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he aim of this study is to examine the validity of the Greek version of the Eating Disorder

Examination Questionnaire 6.0 (EDE-Q-6.0) in a sample of adolescent pupils. EDE-Q is a self

- report instrument that assesses attitudes and behaviors related to Eating Disorders (EDs).

A two-stage identification protocol has been applied to the 16 schools that agreed to par-
ticipate in the present study. Initially, 2058 adolescents, in class under the supervision of one re-
search assistant and one teacher, completed a Questionnaire on socio-demographic data, the Greek
EDE-Q-6.0 and the Greek Eating Attitudes Test (EAT-26) while their weight and height were measured.
Six-hundred and twenty six participants, who had scores on EAT-26=20 and/or were underweight
or overweight, were considered as "possible-cases" while the remaining 1432 pupils of the sample
were thought as "non-possible cases". At the second stage, parents of 66 of the participants identi-
fied as possible-cases as well as parents of 72 participants from 358 controls randomly selected from
the sample of "non-possible cases" agreed that their children would be examined by means of Best
Estimate Diagnostic Procedure. Participants meeting DSM-IV-TR Eating Disorders criteria were identi-
fied. Receiver Operating Characteristics (ROC) analysis was applied to reveal EDE-Q’s criterion validity.
The kappa statistic test was used as measure of agreement between categorical variables at EDE-Q
and at interview (the presence of objective binge eating episode, of self-induced vomiting, the use
of laxatives and of excessive exercise). The Discriminant and Convergent validity were assessed us-
ing the non-parametric Mann-Whitney U test and by means of the Spearman’s correlation coefficient,
respectively. Nineteen cases of EDs were identified [one case of Anorexia Nervosa (AN), 13 cases of
Eating Disorder Not Otherwise Specified (EDNOS), 5 cases of Binge Eating Disorder (BED)]. At the cut-
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off point of 2.6125 on the EDE-Q’s global scale the instrument screens with a sensitivity (Se) of 89.5%
and a specificity (Sp) of 73.1%, a Positive Predictive Value (PPV) of 34.7% and a Negative Predictive
Value (NPV) of 97.8% The same analyses for both sexes revealed a cut-off point of 2.612 for females
and of 3.125 for males on the global EDE-Q-6.0 score (Se=84.62%, Sp=73.33% for females and Se=
83.33%, Sp= 84.09% for males), yielding a PPV and a NPV of 35.5% and of 96.5% for females and 41.7%
and 97.4% for males, respectively. A very low agreement level, between EDE-Q and interview, was
observed regarding the presence of objective bulimic episodes (OBEs) [k=0.191 (SE=0.057)] and the
unhealthy weight control behaviors [k=0.295 (SE=0.073)]. Positive correlations were found between
EAT-26 and EDE-Q-6.0 for both global scale and subscales (rho=0.50-0.57). The results suggest that
EDE-Q-6.0, when using its global score, appears to be a proper screening tool for assessing the core
psychopathology of eating disorders in community samples in two-stage screening studies since it
distinguishes very well the cases from the non-cases. However, the assessment of the presence and
frequency of pathological behaviours which characterize EDs appears to be problematic since adoles-
cents, especially the younger ones, misunderstood terms like large amount of food and loss of control
or misinterpret the motivation for excessive exercise. Therefore, marked discrepancies were observed
between pathological behaviors self-reported at questionnaire and those detected at interview. We
may assume that giving participants more information regarding the definition of these concepts
may increase the accuracy with which the participants report these behaviors.
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Introduction

According to the Academy for Eating Disorders
position paper, eating disorders (EDs) are serious,
biologically based mental disorders associated
with the highest level of mortality and medical
complications of any psychiatric condition, with
impairment in emotional and cognitive function
and significant worsening in quality of life.'

Early detection of EDs, in order to provide ap-
propriate management, is critically important and
as an alternative to the clinical interview, which
is time-consuming, costly and needs specialized
interviewers, two-stage EDs identification proto-
cols have been developed. During the first stage,
through screening instruments, individuals who
are likely to have significant levels of eating pathol-
ogy are identified, while, in the second stage, the
clinical diagnostic interview is applied only to the
proportion of people identified as possible cases
during the screening.?

The Eating Disorder Examination Questionnaire
(EDE-Q) is a self-reported, present-state version

of the semi-structured clinical interview Eating
Disorder Examination (EDE), and has the advantage
to assess not only the eating disorder attitudes but
also the specific ED behaviors and their frequency.?
The psychometric properties of the EDE-Q have
been examined in depth and, according to a recent
review, the results revealed acceptable internal
consistency and test-retest reliability. In Greece,
the use of the EDE-Q is limited; up to now there has
been published a study regarding the reliability of
the EDE-Q,> however there are no studies about its
validity among adolescents.

The purpose of this study is to examine the va-
lidity of the Greek version of the EDE-Q-6.0 in a
sample of adolescents (aged between 12-18 years)
enrolled in secondary education.

Material and method
Overview

The study was carried out among secondary
school adolescents (aged between 12-18 years)
who live in northern Evros, a border prefecture of
northeastern Greece. The study was reviewed and
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approved by both the Pedagogical Institute of the
Hellenic Ministry of Education and by the Ethics
Committee of the General Hospital of Didymoticho,
Greece. Participation involved informed consent
from parents and pupils. From the 17 schools
which were contacted, 16 agreed to participate in
the study and for these schools a two-stage proto-
col was applied.

