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Abstract

Objective: To examine the psychometric properties of the Parent Eating Disorder Examination 

Questionnaire (PEDE-Q), developed to improve eating disorder (ED) assessment among youth by 

including parents as informants.

Method: A multi-site, transdiagnostic sample of 355 adolescents with EDs completed the Eating 

Disorder Examination Questionnaire (EDE-Q) and their parents completed the PEDE-Q.

Results: The internal consistencies of the PEDE-Q subscales were on par with established 

EDE-Q ranges (.73 to .90), both when examined using the original four-factor EDE-Q subscales 

and the seven-item, three-factor subscales of the brief EDE-Q. Statistically significant medium- 

to large-sized correlations and poor to moderate levels of agreement were found between the 

corresponding EDE-Q and PEDE-Q subscales. Receiver-operator characteristic (ROC) curves 

showed that the PEDE-Q had a statistically significant area under the curve (AUC) to maximize 

sensitivity and specificity in diagnosing full-syndrome AN, whereas the EDE-Q did not. Based on 

chi-square analyses, the PEDE-Q identified a statistically significantly greater number of AN cases 

than the EDE-Q. The EDE-Q yielded a BN diagnosis more frequently than the PEDE-Q, although 

this difference was not statistically significant.

Discussion: Results suggest that the PEDE-Q has good psychometric properties and provides 

incremental information that can aid in the assessment and diagnosis of adolescents with EDs, 

particularly those with AN.
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Introduction

Eating disorders (EDs) are associated with significant cost and burden at the individual, 

familial, and societal levels and drastically reduce quality of life across a variety of 

domains (Ágh et al., 2016). ED incidence is higher in younger age groups (Deloitte Access 

Economics, 2020; Mitchison et al., 2020), placing adolescents at particular risk for the 

physical, psychological, and social impairment implicated in these disorders at a critical 

stage of growth and development (Micali et al., 2014; Neale et al., 2020; Stice et al., 2013). 

While EDs that present in adolescence can persist into adulthood and become severe and 

enduring in course, prognosis is more favorable for those cases that are identified closer to 

the time of illness onset (Allen et al., 2013; Bravender et al., 2007; Reas et al., 2000). At 

the same time, there exist unique challenges to ED case identification in its early stages and 

during childhood and adolescence (Becker et al., 2009; Couturier & Lock, 2006; Forney et 

al., 2017; Lebow et al., 2018; Le Grange et al., 2012; Loeb, Brown, et al., 2011; Loeb, Jones, 

et al., 2011; Micali & House, 2011; Vandereycken & Van Humbeeck, 2008; Viglione et al., 

2006), necessitating ED assessment methods specifically tailored to the adolescent patient.
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Denial of symptoms or symptom severity is a core feature of many ED presentations 

(Vandereycken & Van Humbeeck, 2008) that is especially likely among adolescents with 

EDs (Couturier & Lock, 2006; Loeb, Jones, et al., 2011; Viglione et al., 2006). Children 

and adolescents might deny or minimize their symptoms to avoid the potential consequences 

of treatment and parental intervention, or because of developmentally specific limitations in 

their appreciation for the long-term repercussions of risky behaviors, including risky eating 

behaviors (Loeb, Brown, et al., 2011). Moreover, certain constructs of the ED diagnostic 

criteria require a capacity for abstract reasoning and emotional awareness that many young 

people are still developing (Becker et al., 2009; Bravender et al., 2007; Micali & House, 

2011). Regardless of its underlying mechanisms, this underreporting complicates assessment 

and early treatment, thus increasing risk for chronicity and psychosocial impairment into 

adulthood.

The use of multiple informants is recommended in the assessment of childhood 

psychopathology (De Los Reyes et al., 2015; Kraemer et al., 2003) and, in light of the 

factors outlined above, may be particularly useful in the assessment of childhood EDs 

(Salbach-Andrae et al., 2008). Informants typically include parents, teachers, clinicians, and 

patients themselves, who can report on patients’ behavior in a variety of contexts and from 

the different perspectives fostered by each informant’s unique relationship to the patient 

(De Los Reyes et al., 2015). While the level of agreement between multiple informants is 

regularly only low to moderate (De Los Reyes et al., 2015), a systematic integration of the 

data will yield a more comprehensive assessment than reliance on patient report alone (De 

Los Reyes et al., 2015; Kraemer et al., 2003).

In the assessment of children and adolescents with EDs, parents are able to observe 

behaviors indicative of the psychological components of illness and notice evidence of 

behavioral symptoms that youth may not fully disclose (Loeb, Brown, et al., 2011). Previous 

studies have made minor adjustments to existing measures of ED pathology for their 

use with parents and compared parent ratings to youth scores. When interviewing youth 

with restrictive EDs and their parents, Couturier and colleagues (2007) found that parents 

reported more ED symptoms than their children, while Mariano and colleagues (2013) found 

good concordance between youth and parent informants. On a brief questionnaire measure 

of ED psychopathology, Accurso and Waller (2021b) found moderate youth-caregiver 

agreement for most ED attitudes and behaviors, although caregivers endorsed greater levels 

of dieting than their child while youth endorsed more driven exercise. However, when youth 

with binge-purge EDs have been assessed via interview, they reported more ED symptoms 

than their parents and produced scores that were not significantly different from ratings 

by clinicians (Couturier et al., 2007; Mariano et al., 2013). Overall, this limited body of 

literature underscores the value of including parents as informants in the assessment of 

youth with EDs and calls for parent-child measures that mirror one another in terms of 

wording and time period assessed.

