.157 1.133 .260
Model Coefficients: EDE-Q 6.0
R? Predictor Estimate t p
Men (n=95) 0.0737
Age 0.0165 0.0400 0.413 .680
BMI 0.0780 0.0304 2.569 .012%

Note. Tot: Total; BMI: Body Mass Index; EAT-26: Eating Attitudes Test-26; EDE-Q 6.0: Eating Disorder

Examination Questionnaire 6.0; Gender coded as 1 = women, 0 =men. * p <0.05; ** p <0.01.

3.4.1. Multivariate Regression Analyses in Female Participants

In the women subsample (n=306), the regression model for EAT-26 scores yielded an R? of 0.074,
indicating that approximately 7.4% of the variance in EAT-26 scores was explained by the predictors.
Age again showed a significant positive association (3 = 0.383; p = 0.004), and BMI showed a
significant negative association (3 = —0.947; p < 0.001), indicating that higher EAT-26 scores were
associated with lower BMI (Figure 4).

For the EDE-Q 6.0 in women, the model explained only 0.6% of the variance (R? = 0.006). None
of the included predictors were statistically significant (Table 4).

60+
~
\\
(] ~ .
o 407 RSN Age_binned
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Figure 4. Scatter plot of the association between BMI and EAT-26 total scores in women (n = 306), stratified
by age group (18-20, 20-23, and 23-65 years). Regression lines are displayed for each subgroup. Consistent with
the results for the total sample, a significant inverse association between BMI and EAT-26 scores was observed.

The steeper slopes of the regression lines in older age groups (blue and green dashed lines) compared to the
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youngest age group (red continuous line) indicate a stronger inverse association between BMI and EAT-26 scores

with increasing age.

3.4.2. Multivariate Regression Analyses in Male Participants

In the men subsample (n = 95), the regression model for EAT-26 scores explained approximately
1.4% of the variance (R? = 0.014). Neither age (f = -0.042; p = 0.840) nor BMI (3 = 0.178; p = 0.260)
reached statistical significance.

For the EDE-Q 6.0 in men, the model explained approximately 7.4% of the variance (R? = 0.074).
BMI showed a significant positive association (3 = 0.078; p = 0.012), indicating that higher EDE-Q 6.0
scores were associated with higher BMI (Figure 5). Age was not a significant predictor (3 =0.017; p =
0.680) (Table 4).
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Figure 5. Association between BMI and EDE-Q 6.0 total scores in men (n = 95), with a fitted regression line.
BMI was significantly and positively associated with EDE-Q 6.0 total scores.

4. Discussion

The present findings indicate that a significant proportion of Italian university students show
anthropometric profiles associated with potential nutritional risk. According to the WHO
classification, 37.9% of the sample had an altered BMI: 19.7% were underweight, and 18.2% fell within
the overweight/obese range. By comparison, according to ISTAT (2021) [31], 2.9% of the adult
population is underweight; the most recent ISTAT report (2023) [32] indicates that 46.9% is
overweight or obese.

In the present university sample, the underweight category is therefore more represented than
the national ISTAT figure, but it is consistent with the well-documented vulnerability of young
people in higher education to restrictive eating behaviors [33,34]. This discrepancy is further
supported by Eurostat data indicating that the 1624 age group has the lowest proportion of
overweight individuals in the EU (20.3%) compared to 50.6% across all adult age groups [35], and by
a study on 734 Italian university students reporting 5.6% of women in the underweight category [36].
Overall, the BMI distribution in our sample is consistent with that observed in other university
populations, both Western and non-Western. Okasha et al. [37] observed higher critical BMI values
in 319 university students in Cairo, with 35.8% of medical students and 24.7% of non-medical
students at risk for eating disorders. Kwilosz et al. [38] reported a prevalence of 24.02% overweight
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and 10.24% obesity in Polish students. Finally, Alzahrani et al. [39], in 404 Saudi students, identified
gender differences in BMI, with greater underweight in women (11% vs 2.4%) and greater
overweight/obesity in men (59% vs 40%), and an overall distribution of 7.2% underweight and 18.2%
obesity. Taken together, these data confirm that the university population has a higher rate of
nutritional risk profile than the general adult population, in line with international evidence. Caution
is nonetheless required when interpreting BMI-based results in the context of eating disorder
research. Alterations in BMI may arise from various medical and behavioral conditions not
necessarily related to EDs, making it an inadequate diagnostic indicator and, at best, a general
screening tool [40-43]. Furthermore, BMI is unable to capture the psychological dimensions central
to the diagnosis of EDs, such as distorted body image, weight-control behaviors, and associated
emotional distress, as defined in the diagnostic criteria of the DSM-5 and ICD-11 [44,45]. Recent
evidence suggests that dysfunctional eating behaviors and body dissatisfaction represent more direct
determinants of risk than the BMI alone [46].

