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INTRODUCTION

Motivation to treatment in patients who suffer eating
disorder (ED) is a feature which has attracted great 
interest in recent years and which can be relevant in 

Summary

Introduction. The aim of the present study was  
the development of a self-reported instrument in Spanish 
to assess attitudes towa rds change in eating disord e rs (AC TA )
and to analyze its reliability and validity.

Methods. The questionnaire was elaborated following 
the transtheoretical approach of stages of changes, proposed
by Prochaska and DiClemente and using the clinical records
systematically registered regarding patients cognitions,
behaviors and emotions related to the disorder. It was
a d m i n i s t e red to 186 patients who where diagnosed an e a t i n g
disorder according DSM-IV criteria. Subsequently, the
process of refinement and validation of the scale was
initiated. Moreover, a set of self-reported instruments was
used to assess the eating disorder psychopathology: 
the Eating Attitudes Test (EAT), the Bulimic Investigatory
Test Edinburgh (BITE), the Eating Disord e rs Inve n t o ry (EDI-2)
and the Body Shape Questionnaire (BSQ). 

Results. The final version consisted of 59 items divided
into six subscales: precontemplation, contemplation,
d e t e rmination, action, maintenance and relapse. All of them
s h owed an internal consistency over 0.70 which corre s p o n d e d
to the six factor obtained after the factorial analysis.
Furthermore, the subscales were logically correlated to each
other and to the questionnaires measuring eating
psychopathology.

Conclusions. The present results suggest that the ACTA be
an easily administered, reliable and valid questionnaire,
which could be used withinthe motivational approach. 
This could provide interesting information regarding 
the knowledge of the therapeutical process.
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Resumen

Introducción. El objetivo del estudio era desarrollar un
cuestionario en español para evaluar la actitud frente al
cambio en los trastornos de la conducta alimentaria (ACTA)
y analizar su fiabilidad y validez en una muestra de
pacientes que sufren este trastorno. 

Métodos. El cuestionario se elaboró siguiendo el modelo
transteórico de los estados del cambio de Prochaska y
DiClemente y a partir de información clínica registrada
sistemáticamente acerca de las cogniciones, emociones y
conductas del paciente relacionadas con el trastorno. 
Se administró a 186 pacientes diagnosticadas de algún
trastorno alimentario según criterios del DSM-IV,
iniciándose posteriormente el proceso de depuración 
y validación. Además se usaron otros cuestionarios
autoaplicados para evaluar la psicopatología alimentaria,
el Eating Attitudes Test (EAT), Bulimic Investigatory Test
Edinburgh (BITE), Eating Disorders Inventory (EDI-2) 
y el Body Shape Questionnaire (BSQ). 

Resultados. La ve rsión final constaba de 59 ítems
d i s t ribuidos en seis subescalas: pre c o n t e m p l a c i ó n ,
contemplación, decisión, acción, mantenimiento y re c a í d a ,
todas ellas con una consistencia interna mayor de 0,70 y q u e
se correspondían de fo rma bastante aproximada con los seis
fa c t o res ex t raídos en el análisis fa c t o rial. Además las subescalas
se corre l a c i o n aban de fo rma lógica entre sí y con los
c u e s t i o n a rios que miden la psicopatología alimentari a .

Conclusiones. Los presentes resultados sugieren que el
ACTA es un instrumento de fácil administración con
adecuada fiabilidad y validez, cuyo empleo dentro del
enfoque motivacional podría aportar información de
utilidad en cuanto al conocimiento del proceso terapéutico.

Palabras clave: Trastornos de la conducta alimentaria.
Anorexia nerviosa. Bulimia nerviosa. Terapia
motivacional. Validación de cuestionarios. Evaluación
de la motivación. Actitud frente al cambio. ACTA.



re g a rd to prognosis and response to tre a t m e n t1 - 5. Howeve r,
analysis and assessment of motivation still pose many
conceptual and methodological difficulties. 