To this end, Loeb and colleagues developed parent versions of the Eating Disorder 

Examination (EDE; Fairburn & Cooper, 1993) (PEDE) and the Eating Disorder Examination 

Questionnaire (EDE-Q; Fairburn & Beglin, 1994, 2008) (PEDE-Q) in collaboration with 

the original measures’ developer. While child and adolescent versions of these measures 
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were previously developed (Carter et al., 2001; Decaluwé & Braet, 2004; Goldschmidt et 

al., 2007), none included parents’ perspectives. A recent study by our group (Hail et al., 

2023) examined the PEDE’s performance when administered to parents of a clinical sample 

of youth with restrictive EDs. The reliability of the PEDE as measured by Cronbach’s 

alpha (range = .44 to .85) and the PEDE’s convergent validity or association and level 

of agreement with the EDE were in the range of what has been published for the EDE. 

Furthermore, the lack of a strong convergence (moderate Pearson correlations and poor to 

moderate intraclass correlation coefficients) between the PEDE and EDE scores suggested 

that parents provide different information from that obtained from youth self-report. Indeed, 

when examined diagnostically based on the Diagnostic and Statistical Manual of Mental 
Disorders (5th ed.; DSM-5; American Psychiatric Association, 2013) criteria for AN, the 

PEDE identified a greater proportion of cases than the EDE.

While interviews are preferred to self-report questionnaires in the assessment of EDs 

(Fairburn & Beglin, 1994), there are several advantages to questionnaire measures that 

justify their use (Decaluwé & Braet, 2004; Fairburn & Beglin, 1994). The primary objective 

of this study was to examine the psychometric properties of the PEDE-Q in a multi-site 

sample of youth with EDs. Specifically, this study sought to examine the reliability (i.e., 

internal consistency) of the PEDE-Q subscales and global score. The PEDE-Q’s convergent 

validity, or its relationship with an established measure of the same constructs (i.e., the 

EDE-Q), and the PEDE-Q’s criterion validity (i.e., its ability to predict full-syndrome ED 

cases) were also assessed. An additional aim was to compare rates of ED diagnosis based on 

parent report (PEDE-Q) versus youth report (EDE-Q) in a sample diagnosed with EDs by an 

ED clinician. It was hypothesized that:

1. Reliability: Cronbach’s alpha reliability coefficients for the EDE-Q and PEDE-

Q subscales would be consistent with those previously established for the EDE-

Q, which ranged from .70 to .93 (Berg, Peterson, et al., 2012; Grilo et al., 2015).

2. Convergent Validity: There would be a small, positive correlation and moderate 

agreement between the PEDE-Q subscales and the corresponding subscales 

of the EDE-Q. A significant positive relationship would indicate that the 

subscales are tapping into a similar construct. The lack of a good or excellent 

level of agreement may provide evidence that each reporter offers incremental 

information as part of a comprehensive ED assessment.

3. Criterion Validity: The PEDE-Q would more accurately identify a full-

syndrome ED diagnosis than the EDE-Q among participants with both full- and 

partial-syndrome EDs.

4. Diagnostic Agreement: The PEDE-Q would identify more clinically significant 

cases of AN and BN than the EDE-Q.

Method

Participants

Participants were youth and parent informants who presented to research-based ED 

treatment programs at five academic medical centers across the United States and Canada. 

Drury et al. Page 4

Int J Eat Disord. Author manuscript; available in PMC 2024 September 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Researchers at each site administered both the EDE-Q and the PEDE-Q as part of a routine 

research or clinical assessment and contributed deidentified baseline data to this study. ED 

diagnoses were assigned using a semi-structured clinical interview administered by licensed 

mental health providers, or under the supervision of a licensed mental health provider, 

and based on the criteria of the DSM-IV (American Psychiatric Association, 2000) or 

DSM-5, depending on the site or study. Some sites used median BMI to estimate expected 

body weight (EBW) while others based EBW on return to individualized historical growth 

patterns.

Data from the five sites were merged into an overall sample (N = 476), which was reduced 

to a clinical sample of youth with DSM-IV or DSM-5 AN or BN, DSM-IV eating disorder 

not otherwise specified (EDNOS), DSM-5 other specified feeding and eating disorder 

(OSFED), or a site-specific research category of subsyndromal AN (SAN; Loeb et al., 

2020). SAN participants, a research-specific presentation that would fall under EDNOS/

OSFED, were defined as youth at high risk for AN by virtue of meeting partial AN criteria 

with no prior history of AN. Because the overall sample was derived from clinical series 

and randomized controlled trials (RCTs) that focused on more restrictive eating disorders 

with shape and weight concerns, our resulting participant set did not include individuals with 

binge eating disorder (BED) or avoidant/restrictive food intake disorder (ARFID). Exclusion 

criteria were age under 12 or over 18; an ED diagnosis outside of AN, BN, EDNOS/OSFED, 

or SAN; or missing EDE-Q and/or PEDE-Q. These criteria excluded 28% (n = 121) of the 

original sample.

The final, transdiagnostic sample consisted of 355 youth between the ages of 12 and 18 (M 
= 15.5; SD = 1.7) with AN (41.4%, n = 147), SAN (11.6%, n = 41), BN (30.7%, n = 109), 

or EDNOS or OSFED (16.3%, n = 58). From this final sample, a subsample of youth with 

AN-spectrum restrictive EDs was also identified (n = 211; 59.4% of the total sample) for 

use in the criterion validity and diagnostic agreement analyses described below. This was 

done to capture a broader group characterized by clinically significant AN symptoms, which 

in youth can carry particular diagnostic ambiguity (Becker et al., 2009; Bravender et al., 

2007; Couturier & Lock, 2006; Loeb, Brown, et al., 2011; Loeb, Jones, et al., 2011; Micali 

& House, 2011; Viglione et al., 2006). This subset consisted of participants with diagnosed 

AN and SAN, as well as participants with other forms of EDNOS/OSFED (n = 23) who had 

engaged in dietary restriction leading to a below-expected weight (percent EBW ≤100%) 

and who did not meet criteria for BN or BED. In addition, a BN-spectrum subsample (BN n 
= 144; BN EDNOS/OSFED n = 5) was identified to specifically assess criterion validity in 

these disorders.

