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ABSTRACT

Eating disorders (ED) are a group of mental disorders, which are quite difficult to treat. In studies on the recovery process of
ED, patients’ experience is rarely been taken into account. In addition, there seems to be a gap between patients’ objective
improvement, as assessed by clinicians, and patients’ own subjective evaluation of their recovery. Criteria for Recovery from
Eating Disorders (CRED) is a questionnaire used to investigate recovery criteria which are considered important from the pa-
tients’ perspective. The purpose of the present study was to examine the factorial structure of CRED and to evaluate its psy-
chometric properties. A sample of 138 patients in ED treatment were asked to complete the CRED along with the WHO ques-
tionnaire on quality of life (WHOQoL-BREF) and the eating disorders questionnaire (EDE-Q). Exploratory factor analysis (EFA)
was used to explore the factor structure of the CRED. Internal consistency assessment was based on Cronbach’s a. Convergent
validity was assessed through correlations of CRED with WHOQoL-BREF and EDE-Q. The EFA led to the removal of 13 items of
the original CRED and yielded a conceptually justifiable seven factor model: Body Experience, Psychological Well-being, Social
Relationships, Gastrointestinal Symptoms, Bodily Functions, Eating Behaviours, and Compensatory Behaviours. Cronbach’s al-
phas of the total questionnaire and all seven factors ranged from 0.77 to 0.88. Convergent validity to WHOQoL-BREF and EDE-Q
total scores and subscales were found to be quite satisfactory. Our analysis has, thus, led us to propose the CRED-39, a 39-item
version of the CRED questionnaire, which seems to be a valid and reliable tool in assessing ED patients’ own view of their re-
covery process. CRED-39 can be used in clinical practice to address personal needs and to direct individualised interventions.
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fact that has led a number of researchers to suggest a
“transdiagnostic” approach to ED classification and ther-

apy.*’
Although psychotherapy is the first line treatment for

Introduction

Eating disorders (ED) are a group of mental disor-
ders, which are quite difficult to treat, as they manifest

through several unique characteristics and set a number
of clinical challenges. For example, several patients suf-
fering from anorexia nervosa (AN) lack insight on their
body image and express relevant delusional beliefs.' The
diagnosis of ED often does not remain stable over the
years, shifting between AN and Bulimia Nervosa (BN), a

ED,* its effectiveness is limited, especially when symp-
toms are severe and the duration of illness is long.®
Moreover, a considerable number of patients, particu-
larly those suffering from AN, drop out of therapy for a
variety of reasons.® In many cases, patients with ED need
several years to recover (average 12-18 years in AN)
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and a substantial number of them do not recover fully,
if at all (approximately 50% for AN).>7 It is alarming that
specialised psychotherapeutic interventions have been
found only equally or less effective than nonspecific
supportive clinical management for the disorder, which
is not considered sufficient in ED treatment.® Overall,
these points stress the necessity for improving the avail-
able therapeutic interventions.

On the other hand, in studies on the recovery process
of ED, patient experience has rarely been taken into ac-
count. Our knowledge on the effectiveness of ED psy-
chotherapeutic interventions is mainly based on open
follow-up studies,” where the effectiveness of psycho-
therapy is assessed based on the diagnostic criteria of
the EDs, such as weight restoration, reduction or elimi-
nation of bulimic episodes, reduction of excessive fear
of obesity and restoration of menstruation. Research on
the treatment of EDs is aimed primarily at reducing the
physical symptoms such as nutrition restoration, nor-
malization of body weight and absence of purging be-
haviours. In a study, 79% of patients with AN were con-
sidered to have recovered, based on the above criteria,
but when psychological criteria (such as mental state,
body image and insight) were also taken into account,
the recovery rate decreased to 49%.'° This led clinicians
and researchers to differentiate full ED remission from
just weight recovery. Moreover, a common observation
in clinical practice is that when some patients “recover”
from ED symptomatology, they become extremely anx-
ious, distressed or even depressed and in some cases,
they start weight-reducing behaviours again." Clearly,
there is a gap between objective improvement, as meas-
ured by the researchers, and patients’ own subjective
sense of their recovery.