Miller and Rollnick opera t i ve ly define motivation as
a state of willingness or desire to change, which can
fluctuate and is influenced by many fa c t o rs but
which can increase the pro b ability for a person to
initiate, continue, and commit oneself to a specifi c
s t ra t e gy for change6. These authors used the tra n s -
t h e o retical model of ch a n ge proposed by Pro ch a s k a
and DiClemente. According to this model, in order fo r
their behavior to be ch a n ged, the individuals should
pass through fi ve or six states of change: 1. p re c o n-
t e m p l a t i o n: they do not admit to have a pro blem or
need for ch a n ge; 2. c o n t e m p l a t i o n: they know that they
h ave a pro blem, but still have not decided to ch a n ge .
This phase is ch a ra c t e rized by ex t reme ambiva l e n c e ,
and continuous consideration of pros and cons of
abandoning the pro blematic behavior; 3. decision or
p rep a ra t i o n: there is a future determination to ch a n ge ,
but it still has not been initiated; 4. a c t i o n: the indivi-
dual begins to modify his/her habits; 5. m a i n t e n a n c e:
ch a n ge is ach i eved, and 6. re l a p s e : it is considered as
one more phase within the process leading to ch a n ge .
D u ring the states of ch a n ge, diffe rent ch a n ge pro c e s s e s
activities which favor the pro gression through these
states are manifested. The authors identify 10 ch a n ge
p ro c e s s e s7. According to this appro a ch, not all c h a n ge
p ro c e s s is lineal, since the diffe rent states are altern a-
ting and can fo l l ow a «sw i n ging door» pattern until cul-
minating with the final ch a n ge of the dysfunctional 
b e h av i o r. The separation of each  phase is not cl e a r. In
fact, the same patient can simu l t a n e o u s ly show
thoughts or behav i o rs ch a ra c t e ristic of diffe rent stage s ,
and even more, the alternation of each of them can 
be ex t re m e ly fast, being influenced immediately 
by va ri ables of the setting. This includes methodo-
l o gical difficulties when instruments are designed 
to help analyze motivation to treatment in patients
with ED.

Up to now, most of the instruments used to assess mo-
t i vation to ch a n ge in eating behavior disord e rs have been
adaptations of questionnaires designed for addictive
behaviors and other problem behaviors8-10. Among few
questionnaires elaborated originally for ED, we find the
ANSOCQ (the anorexia nervosa stages of change ques-
tionnaire)5, specific for anorexia nervosa and the RMI
(the readiness and motivation interview)11 interactive
structured interview which requires training. The exis-
tence of rigorous validation studies in our language of
any of these is not known. 

The objective of this present investigation was to ela-
borate a questionnaire on the Attitudes towards change
in patients with eating behavior disorders (ACTA) in Spa-
nish, based on the theoretical approach of the phases of
changes proposed by Prochaska and DiClemente, and to
initiate the validation process, analyzing psychometric
properties of the questionnaire as well as the structure
of its components.

MATERIAL AND METHODS

Elaboration of the questionnaire

The elaboration of the questionnaire was the result of
the systematic examination of the change phases in pa-
tients who received ED treatment. The different attitu-
des, cognitions, emotions or type of relationships esta-
blished re g a rding the disorder or treatment we re
typified and classified in some of the change phases. The
information was obtained through the clinical interview
and follow-up of the patient by an experienced team
which knew the model of the change processes. This
made it possible to make a systematic registry and then
to write a preliminary questionnaire, following the re-
commendations found in the relevant bibliography on
methodological aspects related to health measures12.

The initial questionnaire was made up of 74 detailed
o rdinal questions on fi ve levels of Like rt like re s p o n s e s1 3.
The grading of each one of the questions in this scale with
five possible scores was better adjusted to the variability
of the change processes. The situations posed were not
limited to «all/nothing» type assessments, but rather 
we re more or less lasting states that could ra n ge betwe e n
both extremes. Thus, in the questionnaire, the subject
was requested to grade his/her response based on the
frequency with which the experience in question was
assessed («No/never (0), Rarely (1), Sometimes (2), Fre-
quently (3) or Yes/always (4)»). We established a central
value («sometimes») in order to be able to group not very
specific habits or those which could suppose a bias,
both if they shifted towards the columns that indicated
their presence («Yes/always» or «Frequently») as well as if
they did so towards those indicating their absence
(«No/never» or «Rarely»).

Considering the variability towards significant facts in
the patient setting that could temporally modify the atti-
tudes towards change of a subject and, in an attempt to
d e c rease the subjectivity in their responses, it was speci-
fi e d that «their situation in recent days was of interest».
The frequent presence of a specific behavior received
the maximum score (4) and its absence the least (0).
In fi ve questions, the score was the opposite. On the other
hand, it could occur that the situation described did not
adjust well to the «present» state of the surveyed person.
In these cases, they was recommended to  indicate the
box corresponding to «No/never».

