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Aim: It is recommended to consider multiple sources of information when assessing eating

disorder symptoms in adolescents. The Parent Eating Disorder Examination Questionnaire

(PEDE-Q) measures the parent-reported eating disorder symptoms of adolescents. The aim

of the present study was to validate the Hungarian version of the PEDE-Q in a community-
based Hungarian sample. Our further aim was to examine the relationship between the
questionnaire and adolescents’self-reported eating disorder symptoms, as well as parents
own eating attitudes. Method: 201 parents aged between 32 and 68 years (155 mothers)
completed the PEDE-Q and the Eating Attitudes Test-26. Additionally, 195 adolescents aged
between 12 and 18 years (55.7% girls) completed the self-administered Psychiatric Scales
for Children and Adolescents — Psychogenic Eating Scale. We conducted confirmatory factor
analyses to examine the factor structure of the Hungarian PEDE-Q. For further bivariate
analyses, we used Pearson correlations. Results: After adding modification indices, the
revised hierarchical model, where the three first-order factors (Restraint, Eating Concern, and
Shape/Weight Concern) loaded onto a second-order general eating disorder factor, showed
acceptable properties (CFl = 1.000, TLI = 0.999, RMSEA = 0.031 [90% Cl: 0.017-0.042], SRMR =
0.084; a=0.83-0.94). A moderate positive correlation was found between the self-reported
and the parent-reported adolescent eating disorder symptoms. The results also showed
a weak positive correlation between the parent-reported adolescent symptoms and the
parents’ own symptoms. Conclusion: The Hungarian Parent Eating Disorder Examination
Questionnaire is a valid and reliable measure of parent-reported eating disorder symptoms
of adolescents. The association between adolescent and parental reports highlights the
importance of multi-informant assessments in identifying eating disorder symptoms in

youth.
(Neuropsychopharmacol Hung 2025; 27(3): 169-184)

Keywords: eating, eating attitudes, eating disorders, adolescent

NEUROPSYCHOPHARMACOLOGIA HUNGARICA 2025. XXVII. EVF. 3. SZAM

169



ORIGINAL PAPER

Nora Rabavolgyi et al.

INTRODUCTION

Eating disorders (EDs) are mental health conditions
involving disrupted eating behaviors, loss of control
over food intake or habits, and distorted body image
and weight perception (American Psychiatric
Association [APA], 2022). EDs commonly present
during adolescence and young adulthood (World
Health Organization [WHO], 2024). They are linked
to psychological characteristics like perfectionism,
low self-esteem, and body dissatisfaction, and are
frequently associated with anxiety and depression
(Bills et al., 2023; Micali et al., 2015). They also have
high mortality rates, due to medical complications
and suicide (Gibson et al., 2019). These risks
highlight the importance of early detection. Besides
clinically diagnosed EDs, many individuals exhibit
subclinical symptoms that resemble clinical cases
but do not fully meet diagnostic criteria. Early
identification and treatment of these patients can
prevent their symptoms from escalating over time
(Wacker, 2018).

Adolescent ED psychopathology is associated
with challenges such as denial or minimization
of symptoms (Swanson et al., 2014), which might
be due to developmental characteristics such as
limited emotional insight and verbal expression
(Swanson et al., 2014; Bravender et al., 2007).
Therefore, involving parents as informants can
improve diagnostic accuracy, as parents are able
to report on the ED symptoms and behaviors
observed in their child. Previous studies suggest
that self-report and parent-report measures of ED
symptoms often show weak to moderate agreement.
According to Salbach-Andrae et al. (2008), parent-
child concordance was stronger for externalizing
than for internalizing symptoms, and adolescents
with bulimia nervosa showed higher parent-child
agreement than those with anorexia nervosa. While
parents may underestimate the frequency of ED
behaviors (Mariano et al., 2013), parent report has
been found to identify more ED cases than youth
report, particularly among adolescents with anorexia
nervosa (Drury et al., 2023).

Significant associations are also documented
between parental eating attitudes and adolescent ED
symptoms. Canals et al. (2009) found that mothers
of adolescents with EDs had higher levels of body
dissatisfaction, ineffectiveness, and internalization
of thin ideals. Bould et al. (2015) showed that
parental EDs significantly increased the risk of
eating pathology in children.
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Gender differences in ED symptoms are also
frequently observed. Striegel-Moore et al. (2009)
revealed that girls report higher levels of body
dissatisfaction, dietary restraint, and ED-related
psychopathology compared to boys, likely due to the
internalization of gender-specific appearance ideals
and sociocultural pressures.

The Eating Disorder Examination Questionnaire
(EDE-Q; Fairburn & Beglin, 1994, 2008) is a
self-report questionnaire designed to assess ED
psychopathology. The original version includes
four factors (Fairburn & Beglin, 2008), though some
studies found a three-factor structure: Restraint,
Eating Concern, and Shape/Weight Concern
(Barnes et al., 2012). The Parent Eating Disorder
Examination Questionnaire (PEDE-Q; Drury et
al., 2023) was developed based on the EDE-Q to
incorporate parents’ perspectives into the assessment
of children's ED symptoms. The PEDE-Q mirrors
the items and scoring of the EDE-Q, reworded to
address the parent concerning their child. Thus,
parents are asked to report on the ED symptoms
and behaviors they observed over the past 28 days.
To our knowledge, there are no validated parent-
report questionnaires in Hungarian that assess ED
symptoms. Hence, our research aims to translate and
validate the PEDE-Q for future screening purposes
(see appendix for Hungarian translation).

HYPOTHESES

1. The Hungarian version of the PEDE-Q
demonstrates adequate psychometric properties
and a three-factor structure, similar to the findings
of the original authors (Grilo et al., 2013; Drury et
al., 2023).

2. We expect a positive, weak to moderate correlation
between the intensity of the adolescents’ self-
reported and parent-reported ED symptoms
(Drury et al,, 2023).

3. A positive, weak to moderate correlation is
expected between the intensity of the adolescents’
self-reported symptoms and the parents’ self-
reported ED symptoms (Canals et al., 2009).

4. We expect a weak to moderate positive correlation
between the intensity of the parent-reported
adolescent ED symptoms and the parents’ self-
reported symptoms (Bould et al., 2015).