Patients who have recovered from an ED or have re-
ceived long-term treatment, report only a small im-
provement in their quality of life (QoL)'? and it appears
that, in most cases, their QoL index remains poorer than
that of controls.’*'* According to ED patients the most
affected areas of their QoL is self-image and well-be-
ing.’* Patients mention that a sense of belonging, hav-
ing a job or being a student, good physical health, and a
general sense of well-being are the most important ele-
ments of good QoL.™

Lately, it has been suggested that patients’ view on
their therapy is very important in order to improve ex-
isting treatment practices and to achieve better thera-
peutic outcomes.' There are a limited number of ques-
tionnaires assessing patient view in Eds.'*"'® Noordenbos
and Seubring' have created the most extended of
those, the Criteria for Recovery from Eating Disorders
(CRED) questionnaire, by selecting criteria which were
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considered important by patients and therapists. They
first created a list of the core characteristics and conse-
quences of EDs based on the literature and on the criteria
for recovery mentioned in effectiveness and follow-up
studies. Patients rated a number of these criteria as
very important for their recovery, including eating be-
haviour, body experience, physical concerns, as well as
psychological, emotional and social recovery; therapists
on the other hand, rated only three criteria as the most
important in assessing recovery of their patients, all of
which were related to physical recovery.’® Noordenbos
and Seubring reached the conclusion that beyond eat-
ing behaviour and weight restoration, one should take
into account psychological, emotional and social recov-
ery, in order to prevent dropout, high relapse rate and to
achieve full remission of ED symptomatology.'®

Since the psychometric properties of CRED have not
been published yet by the authors,'® the purpose of the
present study was to examine the factorial structure of
the questionnaire and to evaluate its validity and relia-
bility for use in research and clinical practice.

Material and Method
Procedure

Researchers contacted Dr Greta Noordenbos, the
CRED developer, and received permission to translate
and to use the questionnaire in a research setting. The
CRED questionnaire was translated to Greek by inde-
pendent Greek and English native speakers, following a
forward-backward-forward procedure, according to the
instructions of the World Health Organization (WHO) for
the translation of self-report questionnaires.” In addi-
tion, the instrument was split translated using a commit-
tee-based approach. Any discrepancies that emerged
from the comparison of the two approaches were dis-
cussed and a few minor adjustments were applied.

The administration of the questionnaire took place
in two contributing centres, the Eating Disorders
Outpatient Clinic of the First Department of Psychiatry
of the National and Kapodistrian University of Athens
and the Day Care Centre for Eating Disorders of the NGO
“"ANASA". Participants, according to the Helsinki decla-
ration, were informed in written on the purpose of the
study, their ensured anonymity and data protection, the
possibility of non-participation without any implications
for the treatment they were receiving, and the research-
ers’ contact details.

Participants

Participants were consecutive admissions to the out-
patient services of the contributing centres with an
ED diagnosis (AN, BN or ED Not Otherwise Specified -
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EDNOS), who were in treatment for ED at least for the
past 3 months. ED diagnosis was made by a psychia-
trist in the initial assessment of the patient, according
to DSM-52° criteria. Exclusion criteria were age less than
18 years, severe mental retardation, psychosis or lack of
Greek language comprehension. Recorded demograph-
ics included gender and age. Body Mass Index (BMI) and
menstruation status (MS; normal menstruation or loss
of any menstrual cycle in the last four months) were de-
rived from corresponding questions of the EDE-Q.

Measures

Criteria for Recovery from Eating Disorders
Questionnaire (CRED)

Noordenbos and Seubring'® categorised the question-
naire’s items into six groups representing behavioural,
body experience, somatic, psychological, emotional,
and social factors. This procedure resulted in a list of 52
recovery criteria: 9 items on eating behaviour, 5 items
on body attitude, 16 items on physical recovery, 8 items
on psychological well-being, 9 items on emotional state
and 5 items on social adjustment. Each item is rated on
a 5-point Likert type scale, with higher scores indicating
higher levels of recovery.

World Health Organization Quality
of Life Brief questionnaire (WHOQoL-BREF)

The WHOQoL-BREF questionnaire is a self-report in-
ventory of QoL with 26 original items?' and 4 additional
items (nutrition, work satisfaction, home-life and social
life), derived from the validation of the questionnaire
within Greek populations.?? The items fall into four do-
mains: physical health, psychological health, social re-
lationships, and environment. Higher scores indicate
better QoL. The Greek version of the WHOQoL-BREF by
Ginieri-Coccossis et al.?* has demonstrated good internal
consistency, with Cronbach’s a ranging from 0.67 to 0.81
across the four domains.