Description of the subscales

The p re c o n t e m p l a t i o n subscale, initially made up of
12 items, re fe rs to the refusal to consider the pre s e n c e
of a disease. Discomfo rts or therapeutic re c o m m e n d a-
tions are attributed to misunderstandings or erro n e o u s
situations, but the possibility of a pro b able diagnosis of
eating disorder is never accepted. Using 14 initial
items, the c o n t e m p l a t i o n subscale re flects a state in
w h i ch the subject recognizes his/her eating pro bl e m .
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He/she acquires the awa reness of the existence of the
p ro blem, although its importance can be undereva l u a-
ted or a true disorder may not be admitted. The subject
s h ows no determination to begin to correct it. The De-
cision subscale is often undistinguishable from the con-
templation stage in some subjects. As it has been pre-
v i o u s ly mentioned, the diffe rence is found in the fa c t
that «a date has been gi ven» to the onset of the ch a n ge .
The subscale was also initially made up of 14 questions.
The action subscale re flects the ch a n ge in diffe re n t
a reas: cognitive (positive thoughts towa rds the re s o l u-
tion of the disorder), behavior (ch a n ge in habits for 
other more healthy ones), and affective (the problem is
perceived as an unpleasant fact that must be modifi e d ) .
This scale was initially made up of 16 questions. The
m a i n t e n a n c e subscale evaluates the stability of the
a ch i evements obtained in the action phase. This stage 
also overlaps gre a t ly with the previous phase and is made
up of 10 questions. Fi n a l ly, the behavior of the re l a p s e
subscale is independent from that of the other scales. It
can show diffe rent scores not related with the phase in
w h i ch the subject is found. This subscale measures the
p e rception the subject has of the ch a n ge process, re-
g a rdless of his/her motivation state. It is a subjective 
assessment of the wo rsening that the interv i ewed subject
m ay ex p e rience. T h e re are 7 questions and none is score d
in the opp o s i t e sense. 

Procedure

The study was performed in three stages:

— Stage 1. To study the validity of the content, the
initial version was reviewed by some experts. A pi-
lot study was performed to assess the viability of
the questionnaire which was distributed among a
group of patients and the normal population. They
were all asked if the questions were clear and
comprehensible in order to reduce the questions
the understanding of which was low. For this pha-
se of the study, 10 more questions which were not
fully comprehensible were added to the initial
questions of the questionnaire, in order to control
the possibility for the individuals to indicate their
understanding of the questions without the care-
full consideration of their contents. The subjects
who said that they understood more than 50% of
these incomprehensible questions were excluded
from the analysis. 

— Stage 2. The scale was administered to a sample of
patients with EBD to calculate the validity internal
consistency and reliability of the construct, and it
was re-administered after two weeks to calculate
the test-retest reliability.

— S t a ge 3. It consists of the longitudinal study of the
sample in order to assess its prognostic va l i d i t y. The
p re l i m i n a ry findings we re presented in another 
paper.

Subjects

The sample was made up of 186 patients who came
to re c e i ve treatment in the Eating Behavior Disord e rs
Unit of the Hospital Complex of Ciudad Real consecuti-
ve ly during the ye a rs 2000 and 2001. Mean age wa s
2 2 . 3 8 ± 6.83, and the sample was pre d o m i n a t e ly made
up of women (97.3%). Most had secondary studies (n= 86,
46.2%), 44 (23.7%) pri m a ry studies, 42 (22.6%) tech n i-
cal studies and 8 (4.3%) unive rsity studies. One patient
did not finish pri m a ry school. In re g a rds to civil status,
most 112 (60.2%), we re single without a part n e r, 41
(22%) had a boy f ri e n d / gi r l f riend, 24 (12.9%) we re ma-
rried, 2 (1.1%) divo rced with a new partner and 1
(0.5%) divo rced without a part n e r. The diagnoses which
t h ey re c e i ved, according to the DSM-IV cri t e ri a1 4 we re ,
by order of frequency: eating disorder not otherwise
s p e c i fied (EDNOS: 67, 36%), purg a t i ve bulimia (PB: 5 8 ,
31.2%), re s t ri c t i ve anorexia (RA: 34, 18.3%), purg a t i ve
a n o rexia (PA:14, 7.5%) and non-purgative bulimia (NPB:
13.7%). Mean evolution time of the disorder was 54.67
months (ra n ge: 2 to 300), somewhat more than half of
the patients initiating the treatment at this time (n = 1 0 4 ,
55.9%). Fo rty patients (21.5%) had undergone some pre-
vious treatment one to fi ve ye a rs befo re, 24 (12.9%) 
in the previous year and 18 (9.7%) more than 5 ye a rs 
b e fo re .