The majority of participants were parent- or self-identified as female (93%) and White 

(75.1%), with 9.6% identifying as Hispanic, 6.2% as Asian, 2.8% as Black, 5.1% as biracial, 

and 1.1% as other. Most PEDE-Qs were completed by participants’ mothers (84%); 7.5% of 

questionnaires were completed by fathers, 7.5% were completed collaboratively by multiple 

caregivers, and 1.1% were completed by a non-parent caregiver. Average duration of illness 

was 1.4 years (SD = 1.3). Other participant and caregiver demographic information was not 

reported consistently across sites.
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Participants’ percent EBW (M = 105.4; SD = 22.9) was calculated using site-generated 

EBW and the weight reported by the clinician when available; otherwise, the weight 

reported by the parent was used. A paired samples t-test revealed no significant difference 

between clinician-measured weight and parent-reported weight in cases where both values 

were provided (n = 163; t(162) = −1.24; p = .22, d = −0.10).

Measures

Eating Disorder Examination Questionnaire (EDE-Q) Version 6.0—The EDE-Q 

(Fairburn & Beglin, 1994, 2008; Mond et al., 2014) is a measure of ED pathology based on 

the Eating Disorder Examination interview (EDE; Fairburn & Cooper, 1993). Concentrating 

on the past 28 days, the most recent version of the questionnaire comprises 28 items that ask 

participants to rate on a 0 to 6 scale the frequency or severity of ED symptoms, behaviors, 

and beliefs. Respondents rate eight severity items using a 7-point rating scale (0 = “Not at 

all;” 6 = “Markedly”), while 14 key ED cognitions and behaviors are measured in terms of 

the number of days on which they occur (0 = “No days;” 6 = “Every day”). The measure 

also assesses for six binge eating and compensatory behaviors by asking respondents to fill 

in the appropriate number of days or times that they have engaged in those behaviors.

EDE-Q Subscales: Specific EDE-Q items are averaged together to create four subscales: 

Restraint, Eating Concern, Shape Concern, and Weight Concern. These subscales are also 

averaged together to calculate an overall global score. While the EDE-Q has been found 

to have high reliability and validity (Berg, Peterson, et al., 2012), numerous studies have 

failed to replicate its theoretically proposed four-factor structure in factor analyses (Jenkins 

& Rienecke, 2022). Thus, Grilo and colleagues (2013) developed a brief, seven-item, three-

factor structure supported by factor analysis; the resulting subscales are Dietary Restraint, 

Shape/Weight Overvaluation, and Body Dissatisfaction. Across samples, these modified 

subscales have demonstrated improved internal consistency and convergent and discriminant 

validity, with less overlap and redundancy than the original EDE-Q subscales (Grilo et al., 

2015). Despite consistent support for this brief version, the global score generated by the 

longer EDE-Q and its four subscales remains a widely used measure of ED pathology, 

particularly as an indicator of treatment outcome (Jenkins & Rienecke, 2022; Machado et 

al., 2018).

Parent Eating Disorder Examination Questionnaire (PEDE-Q)—The PEDE-Q 

version 1.4 asks parents to report on ED symptoms and behaviors that they have observed 

in their child in the previous 28 days. Its content and scoring scheme mirror those of the 

EDE-Q. In responding to the questionnaire, parents are asked to give their best estimate, 

considering what they know about their child, what they have observed in their child, and 

what others might have told them about their child. Under these guidelines, parents use 

a 7-point scale to rate their child’s symptoms in terms of severity (0 = “Not at all;” 6 

= “Markedly”) or frequency (0 = “No days;” 6 = “Every day”). Parents also indicate the 

frequency of binge eating and purging. While many questions relate to a child’s internal 

experience, items for which there are clear behavioral indicators of the corresponding ED 

symptoms prompt for those indicators. Table 1 highlights sample items that were most 

elaborated to prompt for behavioral indicators of eating, weight, and shape concerns, binge 
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eating, and compensatory behaviors. In addition to reporting their child’s age, weight, and 

height, parents indicate whether or not their child is currently at their thinnest. If their 

child has lost weight, parents respond to questions regarding their child’s reactions to their 

weight (e.g., “Have they expressed verbally that they want to be thinner than a normal 

weight?”; “Have they rejected advice or prescription to increase their weight or to stop 

losing weight?”). The PEDE-Q version 1.4 was developed from the EDE-Q version 6.0 and 

used by all participating sites for the present study.

PEDE-Q Subscales: Consistent with the EDE-Q, the PEDE-Q produces four subscales 

(Restraint, Eating Concern, Shape Concern, and Weight Concern) and an overall global 

score. As the PEDE-Q’s psychometric properties have not yet been established using either 

the original four-factor subscales or the seven-item, three-factor subscales of the brief EDE-

Q, both factor structures were included in the current study’s reliability and convergent 

validity analyses.

Statistical Analyses

Reliability – Internal Consistency—All statistical analyses were conducted using IBM 

SPSS Statistics for Mac, Version 27.0. To evaluate the internal consistency of the original 

(i.e., four-factor) and three-factor subscales and global score of the EDE-Q and PEDE-Q, 

Cronbach’s alpha coefficients were used. As suggested by George and Mallery (2003), 

Cronbach’s alpha values less than .5 were considered unacceptable, greater than or equal 

to .5 poor, greater than or equal to .6 questionable, greater than or equal to .7 acceptable, 

greater than or equal to .8 good, and greater than or equal to .9 excellent.