5. We expect a higher mean level of ED symptoms in
girls than in boys (Striegel-Moore et al., 2009).
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PARTICIPANTS AND METHOD
Participants

201 parents aged between 32 and 68 years (155
mothers) completed the PEDE-Q and the Eating
Attitudes Test-26, and 195 adolescents (55.7% girls)
completed the self-administered Psychiatric Scales
for Children and Adolescents — Psychogenic Eating
Scale. Additional demographic details of the parents
and children can be found in Table 1.

Measures

Parent Eating Disorder Examination Questionnaire
The PEDE-Q was used to assess the parents’
perception of their child’s ED symptoms (Table 2).
Two independent translators translated the original
PEDE-Q into Hungarian, which was merged by a
third expert. Then, it was back-translated by a native
speaker unfamiliar with the original instrument,
which was approved by the original authors. Minor
linguistic refinements were made to ensure conceptual
and cultural equivalence. We checked for clarity and
comprehensibility with a pilot test with parents. No
further changes were required afterwards. On our
sample, the Cronbach’s a of the general ED scale was
.92, the a of the Restraint subscale was .83, the a of
the Eating Concern subscale was .84, and the o of the
Shape/Weight subscale was .94. The questionnaire is
being validated in Spanish, but no further adaptation
has been published yet.

Self-administered Psychiatric Scales for Children
and Adolescents - Psychogenic Eating Scale

We used the Psychogenic Eating Scale of the self-
administered Psychiatric Scales for Children and
Adolescents (SAFA-P; SAFA-T in Hungarian)
to screen for the adolescents’ self-reported ED
symptoms. The internal consistency of the SAFA-P
is considered good in the original (Cronbach’s a =
.80 - .88; Cianchetti et al., 2001) and the Hungarian
(Cronbach’s a = .86 - .92; K6, 2005) versions, as well
as in our sample (Cronbach’s a for the total score
was .90).

Eating Attitudes Test-26

We used the Eating Attitudes Test-26 (EAT-26) to
screen the parents' ED symptoms. The scale is divided
into three subscales: dieting behavior, tendencies
toward bulimia, and oral control (Tary & Szabd, 2000).
The Cronbach’s a of the scale was .90 (Garner et al.,
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Table 1. Demographic characteristics of the sample (N =201)

Demographics n (%)
Actively employed 183 (90.1)
Unemployed 1(0.5)
Economic Stay-at-home parent 5(2.5)
activity status On maternal leave 2(1)
Has a chronic illness 1(0.5)
Did not indicate 11(5.4)
Below average 7 (3.4)
Enaneal Average 151 (74.4)
SEE Above average 32(15.8)
Did not indicate 13 (6.4)
Married 131 (64.5)
In a relationship 27 (13.3)
Relationship Single 60)
status Divorced 26 (12.8)
Widow 1(0.5)
Did not indicate 12(5.9)
One 39(19.2)
Two 93 (45.8)
Number
of children Three 48 (23.6)
Four (or more) 12 (5.9)
Did not indicate 11(5.4)
Elementary school 1(2)
Highest Secondary school 54 (26.6)
education College or university 136 (67)
Did not indicate 11(5.4)
High school 150 (73.9)
Vocational school 12 (5.9)
Adolescents’
current Acquiring a trade 2(1)
education
Elementary school 36 (17.7)
Did not indicate 3(1.5)

1982), the a of a Hungarian sample was .94 (Piko et
al., 2022), and the Cronbach’s a in our sample was .90,
indicating excellent internal consistency.
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Table 2. Characteristics of the used measurements

Characteristic PEDE-Q

SAFA-P EAT-26

Parent-reported,

Type of report based on observation

Self-reported
by parents

Self-reported
by adolescents

6-point Likert scale:

o Restraint
o Eating Concern
o Shape/Weight Concern

7-point Likert scale: 3-point scale: -
0=Notatall - 0 =False (S)o_m'i?’niré?arely’ CI
Response format 6 = Markedly or 1 =In between
1 =Often
0=Notatall - 2 =True
5= Svayeky 2 = Usually
3 = Always
Four-factor structure: o Anorexia o Dieting Behavior
o Restraint o Bulimia o Bulimic Tendencies
o Eating Concern o Body Acceptance o Oral Control
o Shape Concern o Fear of Maturity
o Weight Concern o Perfectionism
Subscales )
o Feelings of Inadequacy
Three-factor structure: o Anorexia with Bulimia

Note. PEDE-Q = Parent Eating Disorder Examination Questionnaire; SAFA-P = self-administered Psychiatric Scales for
Children and Adolescents — Psychogenic Eating Scale; EAT-26 = Eating Attitudes Test - 26.

PROCEDURE

The study was approved by the Scientific and Re-
search Ethics Committee (TUKEB; case number:
BM/9184-1/2024). Participants were recruited via
convenience sampling from community samples
of 12-18-year-olds and their parents. Guardians of
underage children and adolescents received study
information, gave written consent and completed a
paper questionnaire. No deception occurred. Data
collection took place between December 2024 and
March 2025. As part of a broader research project,
the questionnaire took approximately 20 minutes
for parents and 30 minutes for adolescents, starting
after reviewing the consent form. Participation was
voluntary, and they could skip questions or withdraw
anytime. Data were collected anonymously, stored
securely at E6tvos Lorand University for five years,
and treated with confidentiality. Contact details
of the lead clinical psychologist were provided for
support.

STATISTICAL ANALYSIS

For the factor analyses, we used R (Version 4.4.3)
(R Core Team, 2025). For further statistics, we used
SPSS (Version 28.0) (IBM Corp., 2021). PEDE-Q
has a self-report version, for which the literature
suggests a three-factor structure (Grilo et al., 2013;
Drury et al., 2023; Hail et al., 2024). We decided to
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conduct a confirmatory factor analysis (CFA) of the
three-factor structure (Drury et al., 2023). We also
conducted a bifactor CFA model, a one-factor and a
hierarchical model. For the bivariate analyses, after
executing transformations and checking for outliers,
we examined gender differences in ED symptoms
by conducting independent samples t-tests for the
SAFA-P and PEDE-Q scales. Pearson correlation
analyses were conducted to assess the scales’ bivariate
relationships.