None of the patients included presented phy s i c a l
complications associated to their nu t ritional state (obe-
s i t y, diabetes mellitus or lipid disord e rs) or other org a-
nic disord e rs which re q u i red specific care or tre a t-
ment. Furt h e rm o re, patients who presented modera t e
or serious depre s s i ve symptoms, symptoms of intense
anxiety or other psych o p a t h o l o gy other than their 
eating disorder were excluded. None of the patients was
either included in another treatment pro gram other
than that perfo rmed in our center, all the thera p e u t i c
either  interventions, conconmitant drug treatment and
ch a n ges in their treatment we re re c o rded in their cl i n i c a l
rec o rd s .

Instruments

The patients were assessed by an experienced psy-
chiatrist and were diagnosed according to the DSM-IV
criteria for eating disorders (ED). As part of the ex a m i n a-
tion, a semistru c t u red questionnaire on socio-demographic
and clinical variables was administered. A series of self-
administered questionnaires for detection of eating psy-
chopathology was also used: 

E AT-40. Eating attitudes test1 5 has been va l i d a t e d
for the Spanish population1 6. It assesses diffe re n t
symptoms related with anorexia, analyzing three fa c-
t o rs: oral control, diet and bulimia. It also provides a
s eve rity index of the disord e r. The scores can ra n ge
f rom 0 to 120, 30 being the cut off point for the ri s k
population. 
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BITE. The Spanish ve rsion of the bulimic inve s t i -
ga t o ry test Edinburg h was used1 7 , 1 8. It has 33 items
that identify symptoms and seriousness of bulimic
b e h av i o rs using two subscales. S c o res over or equal to
20 indicate ab n o rmal eating p a t t e rn and presence of
b i n ging behavior and thus a high pro b ability of the
d i agnosis of bulimia.

EDI-2. The eating disorder inventory is a self-admi-
nistered questionnaire which assesses 11 different scales
related with eating disorders. The original instrument19

included three scales evaluating attitudes and behaviors
related with food and body image and five other more
general ones referring to clinically relevant psycholo-
gical traits (inefficacy, perfectionism, interpersonal dis-
trust, interoceptive awareness and fear of maturity). The
revised version (EDI-2) validated in Spanish20 adds three
other scales (asceticism, impulsivity and social insecu-
rity).

BSQ. The body shape questionnaire21,22 is a self-ad-
ministered questionnaire which evaluates degree of dis-
satisfaction with the body image, its cut off point being
105 point. 

Statistical analysis

P u rging of the subscales was perfo rmed by a homo-
geneity test and its re l i ability was analyzed with Cro n-
b a ch ’s alpha coefficient. Reproducibility was assessed
with the intra class correlation coefficient. To analy z e
the internal stru c t u re (construct validity) of the scale,
the fa c t o rial analysis was used with the method of
p rincipal components and oblimin rotation. To ex t ra c t
fa c t o rs, the a pri o ri c ri t e rion was used, in order to
ch e ck if the fa c t o rial stru c t u re of the questionnaire 
c o rresponded to the six prev i o u s ly described subesca-
les. With an 0.05 α s i g n i ficance level and 80% potency,
fa c t o rial loads greater than or equal to ± 0.40 we re
chosen for inclusion of items in a fa c t o r. When an item
p resented loads over 0.40 for two fa c t o rs, it was in-
cluded in that having the highest score. On the other
hand, in some case, a fa c t o rial load over 0.30 was con-
s i d e red acceptable when an item could not be incl u-
ded in any of the fa c t o rs using the 0.40 cri t e rion. The
statistical analysis was perfo rmed by means of the SPSS
V. 10.0 pro gram for Wi n d ow s2 3.

RESULTS

Purging and reliability of the scale 

Purging of each subscale was performed by excluding
the items haring a low correlation with the total score
(low homogeneity) and when their elimination impro-
ved the total reliability of the subscale. Equally, the ele-
ments whose correlation with its own subscale was 
greater than with any other scale were maintained. Table
1 shows the alpha reliability of each subscale before and
after eliminating the items which correlated less. Of the
74 initial items, 15 were eliminated, 59 items (appen-
dix 1) fi n a l ly remaining. Internal consistency coeffi c i e n t s
obtained in this sample we re high ( >0.72; p<0.001) for all
the subscales, indicating adequate homogeneity betwe e n
the items which made them up.

Table 1 also shows the intraclass correlation coeffi-
cients which measure the test-retest reliability of the
subscales of the questionnaire. These coefficients were
generally ≥ 0.72 except for the action (0.6411) and re-
lapse (0.6899) subscales.