Convergent Validity—The convergent validity of the PEDE-Q was assessed through its 

relationship and level of agreement with the EDE-Q. Bivariate Pearson correlations were 

calculated between the EDE-Q and PEDE-Q subscales (original and three-factor) and global 

scores for the entire, transdiagnostic sample. According to Cohen’s (1988) conventions, .10 

was considered a weak or small correlation, .30 medium, and .50 or larger strong or large. 

The level of agreement between the EDE-Q and PEDE-Q subscales and global scores was 

measured using a two-way random effects model (absolute agreement, average measures) 

intraclass correlation coefficient (ICC), with observations nested within patient-caregiver 

dyads. Based on the 95% confidence interval of the ICC estimate, values less than .5 were 

considered evidence of poor agreement, between .5 and .75 moderate agreement, between 

.75 and .90 good agreement, and greater than .90 excellent agreement (Koo & Li, 2016).

Criterion Validity – ROC Curves—Using clinician diagnosis as a benchmark for 

presumed accuracy, the criterion validity of the PEDE-Q and EDE-Q global scores were 

evaluated with receiver-operator characteristic (ROC) curves. This methodology plots each 

score’s sensitivity against its false-positive rate (i.e., 1-specificity) to test its performance in 

predicting ED diagnosis. The area under the curve (AUC) summarizes the predictor’s overall 

accuracy and identifies the point or threshold at which each predictor achieves the greatest 

degree of sensitivity and specificity. ROC curve analyses were conducted to determine 

which measure had the greatest AUC and yielded the maximum combination of sensitivity 

and specificity in predicting a diagnosis of full-syndrome AN from the AN-spectrum 
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subsample and a diagnosis of full-syndrome BN from the subsample of participants with BN 

and non-restrictive EDNOS/OSFED. For the purposes of the AN analysis, diagnoses were 

dichotomized into full-criteria AN and restrictive/AN-spectrum designations (SAN/EDNOS/

OSFED). The parallel BN-spectrum ROC analysis could not be conducted because of the 

limited variability in the sample, with only 5 BN-negative (i.e., BN of limited frequency 

and/or duration) of 149 possible participants (3%). The optimal cutoff was defined as the 

score that maximized sensitivity and specificity. Following guidelines from Swets (1988), 

AUC values ≤ .50 were defined as non-informative, .51-.70 less accurate, .71-.90 moderately 

accurate, and .91-.99 highly accurate.

Diagnostic Agreement—The diagnostic agreement between the PEDE-Q and EDE-Q 

was assessed using previously developed algorithms (Berg, Stiles-Shields, et al., 2012; Loeb 

et al., 2020), chi-squared tests, and Cohen’s kappa. Diagnostic items on these measures were 

dichotomized based on clinical cut-off scores (Berg, Peterson, et al., 2012; Carter et al., 

2001) such that a rating of 0–3 indicated that the item was not diagnostically severe and a 

rating of 4–6 indicated diagnostic severity (see Table 2 for the full criteria and items used to 

assess diagnostic agreement). Because all participants in the AN-spectrum subsample were 

clinically underweight, only those items that correspond to DSM-5 criteria B (i.e., Fear of 

Weight Gain) and C (i.e., Feelings of Fatness and/or Importance of Shape and/or Importance 

of Weight) were examined.

To assess diagnostic agreement for BN, all DSM-5 criteria were dichotomized based on the 

frequency and severity of the PEDE-Q and EDE-Q items that correspond to each criterion. 

Criteria A and C were considered to have been met if participants or their parents reported 

eating an unusually large amount of food and experiencing a sense of loss of control over 

eating at least four times in the past 28 days (i.e., at least once per week). Self-induced 

vomiting frequency (at least four times in the past 28 days) was the only compensatory 

behavior considered for Criterion B because it is the most frequently reported among 

adolescents (Binford & Le Grange, 2005), and other forms of compensatory behaviors were 

not consistently reported across sites (these items did not inform the subscale or global 

scores). Notably, of those participants who did report engaging in another compensatory 

behavior (n = 21; specifically, laxative misuse or diet pill use), all but three (85.7%) 

were also vomiting. Items corresponding to Criterion D (i.e., importance of shape and 

importance of weight) were considered diagnostically significant using the clinical cut-off 

scores described above.

Chi-squared tests compared the diagnostic frequency of the PEDE-Q to that of the EDE-

Q, exclusively among those participants diagnosed with a restrictive ED or BN by an 

ED clinician using a semi-structured clinical interview. Greater diagnostic frequency was 

considered to represent greater diagnostic accuracy based on the assumption of the clinician-

assigned diagnosis as the gold standard benchmark for these analyses. Cohen’s kappa values 

were then derived between the PEDE-Q and the EDE-Q. As recommended by Landis and 

Koch (1977), kappa values of 0 to .2 were considered slight agreement, .21 to .40 fair, .41 to 

.60 moderate, .61 to .80 substantial, and .81 to 1.0 almost perfect.
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Results

Reliability - Internal Consistency

Table 3 shows the descriptive statistics and Cronbach’s alpha coefficient values for the 

entire sample. Cronbach’s alpha coefficients ranged from good to excellent (.80 to .95) for 

the original EDE-Q subscales and global score and acceptable to excellent (.73 to .90) for 

the PEDE-Q. When examined using the three-factor subscales, the internal consistency of 

the EDE-Q was good to excellent (.84 to .91); Cronbach’s alpha coefficient values for the 

three-factor subscales of the PEDE-Q fell in the good range (.81 to .83).