RESULTS

The structural validity of the Parent Eating
Disorder Examination Questionnaire

CFAs were conducted to explore the factor structure
of the PEDE-Q (Table 2.). An initial three-factor
model (Restraint, Eating Concern, Shape/Weight
Concern) had high SRMR and high inter-factor
correlations, suggesting a possible general factor. A
bifactor model was tested but failed to converge. A
hierarchical model, with the three factors loading
onto a second-order general factor, met most fit
criteria except for SRMR. A one-factor model also
showed poor fit, so it was rejected. To improve model
fit, modification indices were reviewed, and residual
covariances were added. The modified hierarchical
model achieved a better fit, so we decided to keep
this solution (Table 3.).
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Table 3. Results of the confirmatory factor analyses (N = 201)

CFI C190%

Model LI RMSEA | ovcor | SRMR X2 (df) p
One-factor 985 984 080 | 073-088 | .124 802.588 (350) <001
Three-factor 988 987 071 063-078 | 108 695.512 (347) <001
Hierarchical 988 987 071 063-078 | 108 695.512 (347) <.001
Wil extan i e bl aotiielifans 999 999 045 | 035055 | .086 460.910 (327) <.001
among item residual variances

Hierarchical with adding correlations 1.000 999 031 | 017-042 | 084 401.721(337) -009
among item residual variances

Note. CFA = Confirmatory factor analysis; x> = weighted least square chi-square test of exact fit; df = Degrees of freedom;
CFl = Comparative fit index; TLI = Tucker-Lewis index; RMSEA = Root mean square error of approximation;
90% Cl = 90% confidence interval of the RMSEA; SRMR = standardized root mean square residual.

All subscales and the general scale showed high
internal consistency (Cronbach’s a: general = 0.92;
Restraint = 0.83; Eating Concern = 0.84; Shape/Weight
= 0.94). Most item-total correlations ranged from
0.45 to 0.91. Two items fell slightly below 0.40, but
their acceptable factor loadings and subscale alphas
justified retaining them in the final model (Table 4.).
In the final hierarchical model, all first-order factors
loaded strongly onto the general factor (Table 5.).
Dueto non—normality, inverse transformations were
applied to subscales and logarithmic transformation
to the global score. Despite appearing negative,
correlations indicated strong positive associations
between subscales and the global score, supporting
the model's internal consistency (Table 6.).

Gender differences in the intensity
of eating disorder symptoms

We transformed the PEDE-Q scales; therefore, any
negative difference means a positive difference in
the original data (Table 7.). The results showed a
statistically significant difference in the total scores
of the PEDE-Q between girls and boys, with a
moderate effect size. This indicates that parents of
girls reported more ED symptoms than caregivers of
boys. We also found a significant difference between
girls and boys in the Shape/Weight Concern subscale
of the PEDE-Q with a moderate effect size, suggesting
that parents detect more concerns related to body
shape and weight in girls than boys. After Bonferroni
correction, significant gender differences were found
only in the SAFA Anorexia and Anorexia with Body
Acceptance subscales, with girls reporting more
symptoms (moderate effect size). No significant
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differences emerged in the PEDE-Q Restraint and
Eating Concern subscales.

Bivariate relationships

Due to transformations, the negative correlations of
the PEDE-Q subscales are positive in the original
data (Table 8.). After Bonferroni correction, the
PEDE-Q global score showed weak but significant
positive correlations with the SAFA Anorexia,
Body Acceptance, their combined score, and
Feelings of Inadequacy subscales. A moderate
positive correlation was found in the SAFA
global score and Bulimia subscale. No significant
associations emerged in the SAFA Fear of Maturity
or Perfectionism subscales.

A weak, positive, significant association emerged
between the PEDE-Q global score and the EAT-26
total score. No significant association was found
between the EAT-26 total score and the PEDE-Q
subscales. We found no significant associations
between the SAFA scales and the EAT-26 total score.

DISCUSSION

ED symptoms often emerge in adolescence (Solmi
et al., 2022; WHO, 2024). At this age, they may
downplay or lack insight into their struggles
(Swanson et al., 2014). Including parent reports may
enhance assessment accuracy; however, no validated
Hungarian parent-report tool has been available. The
current study aimed to validate the PEDE-Q (Drury
et al, 2023) in a Hungarian community adolescent
sample and explore its associations with adolescent
and parent self-reports. We also examined links
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Table 4. Key psychometric indicators of the Hungarian Parent Eating Disorder Examination Questionnaire (N = 201)

Factor & ltem Standardized Item-total Cronbach's a
factor loadings correlations if ltem Deleted
1. Attempts
to restrict intake 839 764 769
2. Prolonged fasting .894 .581 .837
. 3. Avoidance

Restraint .830 of liked foods 936 .864 .768
4, Strict eating rules .818 733 .784
>. Desire for 928 779 801
empty stomach
7. Food preoccupation .845 612 818
9. Fear of losing control 962 725 818
over eating
13. Overeating episodes 661 .598 .826
14. Loss. of control during 792 723 823
overeating
15. Days of overeating .842 .850 811

Eating Concern .840 16. Self-induced vomiting .782 477 .841
17. Laxative use 714 482 .842
18. Dltlven/compulswe 499 954 852
exercise
19. Eating in secret 794 .508 833
20. Guilt after eating 961 773 .803
21. Foncern about others 885 728 812
seeing them eat
6. Desire for flat stomach 640 362 947
8. Shape/weight 832 450 946
preoccupation
10. Fear of weight gain .960 .827 935
11. Feeling fat 953 .880 933
12. Desire to lose weight .948 .866 934
22. Weight and 936 910 932
self-evaluation

. 23. Shape and

Shape/Weight 942 self-evaluation 902 .858 934

Concern
24.Distress 845 733 938
over weekly weighing
2_’?. D|ss§t|sfact|on 823 790 936
with weight
2§. Dissatisfaction 88 776 937
with shape
27. Discomfort 902 861 933
seeing own body
28. Discomfort
with others seeing body 843 828 934

174 NEUROPSYCHOPHARMACOLOGIA HUNGARICA 2025. XXVII. EVF. 3. SZAM



The Hungarian Adaptation of the Parent Eating Disorder Examination Questionnaire

ORIGINAL PAPER

between adolescents’ self-reported ED symptoms,
parents’ reports of their child’s symptoms, and parents’
own ED symptoms (Canals et al., 2009; Swanson,
2014; Bould, 2015).