Structural validation of the scale 
(construct validity)

The correlation matrix of the 59 items which were in-
cluded in the simplified scale showed an 0.816  Kaiser-
Meyer-Olkin index of sample adequacy, which indicates
high intercorrelation, and is thus indicative of the facto-
rial an a lysis being useful technique. Barlett’s test of 
s p h e ricity indicated that the determinant of the corre-
lations matrix was signifi c a n t ly diffe rent from one
(p < 0.001), therefore the factorial analysis of the items 
m a kes sense. In the va riance analysis, using the method of
principal components with oblimin rotation, it is seen
that the 6 factors obtained explained 52.217% of the va-
riance. Table 2 shows the structure matrix of the com-
ponents, as well as the self-value and percentage of the
variance explained by each of the six factors. All the
items of the relapse (R) subscale presented high coord i -
nate values  for the fi rst fa c t o r, which explains the 22.63%
of the variance. Furthermore, all the items of the pre-
contemplation (P) subscale presented elevated values
for the second fa c t o r, which explains 10.60% of the va ri a n-
ce and all the items of the action (A) subscale presented
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TABLE 1. Coefficient of Cronbach internal consistency and intraclass correlationn for the subscales 
of the ACTA questionnaire

Initial Cronbach Items eliminated Final Cronbach Test-retest

Precontemplation α 12 items = 0.8526 13, 19 0.8859 0.7827
Contemplation α 14 items = 0.7399 1, 8, 73 0.7429 0.8411
Decision α 14 items = 0.7768 5, 14, 17 0.7851 0.8644
Action α 16 items = 0.8084 25, 28, 39, 45, 51, 66 0.8663 0.6411
Maintenance α 10 items = 0.9007 None 0.9007 0.8813
Relapse α07 items = 0.8785 None 0.8785 0.7445
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APPENDIX 1. ACTA

Instructions

Below you will find a series of situations, thoughts or experiences which can be usual for you. Think about each of them and
put an X mark in the box which corresponds best to your situation in the last few days.

It is possible that many of the experiences described do not adapt well to your present state. In this case, it is preferable for
you to mark the column cor responding to «no/never».

No/
Rarely

Some-
Frequently

Yes/
never times always

1. There are times when I manage to have no thoughts about food □ □ □ □ □

2. I have no problem, all I want is to be left alone □ □ □ □ □

3. I can eat something «extra» thinking about overcoming my disease □ □ □ □ □

4. The effect food produces in my body terrifies me □ □ □ □ □

5. I can be relaxed and happy even when I have to eat in public □ □ □ □ □

6. I can get dressed without feeling anxious about how my clothes look □ □ □ □ □

7. Even if they insist, I am not going to change any of my eating habits □ □ □ □ □

8. Now I can say that I have overcome this disease □ □ □ □ □

9. In my mind, there are two persons, one the patient who ALWAYS 
dominates me and the other, the healthy person □ □ □ □ □