Convergent Validity

Tables 4 and 5 provide the results of bivariate Pearson correlations and estimates of inter-

rater agreement (ICCs) between the EDE-Q and PEDE-Q subscales and global scores. 

Transdiagnostically, there were significant medium- to large-sized Pearson correlations 

(range = .41 to .53) and moderate agreement (ICC range = .58 to .69) between the 

corresponding original subscales and global scores. All of the original PEDE-Q subscales 

were most highly correlated with their respective EDE-Q subscales with the exception of the 

PEDE-Q Eating Concern subscale. Likewise, all three-factor PEDE-Q subscales most highly 

correlated with the corresponding three-factor EDE-Q subscales (range = .32 to .45). ICCs 

showed moderate agreement between the Restraint and Body Dissatisfaction subscales (ICC 

= .59); there was poor agreement between the Shape/Weight Overvaluation subscales (ICC = 

.46).

Criterion Validity – AN ROC Curves

Figure 1 displays the ROC curve results for the PEDE-Q and EDE-Q global scores, and a 

third curve that used the greater of the two global scores as the predictor (i.e., maximum 

global score). This third variable was included because given the seriousness of EDs and 

their potential to become worse or chronic (Micali et al., 2014; Neale et al., 2020; Stice 

et al., 2013), an initial false positive diagnosis is considered to carry less risk than a false 

negative. The maximum global score ranged from 0.21 to 5.76 (M = 3.38; SD = 1.47) and 

was generated by the PEDE-Q global score (range = 0.00 to 5.76) for 55.5% of participants 

(n = 117) and by the EDE-Q global score (range = 0.00 to 5.64) for 44.5% of participants (n 
= 94). The average difference between the PEDE-Q and EDE-Q global scores was 1.16 (SD 
= 0.96; range = 0.01 to 5.24).

The PEDE-Q global score AUC (AUC = .59, 95% confidence interval: .50-.67, p = .04) 

and the maximum global score AUC (AUC = .61, 95% confidence interval: .53-.70, p = 

.01) were significant, but not the EDE-Q AUC. Both the PEDE-Q global score and the 

maximum global score AUCs fell within the less accurate range, with a 59% and 61% 

chance, respectively, of distinguishing between cases of full-syndrome and subsyndromal 

AN. The PEDE-Q global score had a cutoff of 3.83 (sensitivity = .34, specificity = .75) for 

predicting a diagnosis of AN, indicating that this metric has a 34% chance of accurately 

identifying a case of full-syndrome AN in the AN-spectrum subsample and a 75% chance of 

accurately identifying a case of subsyndromal AN. The maximum global score had a cutoff 

of 4.02 (sensitivity = .45, specificity = .70); thus, this metric has a 45% chance of accurately 
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identifying a full-syndrome AN case and a 70% chance of accurately identifying a case of 

subsyndromal AN.

Diagnostic Agreement

Anorexia Nervosa—As shown in Table 6, the frequency of AN diagnosis was higher 

when based on parent report versus youth report (χ2 (1, N = 210) = 28.93, p < .01, φ = 

.37). According to the results from the PEDE-Q, 61.4% of participants diagnosed with an 

AN-spectrum disorder met criteria for AN (n = 129), while only 48.1% of this subsample 

met criteria for AN based on the EDE-Q (n = 101). Cohen’s kappa revealed fair agreement 

between PEDE-Q and EDE-Q regarding AN diagnosis (κ = .36, p < .01).

Bulimia Nervosa—Among those participants who had been given a diagnosis of BN 

by their clinician, there was no significant relationship between informant (parent versus 

adolescent) and diagnosis (χ2 (1, N = 109) = 2.69, p = .10, φ = .16). Cohen’s kappa revealed 

slight agreement between EDE-Q and PEDE-Q diagnosis of BN (κ = .15, p = .10), with 

youth report suggestive of a diagnosis of BN (n = 39; 35.8%) more often than parent report 

(n = 29; 26.6%).

Discussion

This study is the first to report on the psychometric properties of a dedicated parent-

informant measure, the PEDE-Q. Results indicate that the PEDE-Q has good psychometric 

properties and captures different information from that provided by patients alone. The 

internal consistency of the PEDE-Q subscales was in the range of what has been published 

for the EDE-Q (Berg, Peterson, et al., 2012; Grilo et al., 2015). Likewise, each of the 

PEDE-Q subscales was significantly correlated with the corresponding EDE-Q subscales 

across the entire sample, suggesting that the measure has adequate convergent validity. 

While the statistically significant levels of agreement between the PEDE-Q and EDE-Q 

subscales and global scores also supports the PEDE-Q’s convergent validity, the lack of a 

good or excellent level of agreement suggests that the data provided by the PEDE-Q is not 

duplicative of that provided by the EDE-Q.

Among participants with both full- and partial-syndrome restrictive EDs, the PEDE-Q global 

score proved more useful than the EDE-Q global score in identifying cases of full-syndrome 

AN, and the higher of the two global scores provided the most accurate diagnostic picture. 

A threshold slightly lower than the suggested cutoff for the EDE-Q (4.0; Berg, Peterson, et 

al., 2012; Carter et al., 2001) appears to maximize the PEDE-Q’s criterion validity. Both 

the PEDE-Q and the maximum global score ROC curves had relatively low AUCs that fell 

within the less accurate range (0.59–0.61), which may be a result of the similar rates of 

distress and impairment that are associated with partial- and full-syndrome EDs (Stice et al., 

2013). A larger BN-spectrum sample is needed to assess the relative AUCs for these three 

scores. Future research should also replicate these analyses using a sample of non-clinical 

controls to evaluate further the PEDE-Q’s specificity and overall diagnostic performance.