At the first stage, the students attending the
school on the specific day of the study and who
agreed to participate, in a single one-hour session
in class, completed the study’s questionnaires and
had their weight and height measured. The study
was presented as a research about the eating be-
haviors and body image concerns of adolescents.
The pupils were informed that their participation
was voluntary and they were assured of the con-
fidentiality of their answers. Based on specific cri-
teria pupils were classified as "possible" and "non-
possible" cases.

During the second stage of the study, the par-
ents of all possible cases and of a randomly select-
ed sample of non-possible cases were contacted
by phone and invited to visit the local Mental
Health Center of Orestiada, together with their
child, in order to be interviewed. They were kindly
requested to bring with them any recent medical
records of their child. Two reminder telephone
calls were made in order to increase the participa-
tion rate.

Measures

During the first stage of the study the following
questionnaires were administered:

a. An ad hoc questionnaire on socio-demograph-
ic data [age, gender (male-female), place of resi-
dence (rural-urban)].

b. The Greek version of EDE-Q-6.0: The current
version (EDE-Q-6.0) is comprised of 28 items that
focus on the past 28 days and allow assessment
of both the core pathology of eating disorders (22
items) and the frequency of disordered eating be-
haviors (6 items). The 22 items generate four sub-
scales scores (Restraint, Eating Concern, Shape
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Concern and Weight Concern) as well as a global
scale score which is the average of the four sub-
scales.? The frequency of the core ED behaviors is
assessed in number of episodes occurring in the
past four weeks. The Greek version was developed
following World Health Organization (WHO) guide-
lines for translation and cross-cultural adaptation
of self-reported measures in order to assure equiv-
alency between the original source and the target
version.® Both internal consistency and test-retest
reliability of the Greek EDE-Q-6.0 were examined
in a previous study which involved a sample of
257 adolescents, and both were found adequate
(Cronbach’s alpha coefficient for each of the EDE-Q
subscales as well as for the global score ranged
from 0.71 to 0.91, intraclass correlation coefficients
and Pearson’s correlation coefficients for each sub-
scale and the global score of the questionnaire
ranged from 0.55 to 0.70 and from 0.58 to 0.73, re-
spectively while Kendal tau b coefficients indicat-
ing the test-retest reliability of items assessing be-
havioral features ranged from 0.22 to 0.57).>¢

c. The Greek version of the EAT-26: EAT-26 is a
26-item questionnaire designed to identify abnor-
mal eating habits and concerns about weight and
it is probably the most widely used standardized
measure of symptoms and characteristics of ED.
A score exactly or above the cut-off score of 20 is
considered to be an indicator of a possible eating
disorder problem.? EAT-26 has been validated for
Greek adolescents.’

d. Anthropometric measures. All participants had
their weight and height measured in order to cal-
culate the body mass index (BMI). The participants
were classified as underweight, normal weight,
overweight and obese by comparing their BMI
with the BMI Percentile Charts of Greek Children
and Adolescents'? as follows: participants that had
BMI less than that corresponding to the 3rd per-
centile for their age and sex on the above men-
tioned charts were considered as underweight. In
addition, as proposed by the Obesity Task Force,"
pupils were considered overweight or obese when
their BMI exceeded the percentile curves that, at
the age of 18 years, pass through the BMI of 25 kg/
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m? and 30 kg/m? respectively. The remaining pu-
pils were considered as normal weight.

The adolescents were identified as possible cases
if they met at least one of the following three cri-
teria: (a) they had EAT-26 scores of greater than or
equal to 20, (b) they were underweight, or (c) they
were obese. All other adolescents were considered
as "non-possible" cases.

During the second stage of the study the parents
of pupils identified as "possible cases" as well as
parents of a randomly selected sample from pu-
pils identified as "non-possible" cases were invit-
ed, to visit —together with their child- the Mental
Health Centre of Orestiada. The pupils which
constituted the control sample were selected ac-
cording to the technique of systematic random
sampling. Specifically, during the first stage of the
study, when pupils delivered the questionnaires, a
researcher wrote a code number on the first page
of socio-demographic questionnaire. Two catalogs
were developed from all these code numbers for
"possible” and "non-possible cases", respectively.
From the catalog of "non-possible cases" were se-
lected, every fourth, the pupils who would become
the control sample. The Best Estimate Diagnostic
Procedure was used as the gold standard in order
to identify the cases of EDs. This procedure, apart
from the psychiatric interviews, employs all avail-
able sources of information (e.g. self-reported
data from individuals and also information from
family members and medical records) in order to
reduce diagnostic errors and its use is particularly
common in psychiatry because psychiatric illness-
es —-unlike their medical counterparts— have no
external validators such as laboratory tests or ra-
diological examinations.'>'* Moreover, individuals
with eating disorders, especially adolescents with
AN, are less likely to admit the presence of pathol-
ogy and have the tendency to minimize or deny
the presence of symptoms since they may not rec-
ognize their eating behaviors as problematic and
therefore their reports may not be accurate.' It
is obvious that parents’ reports are especially im-
portant as they are interested in eating patterns
of their children and may be able to recognize dis-
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turbed eating behaviors. Generally, there are two
forms of Best-Estimate Diagnostic Procedure. In
the first one, two or more clinicians, independently,
review the data and derive diagnoses, while in the
second one a team of diagnosticians examine and
discuss all data and by consensus arrive at best-
estimate diagnoses.' In the present study we used
the second procedure. Specifically, the interviews
of participants and their parents were conducted
by the first author, and subsequently a meeting
took place, which involved another two psychia-
trists. All accumulated data were discussed and di-
agnoses were determined by means of DSM-IV-TR
criteria for EDs.