10. I can look at my obsessions as something that belongs to the past □ □ □ □ □

11. The others are exaggerating everything occurring to me □ □ □ □ □

12. To go out with my friends, I am influenced by whether 
we are going to eat out or not □ □ □ □ □

13. I doubt whether the others are right regarding my problem □ □ □ □ □

14. I would like to be left alone regarding my weight and food □ □ □ □ □

15. Eating time scares me □ □ □ □ □

16. I am not ill, I only don’t want to be fat □ □ □ □ □

17. Although I want to, I cannot change my eating habits □ □ □ □ □

18. After being better, my obsessions with food have returned □ □ □ □ □

19. I would like to overcome my obsessions, but without changing 
my eating habits □ □ □ □ □

20. I hope that someday people will tire of telling me I am ill and need to go 
to the doctor’s □ □ □ □ □

21. I can finally say that I am cured □ □ □ □ □

22. I have started to change my eating habits □ □ □ □ □

23. I depend on others start changing my eating behavior □ □ □ □ □

24. I have started to feel afraid again in regard to food or to binge eating 
and vomiting □ □ □ □ □

25. I would feel worse and worse if my eating problem continued □ □ □ □ □

26. I am trying to do what you tell me to be cured □ □ □ □ □

27. I attempt to avoid situations that obstruct my being cured □ □ □ □ □

28. I can eat everything without feeling any mistrust □ □ □ □ □

29. Not now, but some day I will have to decide to get rid of my problem □ □ □ □ □

30. I have doubts on whether I am really ill □ □ □ □ □

31. In future, I would like to begin to solve my eating problems □ □ □ □ □

32. I am not going to change my eating habits because my doctor 
or family tells me to □ □ □ □ □

33. I still have not decided, but if I wanted to, I would begin to 
do what I am told to do □ □ □ □ □

34. I am concerned about my health being affected by my eating habits, 
but I will change □ □ □ □ □



high loads for the fifth factor, which explained 3.24% of
the variance. Most of the items of the decision subscale
presented elevated loads for the third factor which re-
presented 8.774% of the variance. The items correspon-
ding to the contemplation subscale presented elevated
loads for the third and fourth factor. Finally, the items of
the main (M) scale presented elevated loads, predomi-
n a n t ly for the sixth fa c t o r. Alterwa rds, other possible mo-
dels we re analyzed. Inclusion of new fa c t o rs did not fa c i l i-
t at e the appearance of more diffe rentiated fa c t o rs than the
model of six and did so with factors having a limited
number of items difficult to interpret. Inclusion of five
factors did not contribute to explaining the information.
Summing up, the results indicate that the factors identi-
fied as first, second and fifth corresponded to the pre-
viously defined subscales from the theoretical-clinical
point of view as: precontemplation, action and relapse.

The sixth factor cor responded very closely to the main-
tenance subscale. The contemplation subscale was more
difficult to define than the decision subscale. 

Descriptive statistics and intercorrelations 
of the subscales

The total sample presented higher mean scores in the
action subscale followed by, in this order, decision, re-
lapse, contemplation, maintenance and precontempla-
tion (table 3). Although the patients scored higher in 
some of the states of change, they also tended to show
elevated scores in other related subscales, as indicated
by the Pearson correlation coefficients shown in table 4.
As it was to be expected, a moderate/high positive cor-
relation was found between the contemplation, decision
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No/
Rarely

Some-
Frequently

Yes/
never times always

35. I read all the information I can to help me get cured □ □ □ □ □

36. Although I still have not done so, I know what I would have to do 
in order to solve my disorder □ □ □ □ □

37. For some time, I have been more obsessed again with my 
physical appearance □ □ □ □ □

38. I am totally dominated by my obsessions □ □ □ □ □

39. There is no reason why I have to change my eating habits, they belong 
to my way of life □ □ □ □ □

40. I would have to begin to forget my problem □ □ □ □ □

41. I was better, but I am concerned again with my diet and physical appearance □ □ □ □ □

42. It is difficult for me to change my behavior, but I continue to make 
an effort to achieve it □ □ □ □ □

43. Later on, I will begin to eat as I am asked to □ □ □ □ □

44. To solve my obsessions I have changed some customs □ □ □ □ □

45. I think that my present way of eating is dangerous □ □ □ □ □

46. I am happy when I can dominate my obsessions □ □ □ □ □

47. I make an effort in small details to overcome m problem □ □ □ □ □

48. Fear of gaining weight paralyzes me to be able to change my diet □ □ □ □ □

49. I feel like I did at the beginning of my disease □ □ □ □ □

50. To feel better, someday I will begin to solve my problem □ □ □ □ □

51. Now I am concerned again more than before that I can gain weight □ □ □ □ □

52. I am pleased by any progress that improves my disease □ □ □ □ □

53. I wonder if the solution to my condition would be to lose weight □ □ □ □ □

54. I want to get rid of this problem, but I still do not feel strong enough 
to overcome it □ □ □ □ □

55. I can continue to eat everything or to not have binges or vomiting □ □ □ □ □

56. It is absurd that they want to make me change my eating habits □ □ □ □ □

57. Although I know that it is for my own good, I do not want to begin 
to fight against my problem yet □ □ □ □ □

58. I thought that I had been cured, but I have gotten worse again □ □ □ □ □

59. I have no health problem, I only like controlling my weight □ □ □ □ □

APPENDIX 1. ACTA (Continuation)



and relapse subscales and a moderate inverse correlation
b e t ween the maintenance subscale and those of 
contemplation and decision. Furthermore, the action
subscale was correlated inversely with precontempla-
tion and relapse and directly with maintenance.