Contrary to our hypothesis, the three-factor model
(Drury et al., 2023) showed inadequate fit. A modified
hierarchical model provided the best fit, with high
internal consistency across scales. Correlations
between factors supported a general ED factor,
making the total score useful for screening. Although
this differs from the original three-factor model, prior
studies on self-report EDE-Q and PEDE-Q have also
found hierarchical or bifactor structures (Barnes et
al,, 2012; Friborg et al., 2013; Klimek et al., 2021). The
community nature of our sample may also contribute
to the presence of a global factor, as parents in non-
clinical settings might be more likely to notice general
rather than specific ED symptoms.

We hypothesised a significant association between
adolescents’ self-reported and parent-reported eating
disorder symptoms (Drury et al., 2023). We found
a moderate positive correlation between the total
scores. This supports previous findings that parents
may overlook certain emotional aspects of eating
disorders (Sharp & Fonagy, 2008), possibly due to
adolescents withholding inner struggles or parents
misinterpreting behaviors (Therriault et al., 2024).

Contrary to our third hypothesis, parental
eating attitudes did not correlate significantly with
adolescent ED symptoms. While some studies have
found a link between parents' and adolescents' eating
symptoms (Canals et al., 2009; Bould et al., 2015),
others have not (Garcia de Amusquibar & De Simone,
2003). ED symptoms may appear differently across
generations. Adolescents’ eating behaviors are often
shaped by peer influence or social media, while
parents' symptoms may be more internalized or long-

Table 5. Standardized Factor Loadings of the First-Order
Factors in the Modified Hierarchical CFA Model

First-Order Factors ED General
Restraint 959
Eating Concern .985
Shape/Weight Concern 946

Note. CFA = Confirmatory factor analysis; ED General = second-
order general eating disorder factor.

term (Redondo & Luyten, 2018). This might make it
harder to detect a direct relationship between them.
Keery et al. (2006) found that maternal dieting only
influenced children’s eating concerns when the child
was aware of the dieting, highlighting the possible
role of perception and modeling in the development
of EDs.

We partially confirmed our fourth hypothesis:
global parental attitudes showed weak correlations
with total child symptom scores, but no associations
emerged at the subscale level. This may reflect either
perceptual biases, because parents’ general concerns
may influence their overall evaluation rather than
specific symptom recognition. (Wang et al., 2025),
or differences in the constructs measured by the
subscales. These results highlight the value of multi-
method assessments when relying on parent reports.

Supporting our fifth hypothesis, parents reported
significantly more ED symptoms for girls than for
boys on the PEDE-Q total score and the Shape/Weight
Concern subscale. In adolescents’ self-reports, girls
scored higher only on the Anorexia and Anore-
xia with Body Acceptance subscales. These results
may reflect sociocultural pressures emphasizing
thinness in girls (Merino et al., 2024; Perloff, 2014)

Table 6. Correlations of the factors of the Parent Eating Disorder Examination Questionnaire (N = 201)

Factor Restraint Eating Concern Shape/Weight Concern ED General
Restraint -

Eating Concern .64* -

Shape/Weight Concern .70* .58* -

ED General -.80* -81* -.92* -

Note. Restraint = Parent Eating Disorder Examination Questionnaire Restraint subscale; Eating Concern = Parent Eating Disorder
Examination Questionnaire Eating Concern subscale; Shape/Weight Concern = Parent Eating Disorder Examination Questionnaire
Shape/Weight subscale; ED General = second-order general eating disorder factor;

*=p <.001 (0.05/4 = .013 using Bonferroni correction).
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Table 7. Independent sample t-test results of PEDE-Q and SAFA scales, and gender

Soalos Boys Girls t(df) p Cohen'sd | n (Boys/Girls)
M SD M SD
PEDE Global -3.86 0.96 -3.32 1.19 -3.55(197.97) | <.001 -0.49 89/111
PEDE Restraint 0.92 0.19 0.84 0.25 2.64(197.72) | .009 0.36 89/111
PEDE Eating Concern 0.89 0.21 0.84 0.25 1.61(199) .109 0.23 89/112
PEDE Shape/Weight Concern 0.85 0.21 0.69 0.29 4.59(195.74) | <.001 0.63 89/111
SAFA Global 13.85 8.50 17.35 11.35 -246 (191.72) | .015 -0.34 85/109
SAFA Bulimia 2.20 2.71 2.77 3.60 -1.28 (193.95) 204 -0.18 85/111
SAFA Anorexia 2.01 2.56 341 349 -3.25(194.52) .001 -0.45 86/111
SAFA Body Acceptance 1.74 1.97 2.68 2.72 -2.82(194.94) .005 -0.39 87/111
SAFA Fear of Maturity 2.63 1.74 2.78 1.72 -0.60 (195) 547 -0.09 87/110
SAFA Perfectionism 3.36 1.41 3.41 1.52 -0.23 (196) 816 -0.03 87/111
SAFA Inadequacy 1.78 1.76 2.31 2.04 -1.92 (195) .057 -0.28 87/110
SAFA AnoBody 3.77 413 6.09 5.79 -3.28(193.80) | .001 -0.45 86/111

Note. M = Mean; SD = Standard Deviation; PEDE = Parent Eating Disorder Examination Questionnaire;

SAFA = self-administered Psychiatric Scales for Children and Adolescents Psychogenic Eating Disorder Scale;

PEDE Global = PEDE total score; PEDE Restraint = PEDE Restraint subscale; PEDE Eating Concern = PEDE Eating Concern subscale;
PEDE Shape/Weight Concern = PEDE Shape/Weight subscale; SAFA Global = SAFA total score; SAFA Bulimia = SAFA Bulimia subscale;
SAFA Anorexia = SAFA Anorexia subscale; SAFA Body = SAFA Body Acceptance subscale;

SAFA Fear of Maturity = SAFA Fear of Maturity subscale; SAFA Perfectionism = SAFA Perfectionism subscale;

SAFA Inadequacy = SAFA Feelings of Inadequacy subscale; SAFA AnoBody = SAFA Anorexia + Body Acceptance subscale.