Statistical analysis

Descriptive analysis was done using mean =*
Standard Deviation or median (Q1-Q3) for normally
or non-normally distributed continuous variables
and percentages for categorical variables. T-tests
were used to check for differences between con-
tinuous normally distributed variables. Chi-square
tests were used for the comparison of categorical
variables.

Internal consistency of the EDE-Q, total and sub-
scale scores, was tested by Cronbach’s alpha coef-
ficient.

To assess convergent validity scatter plots were
created to examine first graphically the nature
of association between EDE-Q-6.0 total and sub-
scales and EAT-26 (linearity, outliers). After that,
Spearman’s correlation coefficient was chosen in-
stead of Pearson’s, to better describe the above
relationships (a linear line could not always be as-
sumed to describe the associations, and outliers
were apparent in some cases).

The kappa statistic test was used as a measure of
agreement between categorical variables at the
EDE-Q-6.0 and at the interview with respect to ob-
jective binge-eating episode and unhealthy weight
control behaviors. The ability of EDE-Q-6.0 then to
discriminate between cases and non-cases (discri-
minant validity) was assessed using the non-para-
metric Mann-Whitney U test.
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Receiver operating characteristics (ROC) analy-
sis was conducted. Sensitivity, specificity, correct
classification and likelihood ratios were calculated
for all possible cut-off points of EDE-Q-6.0 global
score both for the whole sample and for females
and males separately. Finally, the EDE-Q-6.0 global
scores which provide the optimal compromise be-
tween sensitivity and specificity were determined.

The PPV and NPV of the EDE-Q-6.0 as well as an
area under the curve (AUQ), at the optimal cut-off
point, were also calculated. Results were consid-
ered statistically significant for p<0.05 (a=5%). All
analyses were conducted using STATA 9.1.

Results

The sample

Overall, n=2058 pupils participated on the first
stage of the study and provided data regarding
their eating attitudes and behaviors as like as an-
thropometric data. From them n=626 and n=1,432
were classified as "possible" cases and "non-possi-
ble" cases, respectively. From the 626 participants’
parents, who were classified as "possible" cases,
only 66 (10.5%) agreed to be interviewed. From the
358 participants’ parents, who were randomly se-
lected as controls from the sample of 1432 pupils

Table 1. Description of the sample at the two stages.
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who were classified as "non-possible" cases, only
72 (20.1%) agreed to be interviewed. So, one hun-
dred and thirty-eight adolescents and their par-
ents took part in the second part of the study.

A description of the sample at the two stages is
shown in table 1.

Out of the 2058 participants, 3.3% were classified
as underweight, 61.2% as normal weight, 24.4%
as overweight and 11% as obese. The EDE-Q-6.0
global score for females was 1.58 (SD=1.28) while
for males it was 0.99 (SD=1.03). Regarding the 138
pupils examined at the second stage, 5.3% of them
were underweight, 55.6% normal weight, 25.6%
overweight and 13.5% obese. Females’ EDE-Q-6.0
global score was 1.88 (SD=1.48) and males’ 1.73
(SD=1.42).

Considering the second stage interviewed sam-
ple (n=138), there were no statistically significant
differences between the pupils originally thought
as possible cases (n=66) and non-possible ones
(n=72), regarding age, sex and place of residence.
However, interviewed possible cases compared
to non-possible ones presented statistically sig-
nificant higher BMI [(24.6£6.2) vs (22.2+3.2), t=2.84,
p=0.005] and EDE-Q-6.0 global score [(2.65+1.35)
vs (1.14+1.16), t=7.08, p<0.000].

1st stage sample

2nd stage sample

(n=2058) (n=138)
Demographics
Age (mean=SD) 15.3+1.8 14.7+1.9
Sex (n%) Male 1045 (50.8) 50 (36.2)
Female 1013 (49.2) 88 (63.8)
Place of residence (n%) Urban 1459 (70.9) 118 (85.5)
Rural 599 (29.1) 20 (14.5)
BMI (mean=SD)
EDE-Q (mean=SD) 23.1+45 23.3+5.0
Global scale
Subscales
Restrain 1.28+1.20 1.83+1.46
Eating concern 0.96+1.17 1.46+1.51
Weight concern 1.58+1.52 2.17+1.69
Shape concern 1.77+1.63 2.52+1.92
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Internal consistency

Cronbach’s alpha coefficients were 0.96 for
EDE-Q global scale, 0.84, 0.80, 0.94 and 0.84 for
the Restraint, Eating concern, Shape concern and
Weight concern subscales respectively, indicat-
ing good internal consistency for all EDE-Q global
scale and subscales.