Convergent and discriminant validity

Since other questionnaires validated in Spanish we re
not ava i l able to assess the motivational state at the time
when the study was perfo rmed, the conve rgent va l i d i t y

was studied by analyzing the relationship between the 
AC TA subscales with other measurements that this 
i n s t rument could supposedly be related with, such as 
eating psych o p a t h o l o gy. In ge n e ral lines, the results reve a -
led patterns consistent with expectations. In the fi rst pla-
ce, it must be stated that a high inve rse correlation wa s
found between the maintenance subscale with the EAT 
( r = 0.817; p < 0.01), with the subscale to thinness of 
the EDI (r = –0.729; p < 0.01) and with the BSQ 
( r= –0.530), as well as moderate inve rse correlations with
the remaining EDI and BITE subscales. Thus, the patients
who scored high on the maintenance subscale maintained
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TABLE 3. Descriptive statistics of the ACTA subscales

Subscale Mean 95% CI SD Range Interquartile range Skewness Kurtosis

Action 24.05 23.06-25.03 6.8 2.5-4.0 7.5 –0.534 0.381
Decision 21.47 20.44-22.51 7.1 0-38.6 7.8 –0.503 0.337
Relapse 20.15 20.15-18.54 11.1 0-40 15.72 –0.265 –0.846
Contemplation 18.96 17.91-20.00 7.2 0-32.8 10.00 –0.489 –0.301
Maintenance 15.01 13.60-16.42 9.7 0-39 14.00 0.589 –0.628
Precontemplation 13.90 12.67-15.13 8.4 0-34.2 12.29 0.569 –0.414

TABLE 2. Structure matrix of the components

1 (self-value: 13.58; 22.63% of the variance) 2 (self-value: 6.36; 10.60% of the variance) 3 (self-value: 5,26; 8.77% of the variance)

Variable Load Scale

49 0.821 R
50 0.752 C
54 0.751 R
61 0.716 D
64 0.690 R
24 0.689 D
26 0.667 R
33 0.667 R
6 0.658 C

62 0.637 R
72 0.572 R

4 (self-value: 2.40; 4.00% of the variance)

Variable Load Scale

70 –0.789 P
42 –0.732 P
52 –0.724 P
74 –0.616 P
3 –0.577 P

71 –0.564 D
10 –0.499 P
23 –0.367 P
29 –0.503 P
16 –0.458 P
21 –0.402 P

5 (self-value: 1.94; 3.23% of the variance)

Variable Load Scale

20 0.405 C
41 0.767 D
63 0.725 D
43 0.700 C
56 0.674 C
44 0.661 D
38 0.620 C
48 0.575 D
40 0.433 C
53 0.405 D
68 0.362 D

6 (self-value: 1.79; 2.98% of the variance)

Variable Load Scale

67 0.366 C
12 –0.545 C
32 –0.513 D
58 0.426 C

Variable Load Scale

37 0.549 M
18 0.511 M
22 0.705 M
7 0.575 M
9 0.440 M

Variable Load Scale

60 0.790 A
36 0.753 A
57 0.716 A
65 0.682 A
31 0.667 A
59 0.651 A
35 0.363 A
55 0.626 A
47 0.532 A
4 0.459 A
2 0.441 M

15 0.502 M
11 0.445 M
69 0.437 M

P: precontemplation; C: contemplation; D: decision; A: action; M: maintenance; R: relapse.



l ow scores on the questionnaires which assess eating psy-
ch o p a t h o l o gy. The action subscale also showed small and
m o d e rate inve rse correlations with the BSQ and the EAT,
BITE and EDI subscales. On the contra ry, the relapse subs-
cale was correlated with EAT, BITE, BSQ and the tendency
to thinness of the EDI in a highly positive way. The c o rre-
lation went from small to moderate with the re m a i n i n g E D I
subscales except perfectionism, with which there was no
c o rrelation. The correlation pattern was similar for the
contemplation and decision subscales, this being lowe r
for the precontemplation one. 

In the variance analysis, no influence of the diagnosis
on the scores in different subscales was found, adjusting
the effect of age and evolution time of the disorder. Sin-
ce the questionnaire was designed to assess attitude to
change regarding a pathological behavior, no compari-
son with the healthy population was performed . 

DISCUSSION

In the present paper, the psychometric properties and
findings of interest for the validation of the ACTA, the
first instrument developed in Spanish that assesses Atti-
tude towards change in patients with eating disorders,
are explained. On the contrary to previous questionnai-
res8-10, the ACTA has the advantage of being specifically
elaborated for ED. It is self-administered, which is consi-
dered by some authors as a disadvantage when evalua-
ting certain complex behaviors, because it is sometimes
difficult to determine what symptom the patient has in
mind when filling in the questionnaire24. However, it 
has the advantage at bond easy to apply and thus is sys-
tematically used in the initial evaluation and in the later
stages of the treatment. Knowing the attitude towards
change in the different times of the therapy allows for
having a better understanding of what the situation of
the patient is. Thus, it is a valuable tool in the clinical de-
cision making process and so improves the therapeutic
results. For example, an exclusively cognitive-behavior
approach applied during a phase in which the patient

has still not contemplated the idea of change has many
possibilities of failing. Thus, examining motiva t i o n
allows for a better adaptation of the interventions.