In the present study, when EDs risk was assessed using the EAT-26, 28.4% of the sample
exceeded the clinical cut-off (>20). This value is higher than the 19.7% prevalence reported in a meta-
analysis of university populations [47], but it could be consistent with the increased risk observed in
the post-pandemic period, as we recruited participants from 2023 to 2026. In support of this
interpretation, a large-scale longitudinal study conducted in the United States reported an increase
in eating disorder symptomatology among university students between pre-pandemic and pandemic
periods [48]. Similar findings have been reported in Norway, where an increase in self-reported
eating disorder symptoms and diagnoses was observed among university students in recent years
[49]. The gender differences observed in the present sample, with a higher risk prevalence among
women (35.6%) compared to men (5.3%), are consistent with established epidemiological evidence
[21,25,33,34,38,50].

A further relevant aspect concerns the discrepancy between anthropometric and psychometric
results: while 37.9% of participants had an altered BMI, only 28.4% exceeded the EAT-26 clinical cut-
off. This suggests that a non-negligible proportion of the sample presents weight alterations not
necessarily associated with eating psychopathology. In quantitative terms, approximately 9.5% of
participants may be identified as at risk according to BMI for reasons not directly related to an eating
disorder, reinforcing the need to integrate specific psychometric tools.

The global EDE-Q 6.0 score exceeded the clinical cut-off in 21.0% of participants, with a clear
gender difference (25.8% of women vs. 5.3% of men). The EDE-Q 6.0, therefore, appears more
stringent than the EAT-26 in identifying clinical-level risk, with a prevalence gap of approximately 7
percentage points between the two instruments. This is consistent with the findings from studies
conducted in Western Asia, where EAT-26-based prevalence estimates (22.1%) were considerably
higher than those based on the EDE-Q (8.0%) [47]. It may be hypothesized that the EAT-26 is more
sensitive in detecting dysfunctional eating behaviors, while the EDE-Q 6.0 is more specific in
assessing clinical risk. A study comparing the two instruments for assessing eating attitudes appears
to confirm our hypothesis that the EDE-Q 6.0 exhibits moderate-to-high sensitivity and specificity in
male populations and tends to be less reliable among women [51].

Among the EDE-Q subscales, the highest rates were observed for Eating concern (28.2%) and
Weight concern (25.7%), followed by Shape concern (18.0%) and Restraint (17.2%). These findings
indicate that the cognitive and emotional dimensions of the relationship with body and food
represent central aspects of the observed risk, in line with the literature [37,52,53].

The use of the EDE-Q in prevalence studies remains relatively limited compared to the EAT-26.
The systematic review by Alsheweir et al. [54] indicates that most studies use screening tools such as
the EAT-26, while only a small number adopt the EDE-Q, suggesting its less frequent use in large-
scale studies in student populations.

The integrated risk classification, based on BMI, EAT-26, and EDE-Q 6.0, allowed a more
detailed characterization of risk profiles. Only 45.4% of participants were deemed risk-free, while
29.4% fell into clinical risk categories and 25.2% presented suspected risk conditions. The gender-
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stratified analysis confirmed that women had substantially higher rates of RR (23.5% vs. 1.0%) and
AT (10.1% vs. 5.3%), whereas men had a higher percentage of altered BMI without test-alteration risk
(17.9% vs. 15.7%). Overall, 54.6% of the sample did not fall into a fully healthy condition, highlighting
the relevance of the phenomenon. These operational categories are not intended as clinical diagnoses
and should be interpreted as exploratory descriptive classifications; nonetheless, they provide a
useful framework for identifying subgroups that may benefit from targeted prevention and early
intervention.