(0.05/12 = .004 using Bonferroni correction).

and greater parental attention toward body-related
concerns in daughters. It is also important to note
that these measures were originally validated in girls
and women, and may not adequately capture eating
disorder symptoms more common in boys, (e.g., drive
for muscularity). The absence of gender differences
in Restraint and Eating Concern aligns with evidence
that some disordered eating behaviors are represented
similarly across genders (Mitchison et al., 2014; Smink
etal., 2013).

This study introduced the first Hungarian parent-
report measure for adolescent ED symptoms,
expanding local assessment tools. Using both parent
and self-reports, we applied a multi-informant
approach. The adolescent sample represents a key
developmental period for EDs (Solmi et al., 2022),
with balanced gender distribution supporting broader
applicability. However, the study’s cross-sectional
design limits causal interpretations and may reflect
cohort effects shaped by cultural norms (Merino et
al.,, 2024).

Convenience sampling, the overrepresentation of
mothers, highly educated parents, and reliance on
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a single caregiver’s report also limit generalizability.
Future research should include both caregivers, use
longitudinal designs, and validate the questionnaire
using clinical interviews. While the community
sample supports screening efforts, clinical populations
should also be studied. Larger, more representative
samples are needed to strengthen findings.

The associations between parental eating attitudes
and their reports of children's symptoms highlight
the potential role of family dynamics and parental
modeling. Future studies should examine clinical
groups, cross-cultural patterns, and the PEDE-Q's
long-term stability. As family-based therapy is the
recommended treatment for EDs (NICE, 2017), our
results emphasize the importance of including parents
in both assessment and intervention.

CONCLUSION

The present study aimed to adapt and validate the
Hungarian version of the PEDE-Q in a community-
based adolescent sample. The results supported the
three-factor structure with a higher-order general
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Table 8. Bivariate relationships (Pearson's correlation coefficients) of the PEDE-Q, the SAFA-P, and the EAT-26

S::;’: n Msp) | 1. | 20| 3. | 4 |5 |6 | 7. 8 | 9 |10 |12 ] 13
1.PEDEGlobal | 0.73 | 201 |0.05(0.08) -
2. PEDE .
ot 159 | 201 [032(0.75) -80% | -
3.PEDERating | 60 | 201 [0.36(0.84)|-81%| 64* | -
Concern
4. PEDE Shape/ | _GHE " el _
Weight Comeern| 075 | 201 [066(1.12)| -92*| 70* | .58

1577

5.SAFAGlobal | 1.11 | 193 | 00 | 33%|-33%|-20%|-347| -
6.SAFABulimia| 156 | 195 [2.51(3.24) 32* | -35%|-33*|-30* | 80* | -
Z\'n?rz:ia 133 | 196 [2.79(3.18)| 30% |-31% | -25% | -32% | .88* | 61% | -
8.SAFABody | 1.09 | 197 [227(245)| 25% |-21* [-20* |-28%| 84 | 57* | 72% | -
z'f?\gtﬁf;r 030 | 196 [271(1.73)] 13 | =13 | =01 | -12 | 55% | 20% | 39% | 20% | -
Ilg.rfse/zlt:i/-c\mism 022 | 197 [338(147)| 01 | -01 | .01 | -05 | .30%| .10 | 20% | .10 | 24| -
:r:e;j::éacy 064 | 196 [2.07(1.93) 29% | -26* | -25% [-27%| 76 | 48* | 57% | 71% | 38* | 02 | -
;f";é)?y 125 | 196 [5.07(5.23)| 30% |-28% | -25%|-33%| 93* | 64* | 95% | 91* | 37% | 17 | 68* | -
13.EATGlobal | 196 | 164 |8.71(5.88)| 21% | -16 | -16 | -20 | 05 | -01 | -09 | -08 | 03 | -14 | .06 | -09 | -

Note. M = Mean; SD = Standard Deviation; PEDE = Parent Eating Disorder Examination Questionnaire;

SAFA = self-administered Psychiatric Scales for Children and Adolescents Psychogenic Eating Disorder Scale;

PEDE Global = PEDE total score; PEDE Restraint = PEDE Restraint subscale; PEDE Eating Concern = PEDE Eating Concern subscale;
PEDE Shape/Weight Concern = PEDE Shape/Weight subscale; SAFA Global = SAFA total score; SAFA Bulimia = SAFA Bulimia subscale;
SAFA Anorexia = SAFA Anorexia subscale; SAFA Body = SAFA Body Acceptance subscale;

SAFA Fear of Maturity = SAFA Fear of Maturity subscale; SAFA Perfectionism = SAFA Perfectionism subscale;

SAFA Inadequacy = SAFA Feelings of Inadequacy subscale; SAFA AnoBody = SAFA Anorexia + Body Acceptance subscale;

EAT Global = Eating Attitudes Test-26 total score.
*p <.001 (0.05/13 =.004 using Bonferroni correction)

factor, the final model demonstrated adequate fit and
strong internal consistency. The PEDE-Q showed
significant associations with both adolescent-reports
and parental eating attitudes, which highlights the
relevance of multi-informant assessment in the
identification of EDs during adolescence. The PEDE-Q
is validated in a community sample; therefore, it may
be particularly suitable for assessment purposes in
prevention-focused settings.

LIST OF ABBREVIATIONS

APA - American Psychiatric Association

CFA - Confirmatory Factor Analysis

CFI - Comparative Fit Index

DSM-5-TR - Diagnostic and Statistical Manual of
Mental Disorders, 5th Edition, Text Revision
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EAT-26 - Eating Attitudes Test — 26 Items

ED - Eating Disorder

EDE-Q - Eating Disorder Examination Questionnaire
PEDE-Q - Parent Eating Disorder Examination
Questionnaire

RMSEA - Root Mean Square Error of Approximation
SAFA-P - self-administered Psychiatric Scales for
Children and Adolescents — Psychogenic Eating Scale
SRMR - Standardized Root Mean Square Residual
TLI - Tucker-Lewis Index

WHO - World Health Organization
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Appendix
APPENDIX A
The Hungarian PEDE-Q
Megjegyzés:

A PEDE-Q alskaldi és a hozza tartozé tételek:
1. Taplalkozasi kontroll: 1., 2., 3., 4., 5.