Eating Disorders Examination Questionnaire
(EDE-Q) 6.0

The EDE-Q is a self-report questionnaire developed by
Fairburn and Wilson,” which measures the severity of
ED symptomatology. It consists of 28 questions on eat-
ing behaviour, clustered in four subscales: restraint eat-
ing, eating concern, shape concern and weight concern.
Each question is rated on a 6-point Likert type scale and
addresses the patient’s last 28 days. When appropri-
ate, respondents are requested to provide a frequency
count. Each subscale score is presented as a mean score,
and Global EDE-Q score is calculated as the mean score

of all the four subscales. In a recent study by Giovazolias
et al,?* the validity of the Greek version of EDE-Q was in-
vestigated and the results supported both the internal
consistency, as well as the concurrent, convergent and
discriminant validity of the EDE-Q and its subscales, with
Cronbach’s alpha ranging from 0.74 to 0.91.

Statistical analysis

An Exploratory Factor Analysis (EFA) was conducted in
order to investigate the construct validity of the CRED
questionnaire and of its factors, using principal compo-
nents analysis with varimax rotation.® For the EFA, the
adequacy of the sample was assessed by the Kaiser-
Meyer-Olkin test (KMO) and a Bartlett’s test of spheric-
ity. Cronbach’s alpha was calculated to reflect the in-
ternal consistency of each factor, which was produced
by the EFA, separately and of the entire questionnaire.
Differential validity among diagnoses (AN, BN, EDNOS)
was assessed for each factor, based on the non-paramet-
ric Kruskal-Wallis test. Convergent validity was assessed
through correlations with WHOQoL-BREF and EDE-Q.
Statistical significance level was set at 0.05; analyses
were conducted using SPSS version 26.

Results
Sample characteristics

The ED diagnoses for the 138 participants were AN
(N=48), BN (N=53) and EDNOS (N=37). Mean age was
27.38 (Std 8.73) years, females N=132 (95.7%), mean BMI
21.52 (Std 6.23) kg/m* The EDE-Q and WHOQoL-BREF to-
tal and subscales mean scores are presented in table 1.

Table 1. Descriptive statistics for EDE-Q and WHOQoL-BREF.

Mean SD
EDE-Q subscales and Global score
Global EDE-Q score 2.76 1.44
Eating Concern 2.18 1.50
Restraint 242 1.67
Shape Concern 3.35 1.65
Weight Concern 3.09 1.63
WHOQoL-BREF subscales
Overall Quality of Life 13.30 393
General Health 13.10 3.92
Physical Domain 13.15 2.63
Psychological Domain 11.43 3.03
Social Relationships 12.10 3.38
Environment Domain 13.61 243

EDE-Q: Eating Disorders Examination Questionnaire; SD:
Standard Deviation; WHOQoL-BREF: World Health Organization
Quality of Life Brief questionnaire



Factorial structure

The EFA results indicated a low fit between the da-
ta and the original Noordenbos & Seubring six-group
model. The EFA yielded a seven-factor solution (based
on scree-plots and eigenvalues>1.00) with a KMO co-
efficient equal to 0.74 and a Barlett chi-square value
equal to 4512.14 (p<0.001). Seven unique pairs of cor-
relations with an absolute value greater than 0.8 were
detected by a Spearman’s bivariate correlation of each
item to all other items. Thus, one item from each of
these pairs was removed, based on a qualitative anal-
ysis .2° Since there were overlapping items in the sev-
en pairs, four items were removed, leaving 48 items in
total. A further five items were removed, as they either
cross-loaded on more than one factor at more than
75% or had a highest loading of less than 0.4 on any
factor. Four additional items were excluded, because
their removal improved Cronbach’s alpha for the factor
they belonged to.