A comparison of the rates of ED diagnosis for the PEDE-Q and the EDE-Q provided 

additional support for study hypotheses. When ED diagnosis was based on parent report, a 
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significantly greater number of cases of AN were identified than when diagnosis was based 

on youth report alone. For those with BN, there was a trend for youth report to yield a 

diagnosis more frequently than parent report. Previous research suggests that parent report 

may be limited by the secretive nature of BN behaviors (Tanofsky-Kraff et al., 2005). It is 

also possible that youth with BN may be less likely to minimize psychopathology than those 

with AN (Salbach-Andrae et al., 2008), rendering their self-report data more reliable, which 

is consistent with data that adolescents with BN self-report more ED psychopathology 

than those with AN-spectrum disorders (Accurso & Waller, 2021a; Bartholdy et al., 

2017). Overall, the relatively low rates of case identification across AN and BN diagnosis 

underscore the value of clinical judgment as critical to the assessment process and the 

advantages of a clinical interview (versus questionnaire) format. Clinical interviews provide 

greater opportunity for clinicians to explain the more complex features of ED pathology 

(e.g., binge eating, dietary restraint, influence of shape and weight on self-evaluation) that 

may be ambiguous and interpreted differently among patients. Moreover, in an interview, a 

trained clinician uses judgment to determine the most appropriate rating for what the patient 

articulated, whereas in questionnaires, the patient chooses the final rating. Beyond these 

benefits to an interview format, a clinician is best positioned to ultimately combine data 

from multiple sources to arrive at a comprehensive diagnostic profile. In the current study, 

this discrepancy was especially evident for youth with BN, in which only 39 of the 109 

participants who had received a clinical diagnosis of BN (35.8%) were identified by the 

EDE-Q as having BN.

Strengths and Limitations

A strength of this study is its relatively large, multi-site sample of youth with EDs across 

the diagnostic spectrum. However, since different research sites used different diagnostic 

criteria (i.e., DSM-IV or DSM-5) and provided varying levels of diagnostic specificity in 

their data collection, it was not possible to consider the PEDE-Q’s performance within 

diagnostic subgroups (e.g., AN binge-purge type) or in cases of BED and ARFID. Likewise, 

not all sites reported purging behaviors other than self-induced vomiting; however, data 

that was collected suggest a large overlap between self-induced vomiting and other purging 

behaviors. Additionally, this study was limited to mostly White females and mother parent 

reporters and could not consistently report other participant demographic information 

(e.g., parental education, socioeconomic status, gender identity) that might inform the 

generalizability of its findings. Future research should examine the PEDE-Q’s sensitivity 

and specificity in more diverse patient and community populations so as to assess further its 

utility in informing diagnostic decision-making.

Since the data analyzed in the current study was collected, a version 2.0 of the PEDE-Q has 

been developed. This more updated version of the PEDE-Q uses gender neutral language 

and enhanced behavioral indicators, which may further facilitate parents’ identification and 

report of their child’s ED symptoms. As these updates have the potential to improve the 

criterion validity and diagnostic accuracy of the PEDE-Q, an investigation of this newer 

version’s psychometric performance may be warranted.
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Finally, this study did not include other statistical tests that demonstrate the psychometric 

properties of a questionnaire, including test-retest reliability and discriminant validity. 

Comparisons of the PEDE-Q to other questionnaire and interview measures of ED 

symptoms would also enhance its construct validity. An examination of the factor structure 

of the PEDE-Q may provide clarity as to the latent constructs that underlie ED pathology 

among adolescents. Future research should thereby further establish the reliability and 

validity of the PEDE-Q and compare ratings from multiple caregivers in a single household.

Conclusion

In summary, the PEDE-Q provides a standardized method for incorporating caregiver 

perspectives into the assessment and identification of youth with clinically significant EDs 

and transdiagnostic ED pathology. As a questionnaire measure, its ease of use and time 

efficiency (as compared to the PEDE) make it a helpful instrument for both initial ED 

assessments and the monitoring of progress throughout the course of treatment. While the 

PEDE-Q provides information that can aid in the diagnosis of youth with EDs and their 

subsequent referral to treatment, it is not designed to be a stand-alone measure and should 

be administered alongside other ED assessment instruments, including self-report measures 

for children and adolescents. Clinical judgment and the systematic integration of divergent 

assessment data are also required to detect instances of parental over-report and cases 

in which parents may be less attuned to their child’s symptoms and distress. Additional 

research is needed to further establish the psychometric properties of the PEDE-Q, examine 

its performance in more diverse patient populations, and identify developmentally sensitive 

strategies for integrating youth report, parent report, and clinical observation into a 

comprehensive assessment.
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Public Significance

There exist complex challenges to identifying clinically significant eating disorders 

among youth. The PEDE-Q is a questionnaire measure that improves eating disorder 

assessment among children and adolescents by asking parents to report on the symptoms 

and behaviors they have observed in their child and that youth may not fully disclose. 

The PEDE-Q can aid in the diagnosis of adolescents with eating disorders, particularly 

those with anorexia nervosa.
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Figure 1. 
ROC Curve Analysis for the Prediction of AN Diagnosis Using the EDE-Q and PEDE-Q

Note. ROC = receiver-operator characteristic; AN = anorexia nervosa; EDE-Q = Eating 

Disorder Examination Questionnaire; PEDE-Q = parent version of the EDE-Q. The Max 

Global Score is the greater of the two global scores (PEDE-Q or EDE-Q).
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Table 1

Sample Item Comparison of the EDE-Q and PEDE-Q

Measure Item EDE-Q PEDE-Q

Instructions

The following questions are 
concerned with the past 4 weeks 
(28 days) only. Please read each 
question carefully. Please answer all 
the questions. Thank you.