Assessment of binge-eating behaviors

On the EDE-Q, 55 participants from the 138 in-
terviewed, reported that they engaged in binge-
eating behaviors. However, the interview revealed
that only 9 actually presented objective bulimic
episodes (OBEs) [k=0.191 (SE=0.057)]. Among these
the number of OBEs on the EDE-Q and at the inter-
view ranged from 1 to 28 and from 1 to 20, respec-
tively.

Assessment of weight control
behaviors

The use of weight control behaviors was report-
ed by 46 participants on the EDE-Q but confirmed
by only 11 (23.91%) participants at the interview
[k=0.295 (SE=0.073)].

Sensitivity, specificity, positive
and negative predictive value

At the second stage, using DSM-IV-TR diagnostic
criteria, we detected 19 cases of EDs, 17 from those
originally identified as possible cases and 2 from
controls, 13 females and 6 males. One participant
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(female) met all DSM-IV-TR diagnostic criteria for
Anorexia Nervosa (AN) restrictive type. The other
18 participants met the criteria for Eating Disorder
not Otherwise Specified (EDNOS) among which
five were clinical cases of Binge Eating Disorder
(BED). Of the 13 cases diagnosed with EDNOS: 9
were sub-threshold clinical cases of AN restrict-
ing type (all criteria met except amenorrhea while
body weight was over and below the 85% of EBW
in 8 and 1 participants, respectively), 2 were sub-
threshold clinical cases of AN binge eating/purg-
ing type (all criteria met except amenorrhea and
body weight over the 85% of EBW) and 2 were
sub-threshold clinical cases for BN purging type
(all criteria met but frequency of binge eating and
compensative behaviors were lower than required).

The mean age of the cases group was 15.2 years
(SD=1.8) while that of non-cases was 14.5 years
(SD=1.9) (t=1.93, p=0.056). The mean BMI was 25.84
for the cases group and 21.70 for the non-cases (t=
5.75, p<0.001). From the 19 cases, six (31.5%) were
classified as obese (four males and two females)
and one (female) as overweight.

Tables 2 and 3 provide an overview of sensitiv-
ity, specificity, correct classification and likeli-
hood ratios at the various cut-offs of EDE-Q-6.0
for the whole sample of 138 cases and as well as
for females and males separately. The optimal
compromise between sensitivity and specific-
ity was achieved at a score of 2.6125 (5e=89.47%,

Table 2. Sensitivity, specificity, correct classification and Likelihood ratios for EDE-Q various cut-off points (n=138).

Cut-off point Sensitivity Specificity Corrected classification LR* LR~
24 100 70.59 74.6 34.0 0.0
2.6125 89.47 73.11 75.3 33.2 0.14
2.85 84.21 77.31 78.2 37.1 0.20
3.125 73.68 81.51 80.4 39.8 0.32
3.281 73.68 81.51 80.4 39.8 0.32
3.85 42.11 91.60 84.7 50.1 0.63
4.168 36.84 97.48 89.1 146.1 0.64
4.262 26.32 99.16 89.1 313.1 0.74

LR*=Positive likelihood ratio, LR"=Negative Likelihood ratio
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Table 3. Sensitivity, Specificity, correct classification and Likelihood ratios for EDE-Q various cut-off points for

females (n=88) and males (n=50).

Cut-off point Sensitivity Specificity Corrected classification LR* LR™
Females

24 100.00 72.00 76.14 35.7 0.00
2.612 84.62 73.33 75.00 31.7 0.20
2.875 76.92 76.00 76.14 32.0 0.30
3.137 69.23 81.33 79.55 37.0 0.37
3.5 46.15 86.67 80.68 34.6 0.6
4.243 30.77 97.33 87.50 115.3 0.7
Males

2.493 100.00 68.18 72.00 31.4 0.00
2.85 100.00 79.55 82.00 48.8 0.00
3.125 83.33 84.09 84.00 52.3 0.19
3.512 50.00 90.91 86.00 55.0 0.55
4.062 33.33 95.45 88.00 73.3 0.69
4.262 16.67 100.00 90.00 0.83

LR*=Positive likelihood ratio, LR"=Negative Likelihood ratio

Sp=73.11%) yielding a PPV of 34.7%, a NPV of 97.8%
and a likelihood ratio for a positive test of 33.2. In
addition, ROC analysis demonstrated an AUC of
0.88% (Cl={0.82, 0.94}) which, according to Swets,
indicates moderate accuracy.'®

The same analyses for both sexes revealed a
cut-off point of 2,612 for females and of 3,125 for
males on the global EDE-Q-6.0 score (Se=84.62%,
Sp=73.33% for females and Se=83.33%, Sp=84.09%
for males), yielding a PPV and a NPV of 35.5% and
of 96.5% for females and 41.7% and 97.4% for

males as well as a likelihood ratio for positive test
of 31.7 and of 52.3 for females and males, respec-
tively.

Discriminative validity

Scores on the EAT-26 and the EDE-Q-6.0 global
and subscales, for cases and non-cases are given in
table 4. Individuals who were diagnosed as cases
had significantly higher scores on both the EAT-26
and the EDE-Q-6.0 global and subscales’ scores
compared to non-cases.