The seven emerging factors were identified as
Body Experience, Psychological Well-being, Social
Relationships, Gastrointestinal (Gl) Symptoms, Bodily
Functions, Eating Behaviours and Compensatory
Behaviours. Of the 13 items of the Noordenbos &
Seubring questionnaire which were left out of the final
solution, seven belonged to physical recovery criteria,
three to eating behaviour criteria, one each to body at-
titude, psychological well-being and emotional state
criteria. Thus, of our solution’s 39 items six came from
eating behaviour, four from body attitude, nine from
physical recovery, seven from psychological well-being,
eight from emotional state and five from social adjust-
ment. The final items which constitute the seven fac-
tors and their origin from the Noordenbos & Seubring
questionnaire are presented in table 2. Thus, the analy-
sis we conducted resulted in a seven-factor model with
39 items, leading to the proposal for a shorter, 39-items
CRED questionnaire (CRED-39), with seven subscales.
The final model showed a KMO coefficient equal to
0.76 and a Barlett chi-square value equal to 2783.8
(p<0.001). The proportion of total variance explained
was 58.58%. Factor loadings based on the EFA of the 39
items are presented also in table 2.

Internal consistency and reliability

Cronbach’s alpha (reflecting internal consistency) for
the total CRED-39 questionnaire was 0.87 and for all
subscales (factors) it ranged from 0.77 to 0.88 (table 3).
Intercorrelations between the seven subscales are pre-
sented in table 4; the average of between subscales cor-
relation coefficients is 0,17. The one-way non-parametric
ANOVA (Kruskal-Wallis test), assessing differential validi-
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ty based on diagnosis, did not show any statistically sig-
nificant results for any CRED-39 subscales.

Correlations between CRED subscales
and external validators

Convergent validity coefficients were examined by
non-parametric test (Spearman’s correlations) due to
non-normal distribution in some of the CRED-39 sub-
scales. The correlation coefficients showed significant as-
sociation with at least one of the WHOQoL-BREF subscales
for all CRED subscales (table 5), except for GI Symptoms.
The subscales Body Experience, Psychological Well-being,
and Eating Behaviours were negatively correlated with all
EDE-Q subscales (table 6), whereas Social Relationships
and Bodily Functions subscales were negatively correlat-
ed with the Eating and Shape Concern EDE-Q subscales.
Gl Symptoms and Compensatory Behaviours subscales
were weakly negatively correlated with presence of nor-
mal menstrual cycles (table 6).

Discussion

The main purpose of the present study was to eval-
uate the psychometric properties and factorial struc-
ture of the CRED questionnaire.’”® Our results did not
support the original structure of 52 items for the ques-
tionnaire. In the seven subscales solution, suggest-
ed by our results, the items of the original emotional
state group loaded on Psychological Well-being and
Social Relationships. Items reflecting better emotion-
al management (e.g., “l am not depressed”), as well as
items reflecting better psychological interaction (e.g.,
“| dare to express a different opinion”) loaded on the
Psychological Well-being and Social Relationships, ac-
cordingly. The original physical recovery criteria creat-
ed two distinct subscales, separating Bodily Functions
(e.g., “My body temperature is normal”) from more
specific health recovery criteria related to gastrointes-
tinal problems (e.g., “I have no stomach complaints”). It
is known that ED patients experience and focus more
on health disturbances related to the gastrointestinal
system?” and this may have led to the creation of a
specific subscale for GI Symptoms. Three more of the
original physical recovery criteria loaded on the Body
Experience subscale. Finally, the new Compensatory
Behaviours subscale was created from items of the
original eating behaviour group. It seems that healthy
eating behaviours (e.g., “l eat three meals a day”) are
not identical with recovery from eating disorder com-
pensatory behaviours (e.g. “l do not vomit after food
intake”). All of these subscale’s combinations can be
considered conceptually justifiable. Thus, our analysis
has led to proposing the CRED-39, a 39-items version
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Table 2. Final factor loadings based on the results of exploratory factor analysis.