The following questions are concerned with the past four weeks (28 days) only. 
They inquire about your child’s eating habits and their attitudes about their shape 
and weight. Because these are a standard set of questions, please note that some 
may not apply to your child. This is not a test of how well you know your child; 
rather, your input represents another window into your child’s behaviors that will 
help develop a fuller picture of their eating habits. By extension, if you have 
pertinent information as reported to you by someone else who knows your child, 
such as a nanny, housekeeper, or your child’s friends, siblings, teachers, or coach, 
please consider this information as you answer these questions. Please read each 
question carefully. Please answer all the questions. Thank you.

Preoccupation 
with food

Has thinking about food, eating 
or calories made it very difficult 
to concentrate on things you 
are interested in (for example, 
working, following a conversation, 
or reading)?

Has your child’s thinking about food, eating, or calories made it very difficult to 
concentrate on things that they need to be actively engaged in (for example, doing 
homework, following a conversation, or reading)? [Possible indicators of a child’s 
preoccupation with food, eating or calories might include talking about them a lot, 
asking you repeatedly how you prepared food or how many calories are in food, or 
excessively reading food labels.]

Preoccupation 
with shape or 
weight

Has thinking about shape or weight 
made it very difficult to concentrate 
on things you are interested in 
(for example, working, following a 
conversation, or reading)?

Has your child’s thinking about shape or weight made it very difficult to 
concentrate on things that they need to be actively engaged in (for example, doing 
homework, following a conversation, or reading)? [Possible indicators of a child’s 
preoccupation with shape or weight might include talking about them a lot, frequent 
checking of weight, scrutinizing one’s body in the mirror, measuring body parts, 
pinching perceived areas of fat, frequent checking that certain clothes fit.]

Fear of weight 
gain

Have you had a definite fear that 
you might gain weight?

Has your child had a definite fear of gaining weight or becoming fat? [Possible 
indicators of a child’s fear of this might include rejecting attempts by you or doctors 
to increase weight, either by simply refusing to eat what is presented or by actively 
resisting, e.g., yelling, throwing a tantrum, throwing food or dishes, running away, 
or threatening to self-harm.]

Binge eating

Over the past 28 days, how many 
times have you eaten what other 
people would regard as an unusually 
large amount of food (given the 
circumstances)?

Over the past 28 days, how many times has your child eaten what other people 
would regard as an unusually large amount of food (given the circumstances)? 
[Beyond direct observation or report of this type of eating, possible indicators of a 
child’s eating like this might include missing food from the kitchen that you have 
reason to believe your child ate all at once in secret, or finding wrappers of food 
that you have reason to believe your child ate all at once in secret.]

Compensatory 
behaviors

Over the past 28 days, how many 
times have you made yourself sick 
(vomit) as a means of controlling 
your shape or weight?

Over the past 28 days, how many times has your child made themself sick 
(vomited) as a means of controlling their shape or weight? [If there is a known 
history of vomiting, also consider indicators such as your finding vomit or vomit 
residue, or noticing your child rushing to the bathroom or taking long showers 
immediately after eating.]

Over the past 28 days, how many 
times have you exercised in a 
“driven” or “compulsive” way as a 
means of controlling your weight, 
shape or amount of fat, or to burn 
off calories?

Over the past 28 days, how many times has your child exercised in a “driven” 
or “compulsive” way as a means of controlling their weight, shape or amount of 
fat, or to burn off calories? [Possible indicators of this behavior might include 
exercising despite injury or a doctor’s orders to refrain from exercise; in secret; at 
unusual times or in unusual places; immediately after eating; or to the point that it 
interferes with other activities. Another possible indicator is when a child becomes 
very agitated or upset if prevented from exercising.]

Note. EDE-Q = Eating Disorder Examination Questionnaire; PEDE-Q = parent version of the EDE-Q. These items were most elaborated to prompt 
for behavioral indicators of eating disorder pathology.
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Table 2

Criteria and Items Used to Assess Diagnostic Agreement Between the EDE-Q and PEDE-Q

DSM-5 Criteria EDE-Q Item PEDE-Q Item

Anorexia Nervosa

 A. Low Weighta – –

 B. Fear of Weight 
Gain

Item 10. “Have you had a definite fear that you might 
gain weight?” ≥ 4

Item 10. “Has your child had a definite fear of gaining 
weight or becoming fat?” ≥ 4

 C. Body Image 
Disturbance

Item 11. “Have you felt fat?” ≥ 4 and/or
Item 22. “Has your weight influenced how you think 

about (judge) yourself as a person?” ≥ 4 and/or
Item 23. Has your shape influenced how you think 

about (judge) yourself as a person?” ≥ 4

Item 11. “Has your child felt fat?” ≥ 4 and/or
Item 22. “Has your child’s weight influenced how they 
think about (judge) themself as a person?” ≥ 4 and/or
Item 23. “Has your child’s shape influenced how they 

think about (judge) themself as a person?” ≥ 4

Bulimia Nervosa

 A. Binge Eating Item 13. “Over the past 28 days, how many times 
have you eaten what other people would regard 
as an unusually large amount of food (given the 

circumstances)?” and
Item 14. “On how many of these times did you have 
a sense of having lost control over your eating (at the 

time that you were eating)?”