2. Evéssel kapcsolatos aggodalom: 7., 9., 13., 14,, 15, 16., 17., 18,, 19., 20., 21.

3. Alakkal és teststllyal kapcsolatos aggodalom: 6., 8., 10., 11., 12,, 22, 23., 24., 25., 26., 27., 28.
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Etkezési Kérdoiv

Szerz6i jog: Fairburn és Beglin, 2008
Szul6i Valtozat (PEDE-Q, 2. valtozat), Adaptalta: Loeb, 2017

Azonosito/Név:

Kapcsolat a személlyel: Ulés #: Datum:

A kovetkezd kérdések csak az elmult négy hétre (28 napra) vonatkoznak. A gyermek étkezési szokésairél, valamint az alakjaval és test-
sulyaval kapcsolatos attittidjeirdl szoInak. Mivel ezek standard kérdések, kérjlk, vegye figyelembe, hogy néhany kérdés nem feltétlentl
vonatkozik az On gyermekére. A teszt nem azt hivatott mérni, hogy On mennyire jél ismeri gyermekét; az On valaszai sokkal inkabb
egy Uj nézépontot nyitnak meg, melyen keresztiil szemlélhetjik gyermeke viselkedését, amely segit teljesebb képet alkotni az étkezési
szokasairol. Tovabba, ha rendelkezik olyan Iényeges informéaciokkal, amelyeket valaki mas, a gyermekét ismerd személy, példaul dadus,
hazvezet6n6, gyermeke baratai, testvérei, tanarai vagy edzéje kozolt Onnel, kérjiik, vegye figyelembe ezeket az informacidkat is, amikor
valaszol ezekre a kérdésekre. Kérjiik, olvassa el figyelmesen az egyes kérdéseket! Kérjlk, vélaszoljon az 6sszes kérdésre! Koszonjiik!

Az elmult 28 nap soran hany nap...

Egy nap|
sem

1-5 nap

6-12
nap

13-15
nap

16-22
nap

23-27
nap

Minden
nap

...probalta gyermeke aktivan korlatozni (csokkenteni) az altala
elfogyasztott mennyiséget annak érdekében, hogy befolyasolja
alakjat vagy sulyat (akar sikerrel jart, akar nem)?

...fordult el6, hogy gyermeke nyolc vagy tobb ébren t6lt6tt 6ran at
nem evett semmit, hogy ezzel befolyasolja alakjat vagy sulyat?

...probaélta gyermeke elkeriilni az altala kedvelt ételeket,
hogy befolyasolja alakjat vagy sulyat (akar sikeriilt, akar nem)?

...probalt gyermeke bizonyos szabélyokat kdvetni az étkezéssel
kapcsolatban (példdul kalérialimitet, el6re meghatérozott étel-
mennyiséget, vagy szabalyokat arra vonatkozdan, hogy mit mikor
szabad vagy nem szabad enni), hogy ezzel befolyasolja alakjat vagy
sulyat (fuggetlendl attdl, hogy sikerrel jart-e vagy sem)?

...fejezte ki gyermeke azzal kapcsolatos vagyat, hogy szeretné,
hogy a hasa Ures legyen azzal a céllal, hogy befolyésolja az alakjat
vagy a sulyat?

...fejezte ki gyermeke hatarozott vagyat arra vonatkozéan,
hogy hasa teljesen lapos vagy homoru legyen?

...nehezitette meg gyermeke az ételrdl, evésrél vagy kaldridkrol vald
gondolkodésa, hogy azokra a dolgokra koncentraljon, amelyekben
aktivan részt kell vennie (példaul hazi feladat elvégzése, beszélgetés
kovetése vagy olvasas)? [A gyermek étellel, evéssel vagy kaldridkkal
valé elfoglaltsdgdt jelezheti, ha sokat beszél réluk, t6bbszor megkérdezi
Ont, hogyan készitette el a fogyasztott ételt, mennyi kaléria van az
ételben, vagy ha tulzottan olvassa az élelmiszerek cimkéit.]

...foglalkozott Ugy az alakjaval vagy a sulyéval, hogy az megnehezi-
tette az aktivan végzett feladataira valé koncentrélast (pl. hazi
feladat, beszélgetés, olvasas)? [Az alakkal vagy a testtémeggel valo
tulzott foglalkozds lehetséges jelei lehetnek, ha sokat beszél réluk, ha
gyakran ellenérzi a testsulyadt, ha vizsgdlgatja magat a tiikérben, ha
leméri testrészeit, ha a zsirosnak vélt tertileteket csipkedi, ha gyakran
ellenérzi, hogy bizonyos ruhadarabok jél dlinak-e neki.]

...félt gyermeke, hogy elvesziti az evés feletti kontrollt?

...félt gyermeke a sulygyarapodastdl vagy elhizastol?
[A gyermek ett6l vald félelmének lehetséges jelei kozé tartozhat,
ha elutasitja az On vagy az orvosok sulynévelési kisérleteit, akdr
azzal, hogy egyszeriien megtagadja, hogy megegye az elé rakott ételt,
vagy aktivan ellendll, példdul kiabdl, diihrohamot kap, ételt vagy
edényeket dobdl, elszokik vagy 6nsértéssel fenyegetézik.]

...eérezte gyermeke kévérnek magat?

...vagyakozott gyermeke arra, hogy sulyt veszitsen?

180
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13-18. kérdés: Kérjiik, irja be a megfelel6 szamot (0 vagy nagyobb) a jobb oldali négyzetekbe.
Ne feledje, hogy a kérdések az elmult négy hétre (28 napra) vonatkoznak.

Az elmult 28 nap soran hany alkalommal evett gyermeke olyan ételt, amit masok szokatlanul nagy mennyiségu
ételnek tartottak (a korilményekhez képest)? [A kozvetlen megfigyelésen vagy beszdmolén kiviil az ilyen tipusu
13| étkezések lehetséges jelei kozé tartozhat, ha hidnyzik étel a konyhdbdl, amelyrél oka van azt hinni, hogy gyermeke
egyszerre evett meg titokban, vagy olyan étel csomagoldpapirjdt taldlta meg, amelyrél oka van azt hinni, hogy
gyermeke egyszerre evett meg titokban.]

llyenkor (a fenti 13. tételbél) hany alkalommal érezte gyermeke, hogy elveszitette az evés feletti kontrollt
(evés kdzben)? [Az evés feletti kontroll elvesztésének lehetséges jelei lehetnek az On megfigyelései, hogy gyermeke
nehezen tartja vissza magdt az evéstél vagy nehezen hagyja abba az evést, vagy hogy a tervezettnél tobbet,

a szokdsosndl gyorsabban, kellemetlen érzésig vagy éhségérzet hidnydban eszik.]