Solution Factors**

Iltem number* Item 1 2 3 4 5 6 7
B2 | have a more positive body experience 0.775

B3 | can accept my appearance and figure 0.763

C15 | have enough energy 0.700 0.337

D1 | have adequate self-esteem 0.678

D3 | am sufficiently assertive 0.658  0.325

c14 I am not often tired 0.655

C13 My sleep is normal 0.604

E9 | can cope with stress in a healthy way 0.530

D5 | can concentrate well 0.504

E6 | am not very dependent on the opinions of others 0.753

E5 | am not too often trying to please others 0.741

D4 | do not criticise myself very often 0.717

D7 I have no strong fear of failure 0.715

D2 My self-esteem is no longer dependent on weight 0.661

B5 | am not obsessed by food and weight 0.612

E1 | am not depressed 0.562 0.375

D6 | am not extremely perfectionistic 0.544

B4 | do not feel the need to diet 0326  0.500

E7 | dare to express a different opinion 0.730

F3 | am able to initiate contact with others 0.706 0.315

E8 | am able to handle conflicts 0.646

F5 | dare to talk about personal experiences 0.625

F4 | have some good friends 0.602

E4 | am able to express positive emotions 0.339 0.594

F1 I am not isolated 0.557

F2 | participate in social activities 0.465

E3 | am able to express negative emotions 0.458

C10 | have no stomach complaints 0.834

c9 | have no intestinal disturbances 0.819

c8 | have no constipation 0.698

c7 My blood pressure is normal 0.855

cé My heartbeat is normal 0.805

c5 My body temperature is normal 0.644

A2 | eat three meals a day 0.819

Al My eating behaviour is healthy and regular 0.321 0.769

A3 The amount of calories | consume is normal 0.735

A7 | do not use diuretics 0.864
A5 I do not vomit after food intake 0.841
A9 | do not exercise excessively 0.809

*Item numbers from the original Noordenbos & Seubring questionnaire;'® the letter refers to Noordenbos & Seubring criteria
for recovery (A=eating behaviour, B=body attitude, C=physical recovery, D=psychological recovery, E=emotional state, F=social
adjustment)

**The seven factors produced by the solution are: 1 Body Experience, 2 Psychological Well-being, 3 Social Relationships, 4
Gastrointestinal Symptoms, 5 Bodily Functions, 6 Eating Behaviours, 7 Compensatory Behaviours; the loadings to each factor are
presented if they exceed 0,3
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Table 3. Descriptive statistics for and internal consistencies of the CRED-39 subscales.

CRED-39 subscales Number Mean Score* Median Skewness (SE) Kurtosis (SE) Mean Cronbach’s
of items (SD) Inter—item alpha
correlation
Body Experience 8 3.03 (0.797) 3.13 -0.107 (0.206) -0.164 (0.410) 0.266 0.881
Psychological Well- 9 2.88 (0.810) 3,00 -0.057 (0.206) -0.143 (0.410) 0.154 0.850
being
Social Relationships 9 3.75 (0.657) 3.78 -0.197 (0.206) -0.226 (0.410) 0.218 0.806
Gl Symptoms 3 3.05 (1.151) 3.33 -0.167 (0.206) -0.982 (0.410) 0.091 0.823
Bodily Functions 3 3.88 (0.899) 4,00 -0.584 (0.206) -0.232 (0.410) 0.176 0.774
Eating Behaviours 3 3.21 (1.014) 3.33 -0.239 (0.206) -0.768 (0.410) 0.201 0.843
Compensatory 3 3.05 (1.500) 3.33 -0.034 (0.206) -1.650 (0.410) 0.081 0.846
Behaviours

CRED-39: Criteria for Recovery from Eating Disorders — 39 items version; Gl: Gastrointestinal
*Each item is rated on a 5-point Likert scale in response to the question “Do you agree with the following statement?” (1=not at all,
2=no, 3=somewhat, 4=yes, 5=strongly), after Noordenbos & Seubring'®

Table 4. Intercorrelations between CRED-39 subscales (values are Spearman’s r coefficients).

CRED-39 subscales Body Psychological Social Gl Bodily Eating Compensatory
Experience Well-being Relationships ~ Symptoms Functions Behaviours Behaviours

Body Experience 1.000

Psychological Well-being 0.441 1.000

Social Relationships 0.422 0.153 1.000

Gl Symptoms 0.022 0.084 0.016 1.000

Bodily Functions 0.307 0.087 0.269 0.064 1.000

Eating Behaviours 0.405 0.228 0.280 0.087 0.215 1.000

Compensatory Behaviours 0.000 -0.067 0.170 0.273 0.115 -0.007 1.000

CRED-39: Criteria for Recovery from Eating Disorders — 39 items version; Gl: Gastrointestinal

Table 5. Correlation between CRED-39 subscales and WHOQoL-BREF (values are Spearman’s r coefficients).