Table 4. Values of the EDE-Q and the EAT-26 scales by eating disorder caseness.

Cases Non-cases Mann-Whitney U
(n=19) (n=119) z p
EAT-26 (mean=SD) 255*8.5 13.0£7.3 6.75 <0.001
EDE-Q (Q1-Q3)
Global scale 3.28 (3.1-4.26) 1.16 (0.39-3.11) 5.31 <0.001
Subscales
Restrain 3 (2.4-4.4) 0.6 (0.2-2.2) 5.08 <0.001
Eating concern 2.6 (1.4-3.6) 0.4 (0-1.6) 4.68 <0.001
Weight concern 3.8 (3.4-4.6) 1.6 (0.4-3.4) 4.25 <0.001
Shape concern 4.6 (4.1-5.25) 1.63 (0.5-4) 5.02 <0.001
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Convergent validity

Correlations between the EDE-Q-6.0 global and
subscale scores with the EAT-26 for the sample of
138 pupils are presented in table 5. The results re-
vealed moderate positive correlations from 0.50 to
0.57. The mean global score of the EDE-Q-6.0 for
participants with EAT-26 score of less than 20 and
greater than or equal to 20 was 0.95 (0.33-2.4) and
3.23 (2.4-4.14), respectively, and the difference was
statistically significant (M-W U test z=5.62, p<0.001).

Discussion

The aim of the present study was to examine the
criterion, convergent and discriminative validity of
the EDE-Q-6.0 in a sample of Greek adolescents
and to establish appropriate cut-off points for use
in screening a general population sample. Many
studies investigated the psychometric features of
the EDE-Q and provided normative data for com-
munity samples'’ but, to our knowledge, until to-
day, only two published studies indicated cut-off
scores which optimize its sensitivity and specific-
ity. These two studies involved women aged 18-
45, were conducted by Mond et al and based on
samples of 1,318 and 25 cases'® respectively, they
revealed cut-off scores of 2.3 [Se=0.83, Sp=0.96]"®
and 2.80 [Se=0.80, Sp=0.8019 on the global scale
of the EDE-Q.

The present study, based on the sample of 19 cas-
es, revealed values of sensitivity and specificity for
the EDE-Q-6.0, similar to those reported by Mond

Table 5. Spearman correlations between EAT-26 & EDE-Q
total scale and subscales (n=138).

EDE-Q & EAT-26 correlations Spearman’s rho

EDE-Q global scale 0.569

EDE-Q subscales

Restraint 0.539
Eating concern 0.510
Shape concern 0.529
Weight concern 0.501

All correlations are significant at the 0.01 level (two
tailed)
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et al."®" In this study we chose a cut-off point
which optimizes sensitivity since screening tests -
in opposition to diagnostic tests— aim to have high
sensitivity in order to include all potential cases, es-
pecially if they are used to identify serious diseases
that if missed could result in severe harm for the
patient.”” Anderson et al stated that the purpose of
screening for the presence of eating disorder is not
"necessary to determine an exact diagnosis... but
rather to identify individuals who are likely to have
significant levels of eating pathology and need fur-
ther assessment".? Taking this into consideration a
high sensitive instrument will be more suitable in
screening for ED despite the high number of false
positives which it yields.

The clinical cut-off score of 2,612 for females
falls between the values of 2.3 and 2.8 reported
by Mond et al'®' in the samples of adult women,
whereas for males, as far as we know, the research
is limited and until today only normative data re-
garding EDE-Q scores have been published. In the
present study, for male adolescents, the cut-off
score which had optimal sensitivity and specific-
ity was higher than that for females, but this find-
ing must be interpreted with caution on account
of the small number of male participants and the
preponderance of obese individuals, since values
of the EDE-Q were found to increase significantly
with BMI.?' However, this high value is in concord-
ance with that reported by Mond et al who found
a higher cut-off point which optimized the valid-
ity coefficients for overweight participants than for
normal weight ones (3.10 vs 1.98)."°

Related to compensatory behaviors (self-induced
vomiting, laxative misuse and excessive exercise)
discrepancies were found between question-
naire and those reported at the clinical evaluation.
Similar, Mond et al*? found that about 42% of the
participants who reported any self-induced vomit-
ing or laxative misuse on the questionnaire denied
these behaviors when they were questioned in a
face-to-face interview. Concerning exercise in a
compulsive way in order to lose weight or to pre-
vent weight gain, it seems possible that this ques-
tion on the questionnaire is misunderstood, and it
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is mostly perceived that it refers to body building
or to additional exercise for physical fitness and
sports competition rather than as a compensatory
behavior.