Item 13. “Over the past 28 days, how many times 
has your child eaten what other people would regard 

as an unusually large amount of food (given the 
circumstances)?” and

Item 14. “On how many of these times (from item #13 
just above) did your child have a sense of losing control 

over eating (at the time of eating)?”

 B. Compensatory 

Behaviorb
Item 16. “Over the past 28 days, how many times 

have you made yourself sick (vomit) as a means of 
controlling your shape or weight?”

Item 16. “Over the past 28 days, how many times has 
your child made themself sick (vomited) as a means of 

controlling their shape or weight?”

 C. Frequency/
Duration

Item 13, Item 14, and
Item 16 ≥ 4

Item 13, Item 14, and
Item 16 ≥ 4

 D. Overevaluation of 
Shape and Weight

Item 22. “Has your weight influenced how you think 
about (judge) yourself as a person?” ≥ 4 and/or

Item 23. Has your shape influenced how you think 
about (judge) yourself as a person?” ≥ 4

Item 22. “Has your child’s weight influenced how they 
think about (judges) themself as a person?” ≥ 4 and/or
Item 23. “Has your child’s shape influenced how they 

think about (judges) themself as a person?” ≥ 4

Note. EDE-Q = Eating Disorder Examination Questionnaire; PEDE-Q = parent version of the EDE-Q; DSM-5 = Diagnostic and Statistical Manual 
of Mental Disorders (5th ed.; American Psychiatric Association, 2013).

a
Because all participants in the AN-spectrum subsample were clinically underweight, only those items that correspond to DSM-5 AN criteria B and 

C were examined in the current analyses.

b
Self-induced vomiting.
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Table 3

Means, Standard Deviations, and Cronbach’s Alpha Coefficients of the EDE-Q and PEDE-Q Subscales

Scale EDE-Q PEDE-Q

N M(SD) α N M(SD) α

Original Subscalesa

 Restraint 354 2.81(1.90) .87 347 3.29(1.73) .79

 Eating Concern 350 2.45(1.65) .80 352 2.49(1.55) .73

 Shape Concern 354 3.59(1.92) .93 352 3.69(1.74) .90

 Weight Concern 353 3.29(1.93) .89 353 3.41(1.72) .81

 Global Score 354 3.03(1.72) .95 355 3.21(1.48) .90

Three-Factor Subscalesb

 Dietary Restraint 354 3.44(2.25) .91 351 4.16(1.97) .83

 Shape/Weight Overvaluation 352 3.51(2.06) .88 352 4.25(1.80) .82

 Body Dissatisfaction 353 3.85(2.01) .84 349 3.91(1.88) .81

Note. EDE-Q = Eating Disorder Examination Questionnaire; PEDE-Q = parent version of the EDE-Q.

a
Developed by Fairburn and Beglin (1994, 2008).

b
Derived from the brief, seven-item version of the EDE-Q (Grilo et al., 2015).
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Table 5

Estimates of Inter-rater Agreement Between the EDE-Q and PEDE-Q

Scale N ICC p 95% CI

Original Subscalesa

 Restraint 346 .63 <.001 [.53, .70]

 Eating Concern 347 .58 <.001 [.48, .66]

 Shape Concern 351 .68 <.001 [.60, .74]

 Weight Concern 351 .67 <.001 [.60, .74]

 Global Score 354 .69 <.001 [.61, .75]

Three-Factor Subscalesb

 Dietary Restraint 350 .59 <.001 [.48, .68]

 Shape/Weight Overvaluation 349 .46 <.001 [.32, .57]

 Body Dissatisfaction 347 .59 <.001 [.49, .66]

Note. EDE-Q = Eating Disorder Examination Questionnaire; PEDE-Q = parent version of the EDE-Q; ICC = intraclass correlation coefficient; CI = 
confidence interval.

a
Developed by Fairburn and Beglin (1994, 2008).

b
Derived from the brief, seven-item version of the EDE-Q (Grilo et al., 2015).
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Table 6

Diagnostic Agreement Between the EDE-Q and PEDE-Q

PEDE-Q

Met criteria Did not meet criteria Total

EDE-Q n % n % n %

AN Diagnosis

 Met criteria 81 80.2 20 19.8 101 48.1

 Did not meet criteria 48 44.0 61 56.0 109 51.9

 Total 129 61.4 81 38.6 210 100.0

AN Criterion B

 Met criteria 93 85.3 16 14.7 109 54.5

 Did not meet criteria 43 47.3 48 52.7 91 45.5

 Total 136 68.0 64 32.0 200 100.0

AN Criterion C

 Met criteria 119 90.2 13 9.8 132 63.5

 Did not meet criteria 45 59.2 31 40.8 76 36.5

 Total 164 78.8 44 21.2 208 100.0

BN Diagnosis

 Diagnosis 14 35.9 25 64.1 39 35.8

 No diagnosis 15 21.4 55 78.6 70 64.2

 Total 29 26.6 80 73.4 109 100.0

BN Criteria A and C

 Met criteria 37 57.8 27 42.2 64 58.7

 Did not meet criteria 20 44.4 25 55.6 45 41.3

 Total 57 52.3 52 47.7 109 100.0

BN Criteria B and C

 Met criteria 43 65.2 23 34.8 66 61.1

 Did not meet criteria 7 16.3 36 83.7 43 39.4

 Total 50 45.9 59 54.1 109 100.0

BN Criterion D

 Met criteria 68 82.9 14 17.1 82 75.2

 Did not meet criteria 24 88.9 3 11.1 27 24.8

 Total 92 84.4 17 15.6 109 100.0

Note. EDE-Q = Eating Disorder Examination Questionnaire; PEDE-Q = parent version of the EDE-Q; AN = anorexia nervosa; BN = bulimia 
nervosa.
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