WHOQOoL-BREF subscales

CRED-39 subscales Overall General Physical Psychological Social Environment
Quality Health Domain Domain Relationships Domain
Domain
Body Experience 0.477** 0.461** 0.687** 0.795** 0.511** 0.252**
Psychological Well-being 0.125 0.033 0.217** 0.337** 0.180* -0.036
Social Relationships 0.471** 0.206** 0.424** 0.481** 0.681** 0.383**
Gl Symptoms 0.035 -0.009 -0.059 -0.076 -0.114 -0.059
Bodily Functions 0.134 0.399** 0.246** 0.227** 0.205** 0.087
Eating Behaviours 0.388** 0.264** 0.415%* 0.377** 0.229** 0.235%*
Compensatory Behaviours -0.189*% -0.109 -0.090 -0.042 -0.046 0.116

CRED-39: Criteria for Recovery from Eating Disorders — 39 items version; Gl: Gastrointestinal; WHOQoL-BREF: World Health Organization
Quality of Life-Brief questionnaire
*p<0.05, **p<0.01
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Table 6. Correlation between CRED-39 subscales and EDE-Q (values are Spearman’s r coefficients).

EDE-Q subscales

CRED-39 subscales Global EDE-Q Eating Restraint ~ Shape Concern  Weight BMI MS
Concern Concern

Body Experience -0.637%* -0.554** -0.471%* -0.656** -0.617**  -0.156* 0.280%*
Psychological Well-being —-0.334%* -0.339%* -0.284** -0.287** -0.285** -0.099 0.189*
Social Relationships -0.124 -0.191* -0.061 -0.146* -0.114 -0.097 0.062
Gl Symptoms 0.003 0.006 0.018 -0.007 0.035 -0.006 -0.228**
Bodily Functions -0.117 -0.141* -0.053 -0.152* -0.137 0.132 0.005
Eating Behaviours -0.327** -0.346** -0.318** -0.269** -0.271** 0.061 0.272**
Compensatory Behaviours 0.004 0.015 0.064 -0.053 -0.031 -0.024 -0.174*

BMI=body mass index; CRED-39: Criteria for Recovery from Eating Disorders — 39 items version; EDE-Q: Eating Disorders Examination
Questionnaire; Gl: Gastrointestinal; MS=menstrual status (0=not normal, 1=normal cycles in the last 4 months)

*p<0.05, **p<0.01

of the original CRED questionnaire, which is shorter,
with a more solid structure and seven subscales.

The internal consistency measures (Cronbach’s alpha)
of the CRED-39 subscales were quite satisfactory, rang-
ing from 0.77 to 0.88, as was the Cronbach’s alpha for the
entire questionnaire (a=0,87). Furthermore, the low av-
erage between subscales correlation coefficients (0.17),
confirms the relative independence of the seven sub-
scales from each other.?> In addition, the mean scores
of the CRED subscales suggested that the mean level of
recovery is not uniform across the seven areas (table 3).
Social Relationships and Bodily Functions received the
highest means, reflecting that these are the main areas
of improvement after treatment. The Psychological Well-
being and Body Experience displayed the lowest mean
ratings. This finding confirms previous studies, which
have shown that physical recovery does not always im-
ply psychological recovery.®

Significant associations were observed between the
CRED-39 subscales and the WHOQoL-BREF, as expect-
ed. This finding indicates that subjective recovery is in
accordance with objective improvement in patients’
QoL. In addition, Body Experience, Psychological Well-
being and Eating Behaviours subscales were moder-
ately to strongly negatively associated with the EDE-Q
subscales. The strongest associations were for the Body
Experience suggesting that improvement in the way pa-
tients perceive their body (shape and function) is related
both to recovery from ED and to improvement in QolL.
Also, significant associations between Eating Behaviours
and all the WHOQoL-BREF and EDE-Q subscales reflect
the importance of eating behaviours restoration to the

QoL and to ED symptomatology. Finally, significant neg-
ative associations between Psychological Well-being
and EDE-Q remind us of the importance of psycholog-
ical recovery in order to physically recover from an ED.
In conclusion, the associations between CRED-39 and
EDE-Q show that recovery criteria, as measured by the
EDE-Q, are significantly related to the majority of the
CRED subscales, most strongly with the subscale related
to patients’ Body Experience.