Similarly, a significant number of participants
reported binge-eating behaviors but the pres-
ence of true OBEs was confirmed in only a few of
them while the others, in fact, presented episodes
of overeating, frequently, during parties, family
celebrations, national or religious holidays. It was
stated that assessment of self-reported binge-eat-
ing in youth is especially problematic due to ambi-
guity of terms such as "large amount of food" and
"loss of control"?? and that giving participants more
information regarding the definition of binge-
eating may increase the accuracy with which they
report these behaviors on questionnaires like the
EDE-Q.**

In the present study we identified only one case
which completely fulfilled the strict diagnostic cri-
teria of DSM-IV-TR for AN and 18 cases of EDNOS.
These results are in concordance with those re-
ported by two-stage epidemiologic studies which
revealed that EDNOS is the most frequent diag-
nosis of EDs in adolescent samples.?>*° The high
frequency of EDNOS-AN which revealed in our
study is similar to that reported by Muro-Sans and
Amador-Campos who, in a sample of 1,155 adoles-
cents, aged 11-17 years, found 12 cases of EDNOS-
AN and 2 cases of EDNOS-BN.?' However, we have
to notice that no case of BN was diagnosed in the
present study in opposite with some similar studies
who reported, in addition to a significant number
of EDNOS, some cases of BN as well.?*3° Specifically,
Pelaez-Fernandez et al in a group of 332 possible
cases identified 28 cases of EDNOS, 3 cases of AN
and 22 cases of BN.”® Machado et al in a sample
of 2028 female adolescents diagnosed 48 cases of
EDNOS, 8 cases of AN and 6 cases of BN.?° Similar,
Vardar and Erzengin, interviewed 238 at risk par-
ticipants from an initial sample of 2907 adolescents
and found 44 cases of EDNOS, 1 case of AN and 23
cases of BN.>° However, compared with aforemen-
tioned studies, participants in the present study
recognized as having an ED, were younger (15.2+1.8
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vs 16.19+1.33% and 17.01+0.86%*). Pelaez-Fernandez
et al do not report mean age of their cases but
young adults were included in their sample, and it
appears that 64.1% of the cases were over 16 years
old.® It is well established, first, that the onset of
BN, compared to that of AN, occurs at an older age
with the majority of cases beginning during late
adolescence and, second, the partial syndromes
of BN are more prevalent among adolescents than
among adults.*? Younger age of our sample might
be an explanation of not identifying any case meet-
ing the strict diagnostic criteria for BN. Similar to
our results, Isomma et al, in a sample of adolescents
mean age 15.4 years, detected 2 cases of EDNOS-BN
but no case of BN.>* It is very possible the two cases
of sub-threshold BN, which were diagnosed in the
present study, represent early stages of a later full-
blown syndrome. However, we have to notice that
if we used the diagnostic criteria of DSM-V3* which
are wider, probably some cases of EDNOS would
become full cases of AN or BN.

Moderate positive correlations were found be-
tween the EDE-Q-6.0 and the EAT-26 for both
global and subscale scores. As far as we know only
one study examined the convergent validity of the
EDE- Q and the EAT-26 in an adolescent sample and
found similar results (r=0.497).*°

The results of the present study should be inter-
preted in the context of some limitations. A large
number of participants were assessed and more
than a quarter were considered as possible cases
according to selection criteria, but unfortunately
only a small proportion of them were interviewed.
In similar studies the number of participants who
did not participate in the interview was quite small
in comparison to that of the present study (au-
thors reported that they interviewed 69%,* 95%,2®
96.6% 26 and 99.5%° of those identified as pos-
sible cases). One explanation may be that in these
studies interviews were carried out at school, so
both children and parents did not have any con-
cern for this. On the contrary, in the present study
we chose to interview children and parents at the
local Mental health Center and perhaps this was
why some of them were reluctant to participate in



PSYCHIATRIKI 26 (3), 2015

the interviews. Another explanation may be that
parents did not recognize their children’s behav-
iors as problematic and consequently they did not
have any reason for further investigation. Lectures
to the Parents and Guardians Association in order
to inform parents about the aims of the study as
well as about the ED pathology did not increase
the rate of participation. As in all studies which use
self-reports the results can be affected by denial
and social desirability, especially when the study,
like the present one, involves individuals with eat-
ing disorders psychopathology which, deliberately
may omit, conceal or distort their symptoms*® or
t*” or delusional body
image beliefs,®® may not be aware of their illness
and may not admit that their behaviors are in fact
symptoms of a mental disorder. Moreover, since
the questionnaires were administrated in school
class in the presence of a researcher and a teacher,

due to an impaired insigh
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the fear of revealing personal information to class-
mates and teachers might made some participants
to minimize or hide their concerns and behaviors.

In addition, the small number of identified cases
on which analysis of validity coefficients was based
—although similar to those of Mond et al'®'- limits
the generalization of results.

To our best knowledge, this is the first study
which investigated the validity of the EDE-Q-6.0 in
a sample of Greek adolescents and provided cut-
off scores for both females and males. EDE-Q-6.0
was found to be moderately accurate in discrimi-
nating between individuals with eating disorders
and those without, and it demonstrates good
convergent validity. These results suggest that
EDE-Q-6.0, when using its global score, appears to
be a proper screening tool for assessing the core
psychopathology of eating disorders in commu-
nity samples in two-stage screening studies.