Az elmult 28 nap soran hany NAPON fordult el6 ilyen tulevési epizdd (vagyis, hogy gyermeke szokatlanul

15 nagy mennyiségu ételt evett és evés soran elvesztette az 6nuralmat)?
Az elmult 28 napban hanyszor fordult el6, hogy gyermeke az alakja vagy a sulya kontrollalasanak céljabol
16 meghénytatta magat? [Ha el6fordult kordbban 6nhdnytatds, vegye figyelembe az olyan jeleket is, mint példdul,

hogy hdnydst vagy hdnydsmaradvdnyokat taldl, vagy azt veszi észre, hogy gyermeke kbzvetleniil evés utdn
amosddba siet vagy hosszan zuhanyozik.]

Az elmult 28 napban hanyszor fordult el6, hogy gyermeke hashajtot vett be alakja vagy sulya kontrollalasanak
17 | céljabdl? [Ha el6fordult kordbban hashajtékkal valé visszaélés, vegye figyelembe az olyan jeleket is, mint példdul,
hogy On hashajtékat taldlt gyermekénél, vagy észrevette, hogy hashajtok tiintek el a gydgyszeres szekrénybél.]

Az elmult 28 nap soran hany alkalommal tornazott gyermeke ,céltudatos” vagy ,kényszeres” moédon azért,

hogy ezzel testsulyat, alakjat vagy a rajta 1évé zsir mennyiségét kontrollalja, illetve kaldridkat égessen el?

[Ezen viselkedés lehetséges jelei lehetnek a sérlilés ellenére végzett edzés vagy az orvos dltal a testmozgdstdl vald
tartézkoddsra vonatkozo utasitdsok; titokban; szokatlan id6pontokban vagy szokatlan helyeken; kbzvetlendil étkezés
utdn; vagy olyan mértékben, hogy zavarja mds tevékenységeit. Egy mdsik lehetséges jel, amikor a gyermek nagyon
nyugtalan vagy ideges lesz, ha akaddlyozzdk az edzésben.]

19-21. kérdés: Kérjlik, karikazza be a megfelel6 szamot. Kérjuk, vegye figyelembe, hogy az alabbi kérdésekben a ,falasroham”
kifejezés olyan mennyiségti étel fogyasztasara vonatkozik, amelyet masok az adott kériilményekhez képest szokatlanul nagy
mennyiséglinek tartananak, és amelyhez az evés feletti kontroll elvesztésének érzése tarsul.

Az elmult 28 nap soran hany napon Egy nap 1-5 6-12 13-15 16-22 23-27 Minden
19 evett gyermeke titokban? sem nap nap nap nap nap nap
...Ne szamolja bele a faldsroham
epizédokat. 0 1 2 3 4 5 6
Hany alkalommal érzett gyermeke evés Soha Néha Kevesebb, | Azesetek | Tobb, mint | Gyakran Minden
utan blntudatot (hogy valami rosszat mintazese-| felében az esetek alkalommal
20 tett) az étel alakjara vagy testsulyara tett tek felében felében
hatasa miatt?
..Ne szamolja bele a faldsroham
epizdédokat. 0 1 2 3 4 5 6
Az elmult 28 nap soran mennyire aggd- Egyaltalan nem Kissé Mérsékelten JelentGsen

dott gyermeke, hogy mas enni latja 6t?
...Ne szamolja bele
a falasroham epizodokat. 0 1 2 3 4 5 6

21
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22-28. kérdés: Kérjuk, karikazza be a megfelel6 szamot jobb oldalt!
Ne feledje, hogy a kérdések csak az elmult négy hétre (28 napra) vonatkoznak.

Az elmult 28 nap sordn mennyire...

Egyaltalan nem Kissé Mérsékelten Jelentbsen

22

...befolyasolta gyermeke sulya azt,
hogy hogyan latja 5nmagat
(itéli meg), mint személyt?

23

...befolydsolta gyermeke alakja azt,
hogy hogyan latja 5nmagét
(itéli meg), mint személyt?

24

...mennyire zaklatta volna fel gyerme-
két, ha arra kérik, hogy a kévetkezé
négy hétben hetente egyszer
(nem gyakrabban, vagy ritkabban)
mérje meg a sulyat?

25

...mennyire volt gyermeke elégedetlen
a sulyaval?

26

...mennyire volt gyermeke elégedetlen
az alakjaval?

27

...mennyire érezte magat kényelmetle-
nil gyermeke, amikor megpillantotta
a sajat testét (példaul a tukorben,
a kirakatban, vetk6zés, furdés vagy
zuhanyozas kézben)?

28

...mennyire érezte magat kényelmetle-
nil gyermeke, amikor masok lattak
az alakjat (példaul kdzos 6l1tozében,
Uszas kdzben vagy szlk ruhdkban)?
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The Hungarian Adaptation of the Parent Eating Disorder Examination Questionnaire
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29-40. kérdés: Kérjuk, valaszoljon az egyes kérdésekre a jobb oldali mezében.

Az id6keret egyes tételek esetén valtozik a kérdés jellege szerint. Néhany kérdés tartalma atfedésben van mas kérdésekkel.
Kérjiik, minden kérdésre gondosan és maradéktalanul valaszoljon!

29

Mi gyermeke sziiletési neme? Karikazzon be egyet:

Férfi NS

Interszexualis

30

Hany éves jelenleg gyermeke?

éves +

hénapos

31

Mi gyermeke jelenlegi sulya?
(Kérjuk, becsiilje meg a lehet6 legpontosabban!)

kg (tizedesjegy pontossaggal)

32

Miota ennyi gyermeke stlya?

hénapja

33

Milyen magas jelenleg az On gyermeke?
(Kérjik, a lehetd legpontosabb becslését adja meg!)

cm (tizedesjegy pontossaggal)

34

Miota ennyi a gyermek magassaga?

éve +

hénapja

35

Mi volt gyermeke legalacsonyabb sulya a magassagahoz
képest? Mas szdéval, mikor volt a gyermeke a legvékonyabb?