The GI Symptoms subscale did not show any signifi-
cant correlation with the WHOQoL-BREF or the EDE-Q
subscales. This finding might be explained based on the
fact that Gl symptoms are not specifically addressed in
any of these two questionnaires.

No significant differences were found in the reported
CRED-39 subscales mean scores between different di-
agnoses of ED. This finding is in line with the literature,
which suggests that there is a “transdiagnostic” model
for EDs. According to this model, EDs share a common
background and the same cognitive and coping mecha-
nisms that maintain the ED.>* Consequently, therapeutic
interventions and outcome could be expected to be ap-
proximately the same for all ED diagnoses.

The findings of the present study suggest that
CRED-39 is a valid and reliable measure that can be used
in clinical practice to address the subjective recovery ex-
perience in ED patients. There are, however, limitations
to the present study, starting with sample size and the
need for the results to be replicated in larger samples.
Also, a Confirmatory Factor Analysis should be conduct-
ed to confirm the fit of the seven-factor model on other
populations, as well as, test-retest reliability should be



performed in future research. Finally, the study did not
include a sample of fully recovered patients, so we could
not test differences between them and patients still be-
ing on various stages of treatment.

Patients’ view is been increasingly considered to be
important in the effort to improve therapies for Eds'
and to move from a mainly physical approach to a
more holistic and individualised one, paying proper
attention to psychological, social and emotional crite-
ria; the latter seem to be mentioned as exceptionally
important from patients’ perspective.’® In addition, re-
search is recently focused on understanding the psy-
chological and biological mechanisms that drive the
illness trajectory over time and on explaining interin-
dividual differences in illness course, severity, and per-
sistence to treatment.?® Official Clinical Guidelines have
addressed the need for more individualised therapeu-
tic approaches as well as for longer treatment duration
for severe and enduring ED.* It seems that recovery
procedure is not completed with weight recovery and
in some cases, it could take up to two years, after the
completion of therapy, for patients to report a subjec-
tive sense of ED recovery.'®
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This study presents a validated measure (a 39-items

version of the original CRED questionnaire, CRED-39) of
ED patients’ perspective on the progress of their ther-
apy, which can be used in clinical practice to identify
potential barriers to full recovery. With every patient
possibly experiencing difficulties in different areas, a
clinician can directly identify these areas by review-
ing the subscale scores or by identifying any extreme
scores among the individual items. Patient-rated recov-
ery is considered to be useful as an additional measure
of ED treatment outcome to guide personalised treat-
ment and to inform treatment policies. In this respect,
CRED-39 could be a valuable self-report questionnaire
for measuring objective recovery in clinical practice
and research settings.
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APPENDIX
Greek translation of CRED-39 questionnaire
EAANVIKN pETA@pPAcT Tou epwtnpatoloyiov CRED-39
EpwtnuatoAdyio Kprtnpiwv Avdppwong ané Aiatapayri lMpdoAnyng Tpogric — ekboxri 39 Anuudtwy (CRED-39, Noordenbos & Seubring,
2006, Karapavlou et al 2021)
To mapov EpWTNUATOAGYIO APOPA TOUG TIAPAKATW EMTA TOUEIG/KpITpla avdppwong amd Statapayr TPAoANYNG TPOPG: EIKOVA EQUTOU,
YUXIKN €VEEIQ, KOIVWVIKEG OXEOELG, YOOTPEVTEPIKA CUMMTWHATA, CWHATIKEG AEITOUPYIEC, SIOTPOPIKEG CUVAOEIEC KAl AVTIPPOTIIOTIKEG
OUUTTEPLPOPEC. APOU CUUTTANPWOETE AUTO TO EPWTNUATOAOYIO, UTTOPEITE Va ENEYEETE O OUVEPYATia e TOV BEPATTEVUTH) 0AC O€ TTOLOUG
Topeig €xete NN PeATIwOe( kal o€ OIOUG TOUEIG pmopei va XpeldleTal TEPIOCOTEPN EMKEVTPWON OTNV Bepaneia oag, WOTe va TPo-
omnabrioete va PBpeite padi mota BepameuTikn oTpatnyik Ba pmopolaoe va gival Xpriotun yia Tnv mepaitépw BeAtiwor) oag.