Eykupotnra tng €AAnvikng KOOXKH(
tou Eating Disorder Examination Questionnaire
(EDE-Q-6.0) ce deiypa €AARvev e@iBwv padnrwv

Y. Mhatokidov,! M. Zapakoupn,’ E. Kahapapd,? E. Mamayswpyiov,’
K. KoutpouPn,' X. FouAeptlakng,' E. NikoAdou," M. AsiBaditng’

'Kévtpo Wuyiknc Yyeiac Opsotiadac, Opeotidda,
2Wyyiatpikr KAvikr, latpikr ZxoAr, Anuokpitsto MNavemotriuio Opdkng, Aeéavdpoumoln, EAMGSa

Wuxatpikn 2015, 26:204-216

JKOTIOG TNG MEAETNG €ival n Slepelivnon TNG EYKUPOTNTAG TNG EAANVIKAG €KSOXNAG TOU EpWTNUA-
Tohoyiou Eating Disorder Examination Questionnaire 6.0 (EDE-Q-6.0) o€ deiypa eprifwv padn-
TWv. MNpokKertal yia éva auTOGUUTTANPOUUEVO EpWTNHUATOAGYLO e TO omoio alohoyolvTal OTACELG
KOl CUMTTEPLPOPEG TTOU oXeTiCovTal pe TIG Statapaxég mMPOoANYNG TPoPNG. Amotelegital amd 28 -
PWTNOEIC. BaBuoAoyoUvtal TO0O TO GUVOAIKO OKOpP Kal Ol 4 UTTOKAIHOKEC TOU £PWTNUATOAOYIOU
(meploptlopdg, avnouyia yia tn Stlatpo@n, avnouyia yla To oXfua Tou CWHATOC, avnouyia yla tTo
Bapog Tou cwpatog) 600 Kal n ocuxvotTnTa guPdviong enelcodiwv 6 TUMwWV dlatapaypévng ou-
pITEPLPOPAC Slatpo@ng [KaTavalwon acuvhBlota peyAAng moodTNTAC TPOPNG, AVTIOTAOUIOTIKEG
OUUTTIEPLPOPEC (AUTOTTPOKANOUHEVOC EUETOC, KATAVAYKAOTIKI) AOKNON, KATAXPNoN KaBapTikwv)].
>1a 16 oxoAeia Sdesutepofdaduiag ekmaidevong mou S€XTNKAV VA CUUUETACXOUV OTNV Mapolod
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€peuva, EQappooTnKe éva MPwWTOKOANo SUo @dAcewv. ApxIKd, 2.058 HaBntég, otn OXOAIKN TAéN
EVTOC plag SISAKTIKAG WPAC, Tapouaia evog HENOUC TNG EPEVVNTIKAG OUASAC Kal EVOC eKTTatdev-
TIKOU, CUMTTANPWOAV €va EpWTNUATOAOYIO SNUOYPAPIKWY XOPAKTNPIOTIKWY KABWG Kal TIG €A-
Anvikég ekdoxéc Tou EDE-Q-6.0 kat Tou EAT-26. EmmpooBétwg, ueTpriBnke To BAPOG Kal To UYOoC
TOUG. BAoel ouyKekplpévwy Kpitnpiwv ol padntég xapaktnpiotnkav wg «moavég» (n=626) kat
«UNn-mMOavég» (n=1432) mepimtwoelg Alatapayxwv MpdoAnPng TPo@r¢. ZuyKeKPLYEVa, ol pabnTég
BewpnrOnkav «mBavég» mepimtwoelg edv mapoucialav oto EAT-26 Babuoloyia ion 1 peyaAute-
pn tou 20, edv nTav Mimofapeic n €dv ATav maxvoapkol. Xtn SeVTEPN QAON, Ol YOVEIG TwV Tal-
Slwv mou avayvwpeioTnKav wg «mBaveey TTEPIMTWOELG KABWE Kal ol YOVEIG Twv matdlwv mou, and
TO GUVOAO TWV HAONTWV TTOU AVAYVWPIOTNKAV WG «UN-TIOAVEG» TTIEPITTWOELG, EMAEXTNKAV WG O-
pada eAéyxou, mpookARBNKav va emoke@Bolv padi pe ta maidid toug 1o Kévtpo Yuyikng Yyeiag
OpeoTiddac. O1 padntég mou amotélecav Tnv opdda ehéyxou emAéxTnkav pe tn Stadikacia Tng
OUOTNUATIKAG TuXaiag detypatoAnyiag amod 1o Seiypa Twv «un-moavwvy mepImTwoewyv. Ot Yoveig
66 HaONTWV —amod To GUVOAO TWV 626 HABNTWV- TTOU XOPAKTNPIOTNKAV WG «TTIOAVES TIEPIMTTWOELGY,
KaBw¢ Kat 72 pabntwv —amd 1o 6UVOAO TwV 358 HaBNTwv- mou EMAEXTNKAV WG OpAda eAEéyxou,
Séxtnkav va e€etaotolv ta matdid toug. H didyvwon t€0nke xpnotpomolwvtag Tnv KaAltepn
Avvath AlayvwoTikn EKTipnon n omoia, EKTO¢ amd TnV LATPIKK ouvévTeuén mepAapuPfdvel kal o-
AEG TIG TNYEG TANPOYOPLWV (T.X. TANPOYOPIEG amd Ta PEAN TNG OLKOYEVELAG, ATIO TO OLKOYEVELD-