Regression analyses confirmed gender as the strongest predictor of risk. BMI showed different
associations in the two sexes: negative with the EAT-26 in women and positive with the EDE-Q in
men. These results may reflect a greater relevance of weight-related concerns in men with higher
BM], in line with the literature on male body dissatisfaction [55], although the small size of the male
subsample warrants caution. Consistent with this, recent evidence also shows higher rates of
underweight classification among women and a greater prevalence of overweight/obesity among
men in university samples [39].

Age emerged as a positive predictor of EAT-26 scores in both the total sample and the female
subsample, indicating that older students reported higher levels of dysfunctional eating attitudes.
This result should be interpreted in light of the age distribution of the present sample, strongly
concentrated between 19 and 25 years, with only a small number of participants over 30 years of age
(16 women and 1 man; Figure 3). The age effect may therefore not reflect a linear developmental
increase in vulnerability to eating disorders, but rather specific stress factors associated with more
advanced stages of academic training, such as thesis preparation [50,56-58].

Taken together, the present findings support the importance of a multidimensional approach to
eating disorder risk screening in university populations. The complementary use of anthropometric
and psychological tools enabled a more comprehensive risk characterization than a single approach
could achieve. Furthermore, the provision of personalized feedback to all participants represents an
innovative element that transforms the screening campaign into a first-level preventive intervention,
in line with evidence-based stepped-care principles, in which early risk identification is associated
with proportionate support [59].

The growing public health burden represented by eating disorders, especially in the post-
pandemic period, makes the university environment a critical and still resource-poor context for
preventive strategies. As documented in a 12-year French longitudinal study, the prevalence of EDs
among university students remained stable between 2009 and 2018, before rising sharply in 2021 [60].
A systematic review further confirmed an increase in disordered eating behaviors associated with
COVID-19, attributed to greater social isolation, emotional distress, and intolerance of uncertainty
[61]. In this context, the present study helps fill a gap in the Italian landscape by providing prevalence
data from a large sample of university students, a population that remains understudied compared
to adolescents.

Several limitations of the present study should be acknowledged. Recruitment via online self-
selection (social media, WhatsApp groups, and QR code posters) may have introduced selection bias,
overrepresenting individuals already sensitized to eating behaviors. Furthermore, weight and height
were self-reported rather than directly measured, introducing possible reporting bias, especially in a
population attentive to body image. The marked gender imbalance in the sample (Women: n = 306;
Men: n = 95) may have amplified gender effects in the regression models, while partly reflecting real
differences in prevalence and help-seeking. Finally, the cross-sectional design does not allow causal
inferences: although associations emerge between BMI, age, gender, and eating disorder risk, it is not
possible to establish their direction, nor to distinguish between direct causes and shared underlying
factors.

5. Conclusions

In conclusion, the present study provides evidence that a substantial proportion of Italian
university students, particularly women, present a risk of eating disorders, as detected through both
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anthropometric assessment and validated psychological screening instruments. The findings
underscore the importance of moving beyond BMI-based surveillance and adopting
multidimensional screening approaches in university settings, and highlight the need for targeted
preventive programs for this population.
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The following abbreviations are used in this manuscript:

AB Altered BMI

AT Altered Testing

BMI Body Mass Index

BR Bulimic Risk

COVID-19 Coronavirus Disease 2019

DSM-5 Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition
DXA Dual-energy X-ray Absorptiometry

EAT-26 Eating Attitudes Test-26
EDE-Q 6.0 Eating Disorder Examination Questionnaire 6.0

EDs Eating disorders

EU European Union

GBD Global Burden of Disease

HP Healthy Participants

ICD-11 International Classification of Diseases, 11th Revision
IOR Interquartile Range

ISTAT Italian National Institute of Statistics
M Mean

QR Quick Response (code)

RR Restrictive Risk

SD Standard Deviation

Us United States

W Women

WHO World Health Organization
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