As it has been previously described, the questions on
the scale arose from the clinical experience with pa-
tients diagnosed some ED and within the viewpoint of
the states of change described by Prochaska and DiCle-
mente7. In agreement with it, six subscales were defi-
ned: precontemplation, contemplation, decision, action
and relapse, whose items demonstrated an elevated ho-
mogeneity, that is a high internal consistency. In addi-
tion, four of the six factors extracted from the factorial
analysis corresponded very closely to the subscales defi-
ned from the theoretical-clinical point of view. It was
more difficult to separate the contemplation subscale
from the decision one, which confirms the difficulty of
exactly measuring the two stages whose conceptual in-
dependence is debated. However, they were maintained
separately because it is jet to be interesting to consider
the difference, basically found in the establishment of 
a period to initiate the action. 

As it was expected, in regard the relationship with 
eating psychopathology, the patients who scored high in
contemplation, decision and/or relapse presented more
altered eating behavior, greater psychopathology and
dissatisfaction with their body image. On the contrary,
those who were in the action and maintenance phase
showed less alteration on the questionnaires on eating
psychopathology. This supplies information in regard to
the convergent validity. The diagnosis did not influence
the motivational state. To complete the study on the con-
vergent validity, it would be interesting to compare the
scores of the ACTA with other questionnaires that eva-
luate motivation, if these were validated in a future
investigation. 

The present study faced many methodological diffi-
culties, among them the fact that the patients can be in
different phases of change for very different problem be-
haviors (for example, a purgative anorexic subject may
be in the decision phase to eliminate vomiting behaviors
but in the precontemplation phase for the malnutrition
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TABLE 4. Intercorrelations between ACTA subscales

Subscale Precontemplation Contemplation Decision Action Maintenance Relapse

Precontemplation 1.000 0.397** 0.367** –0.331** –0.245** 0.310
Sig R (bilat) 0.000 0.000 0.000 0.001 0.000

Contemplation 0.397** 1.000 0.799** 0.009 –0.514 0.678**
Sig R (bilat) 0.000 0.000 0.900 0.000 0.000

Decision 0.367** 0.799** 1.000 0.132 –0.437** 0.631**
Sig R (bilat) 0.000 0.000 0.073 0.000 0.000

Action 0.331** 0.009 0.132 1.000 –0.387** 0.157**
R sig (bilat) 0.000 0.900 0.073 0.000 0.000 0.033

Maintenance –0.245* –0.514** –0.437** 0.387** 1.000 –0.657**
Sig R (bilat) 0.001 0.000 0.000 0.000 0.000

Relapse 0.310** 0.678** 0.631** –0.157** –0.657** 1.000
Sig S (bilat) 0.000 0.000 0.000 0.033 0.000

* The correlation is significant at the 0.05 level (bilateral). ** The correlation is significant at the 0.01 level (bilateral); 



stage). Other investigators have attem-pted to obviate this
d i fficulty using diffe rent questionnaires according to the
subtype of eating disorder, or through clinical interview
on the different symptoms11. The problem has been 
tried to be solved using generic questions on the eating
disorder, or recommending the response of «No/never»
when the situation does not specifically describe pa-
tients problem. Thus, the objective of the present ques-
tionnaire is to assess a general attitude, an approach to
the motivational state that the patient has towards
his/her problem, whose information should be taken as
a whole. This idea should also be applied to the inter-
pretation of the different subscales. The characteristics
of the process of change itself proves that when there
are high scores on some of the subscales, there are also
high scores in the related subscales. Thus, the patients
who s c o re high in contemplation tend to do so as well in
d e c i s i o n and to score low in maintenance. Those who
score high in action also do so in maintenance, with 
a low score in precontemplation and relapse. Thus, the
final information of the questionnaire should not be in-
terpreted categorically, but rather as a whole, conside-
ring the score of the rest of the subscales. 

Finally, the results of this study suggest that the ACTA
be an instrument easy to administer, reliable and valid
for the examination of motivation in ED patients. It very
cl o s e ly re flects the theoretical constructs it tries to measu-
re and they correlate logically with the scales assessing
eating psychopathology. Its use should be integrated 
within a more ge n e ral context that considers the study of
motivation as an essential part of the therapeutic plan-
ning. All this could supply for interesting information,
useful in regard to the prognosis or to the study of va-
riables associated to the passage from one motivational
state to another.
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