KO 10TOPIKS KABWE Kal amd 10TPLKEG EEETACELG) UE OKOTIO TNV AaxIoTOTOINON TwV S1AYVWOTIKWY
AaBwv. Epapudotnke n avaluon Receiver Operating Characteristics (ROC) yia tnv €€étaon tng
Eykupotntag Kpitnpiov tou EDE-Q-6.0. H Alakpivouoa Eykupédtnta tou EDE-Q-6.0 kaBwg Kat n
Juvtpéxouoa Eykupdtnta avapeoa otic Babpoloyiec Tou EDE-Q-6.0 kat tou EAT-26 a&lohoyrifn-
KOV HE TO UN-TTAPAMETPIKO Te0T Mann-Whitney U a@evdg, Kal a@eTEPOU PE TOV UTTIOAOYIOUS TOU
OUVTEANEOTH ouoXéTiong Spearman. O cuvteleotri¢ Kamma tou Cohen xpnotpomolntnke mpokel-
pévou va a&lohoynBei o Babuog cuppwviag Twv KAaTNyoplkwy petafAntwy oto EDE-Q-6.0 kat otn
OUVEVTELEN, 0€ O,TL aPOopd OTNV TAPOUGIia TwV eMElCOSIWV LUTTEPPAYIAC KAl TWV AVTIOTABUIOTIKWY
OUUTIEPLPOPWV. BAoEl Twv S1ayVWoTIKWY Kpttnpiwv Tou DSM-IV-TR Siayvwotnkav 19 mepImTwoElg
Alatapaywv MpooAnwng Tpoeng (AMT) (uia mepimtwon Yuxoyevoug Avopediag, 13 mepImTWOoElg
ANT Mn KaBopilopevn ANIWG kat 5 mepimtwoelg Alatapayng Emeicodiakng Yrnepeayiag). Xto Sia-
yVwoTiké 6plo 2,6125 tng ouvoAikig Babpoloyiag n evaioBnoia, n 161KOTNTA, N BETIKNA TPOyVW-
otikA aia kal n apvnTik mpoyvwoTikn a&ia tou EDE-Q-6.0 Atav 89,5%, 73,1%, 34,7% kat 97,8%,
avtiotoixa. H avdhoyn avaluon ota 600 @UAa unédelée we «StayvwoTikd dpto» To 2,612 (yia Tig
OnrAelc) (evalobnoio=84,62%, 161kOTNTA=73,3%, OTIKN MPOYVWOTIKN a&ia=35,5%, apvnTiKr mpo-
YVWOoTIKA aia= 96,5%) kal 3,125 (yta Toug dppeveg) (evalobnoia=83,33%, €161koTnTa=84,09%), O¢-
TIKA TPOYVWOoTIKA a&ia=41,7%, apvnTtikA TpoyvwoTiKA aia=97,4%). EAdx10To¢ Kat pikpog fabuocg
oup@wviac mapatnpEninke og O,TL agopd oTnV mapouacia Twv emelcodiwv unepayiag [k=0,191
(SE=0,057)] Kal TwV avTIoTAOUIOTIKWV cupmeplpopwv [k=0,295 (SE=0,073)]. Téoo n cuvoAikr Bab-
poloyia 600 Kal ot BaBuoloyieg oTig umokAipakeg Tou EDE-Q-6.0 Bpébnkav va cuoxeTi(ovtal Be-
TIKA pe TN Badpoloyia Tou EAT (Spearman's rho=0.50-0.57). Ta anmoteAéopata umodeikviouy 0Tl
n eAANVIKA ekdoxn Tou epwTtnuatoloyiov EDE-Q -6.0, otn ouvoAikn tTng fabuoloyia, @aivetal va
amoTeNel €éva €ykupo gpyaleio yia tnv a§loAoynon tng Yuxomaboloyiag Twv AMT oToug épnoug
paBbntéc. QoT600, N aloAdynon TnE mapouaciag Kal TG ouxvotTnTag Twv dlatapaypévwy Slatpoel-
KWV CUPTTEPLYPOP WV, TTOU XapakTnpilouv Tig AMT, @aivetal va eivatl mpoAnpatiki kabwg ot épnpol,
KUPIWG ol vedTEPOL, TapavoolV 0poug OTwE acuviBioTa peydAn moodtnta TPOoPNG 1 aicbnon
ATTWAELOG EAEYXOU KAl TTAPEPUNVEVOLV TNV £VVold TNG AOKNONG ME €Vav KATavVayKaoTiké Tpomo. Q¢
€K TOUTOU, TTAPATNPNONKE HEYAAN AOUUPWVIa avApeca o 6oa SNAWBNKAV auTo-avagopIKA Kal
o€ 60a SlamoTwinkav otn cuvévteuén. MNpoobeteg mMAnpogopieg mou Ba amocapnvifouv autolg
TOUG 6pouG gival evdexouevo va ocupdlouy og peylotomoinon TnG akpifelag pe Tnv omoia ot
é¢pnpol Ba dnAwvouy, auto-avagopikd, TIG €V AOYWw CUUTTEPIPOPEC.

Né&eic eupeTnpiou: Alatapayég mpdoAnyng Tpo@ng, Greek Eating Disorder Examination-Que-
stionnaire-6.0, eykupotnTa, £pnot pabnTtéc.
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