Sulya, amikor a legvékonyabb volt (kg)

Magassaga, amikor a legvékonyabb volt (cm)
Eletkora, amikor a legvékonyabb volt (év + hénap)

36

Mennyi volt gyermeke legnagyobb sulya a magassagéhoz
viszonyitva? Mas széval, mikor volt gyermeke a legnehezebb?

Sulya, amikor a legnehezebb volt (kg)

Magassaga, amikor a legnehezebb volt (cm)
Eletkora, amikor a legnehezebb volt (év + hénap)

37

Az elmult harom hénapban gyermeke korlatozta-e

a téplalékbevitelét a sziikséges taplalékmennyiséghez
képest oly médon, ami aggodalomra adott okot jelentésen
alacsony testsulya, vagy a kordbbi névekedési gorbéjétdl
vald eltérés miatt? Karikdzzon be egyet!

lgen

Nem

38

Ha On vagy egy szakember aggodalmat fejezte ki amiatt,
hogy gyermeke sulya tul alacsony volt az elmult harom hé-
napban, a gyermeke is kifejezte aggodalmat fogyasa, alacsony
sulya vagy testsulyanak allapota miatt? Az alabbi skalan
vélasszon ki egyet, majd karikdzza be jobboldalon a vélaszt!
N/A - Nem éll rendelkezésre elég adat a valaszadashoz.

0 - Senki sem aggodik amiatt, hogy a gyermekem sulya tul alacsony lenne.

1 - Gyermekem elismeri sulyvesztésének, alacsony testsulyanak vagy alul-
taplalt allapotanak kovetkezményeit.

2 - Gyermekem nem aggodik a fogyas, az alacsony testsuly vagy az alultap-
laltsag kovetkezményei miatt.

3 - Gyermekem aktivan tagadja sulyvesztésének, alacsony testsulyanak vagy
alultaplalt allapotanak kovetkezményeit.

N/A

39

Az elmult harom hénapban gyermeke verbalisan vagy
viselkedésileg elutasitotta-e a (On, orvosok vagy més
szakemberek ltal adott) tandcsokat, recepteket vagy
kisérleteket, hogy novelje a testsulyat vagy megallitsa
a fogyast? Karikazzon be egyet!

N/A

lgen

Nem

40

Van-e gyermeke orvosanak barmilyen orvosi aggélya a
sulyaval vagy étkezési szokasaival kapcsolatban, példaul
rendellenes laborleletek, alacsony pulzusszam vagy kimaradt
menstruacié? Az alabbi skéla segitségével valasszon ki egy
vélaszt, amelyet a jobb oldalon karikazzon be.

N/A - Nem all rendelkezésre elég adat a valaszadashoz.

0 - Senki sem aggodik a gyermekem sulya vagy étkezési szokasai miatt.

1 - Gyermekem orvosa jelezte, hogy gyermekem testsulya vagy étkezési
szokasai miatt egészségtigyi problémak merulhetnek fel.

2 - Gyermekem orvosa jelezte, hogy gyermekem testsulya vagy étkezési
szokasai miatt egészségtigyi problémak merultek fel, de ezek nem annyira
sulyosak, hogy magasabb szint(i ellatast igényeljenek.

3 - Gyermekem orvosa a jarébeteg-ellatasnal magasabb szintu ellatast
javasolt vagy kezdeményezett (pl. részleges vagy teljes korhazi kezelés)

a gyermekem sulya vagy étkezési szokasai miatt kialakult egészséguligyi
problémak miatt.

N/A
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A Sziil6i Etkezési Zavar Vizsgalat Kérdbiv
magyar adaptacidja

Célkitiizés: A serdiil6k evészavar tlineteinek diagnosztizalasahoz érdemes tobb infor-
macidforrast figyelembe venni. A Sziil6i Evészavar Vizsgélati Kérd6iv (PEDE-Q) a serdiil6k
evészavar tiineteit méri a sziil6 szempontjabdl. A jelen tanulmany célja a PEDE-Q magyar
véltozatanak validalasa kozosségi magyar mintan. Tovabbi célunk a kérd6iv kapcsolatanak
vizsgalata a serdiil6k 6nbeszamoldn alapuld evészavar-tlineteivel, valamint a sziil6k sajat
étkezési attitldjeivel. Médszer: 201 32 és 68 év kdzotti szUl6 (155 anya) toltotte ki a PEDE-t
és Eating Attitudes Test-26 kérdGivet. Tovabba 195 12 és 18 év kdzotti kamasz (55,7% lany)
a self-administered Psychiatric Scales for Children and Adolescents — Psychogenic Eating
Scale kérddivet is kitoltotte. A magyar PEDE-Q faktorstrukturajanak vizsgalatéra megerdsité
faktoranaliziseket végeztiink. A tovabbi elemzések soran Pearson-korreldciés vizsgélatokat
alkalmaztunk a kétvaltozés kapcsolatok feltérképezésére. Eredmények: A modifikacios
indexek hozzdadasaval egy médositott hierarchikus modellt alakitottunk ki, amelyben a
harom elsédleges faktor (Taplalkozasi kontroll, Evéssel kapcsolatos aggodalom, Alakkal és
testsullyal kapcsolatos aggodalom) egy masodrendd, dltaldanos evészavar-faktorra toltoltott.
A modell megfelel6 illeszkedést mutatott (CFI = 1,000, TLI = 0,999, RMSEA = 0,031 [90%
Cl: 0,017-0,042], SRMR = 0,084; a = 0,83-0,94). Mérsékelt pozitiv kapcsolatot taldltunk a
serdiil6k 6nbeszamoldi és a sziilék dltal észlelt kamasz evészavar-tiinetek kozott. Tovéabba
gyenge pozitiv 8sszefliggés mutatkozott a szll6k altal észlelt serdiil6 evészavar tiinetek
és a szUl6k sajat étkezési attitlidjei kozott is. Kovetkeztetés: A PEDE-Q magyar valtozata
érvényes és megbizhatd méréeszkdz a serdil6k evészavar-tiineteinek szll6i értékelésére.
A serdiilék és sziileik beszamoloi kdzotti kapcsolat hangsulyozza a tobb informatorra épiilé
értékelések fontossagat a fiatalok evészavar-tiineteinek azonositasaban.

Kulcsszavak: evés, étkezési attit(idok, evészavarok, serdulékor
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