MNéoo oag ekppdlouv ol MapakdTw MPOTACELC;

1=kabolov, 2=0xL, 3=KAMWCG 4=val 5=ndpa moA\u
I. Eikéva eautol
1. 'Exw mmo B€TIKr 0TAdoN amévavtl 0To oWwud Hou 1 2 3 4 5
2. Mmmopw va amodexBw TV UPAVIOT Hou 1 2 3 4 5
3. Exw apKeTn evépyela 1 2 3 4 5
4. 'Exw apKeTh automemnoidnon 1 2 3 4 5
5. A§loloyw Tov €auTO pou pe BeTIKO TPOTO 1 2 3 4 5
6. Agv aicBavopal K6Twon moAU cuxvd 1 2 3 4 5
7. O Umvog pou &ival QUOIONOYIKOG 1 2 3 4 5
8. Mmopw va SIaxepIoTw To AyX0G HOU UE LYLH TPOTIO 1 2 3 4 5
9. Mmopw va CUYKEVTPWOW ApPKETA KaAA 1 2 3 4 5
1. Yuxiknj eveéia
10. Aev e€aptwpal unepPoAikd amod tnv amodoxr Twv AAwv 1 2 3 4 5
11. Agv mpoomaBw va guxaploTw Toug AANOUG TTONU GUXVA 1 2 3 4 5
12. Agv KOTOKPIVW TOV €AUTO POV TTONU CUXVA 1 2 3 4 5
13. Aev @ofduat ouxvd 6Tt Ba amotuxw 1 2 3 4 5
14. H autoektiunon pou Sev oxetiCetal pe 10 BApog pou 1 2 3 4 5
15. Agv €xw gUpoV HE TO GaynTd Kal To BApog 1 2 3 4 5
16. Aev atoBdvopal katdOAupn 1 2 3 4 5
17. Agv gipgat umepBOAIKA TEAEIOPAVIG 1 2 3 4 5
18. Aev viwBw Vv avdykn va kavw Siaita 1 2 3 4 5

Continues
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Moéoo oag ek@pAalouv ol TAPAKATW TPOTACELS;

1=kaBdMov, 2=0xL, 3=kdanwg 4=val 5=mndpa oAU
Ill. Kowvwvikég oxéoelg
19. TOAJW va ek@pdow TNV dmoyri pou 1 3 5
20. Eipat og Béon va mapw tnv mpwTtoouAia va EMKOIVWVHoW 1 2 3 4 5
pe AAoUG
21. Aev @ofduat va €xw SIaQopETIKY YVWUN arrd Toug AANoug 1 2 3 4 5
22. TOAIW va MIANOW Yl TIPOCWTTIKEG EUTTEIPIEG HOU 1 2 3 4 5
23. 'Exw HEPIKOUC KOAOUC @iloug 1 2 3 4 5
24. Eipal og Béon va ekppdlw BeTikd cuvaloObruata 1 2 3 4 5
25. Agv €ipat amopovwpévoe/n 1 2 3 4 5
26. JUPHETEXW OE KOWWVIKEG EKONAWOELG Kal SpaoTnpldTNTES 1 2 3 4 5
27. Eipat og Béon va ekppdlw apvntikd cuvaiodriuata 1 2 3 4 5
V. [aotpevtepikd ovumTwuata
28. Agv €xw OTOMAXIKA TTPOPBAuaTa 1 2 3 4 5
29. Agv éxw evtepikd mpofArjuata 1 2 3 5
30. Agv éxw SuokolidTnTA 1 2 5
V. Zwuatikég Aeitoupyieg
31. H aptnplakn pou mmieon ival QUOLIOAOYIKN 1 2 3 5
32. O1 0QUEEIC oL €ival QUOIONOYIKES 1 2 3 5
33. H Bepuokpacia owpatog Hou gival QUOIOAOYIKN 1 2 3 5
VI. Aiatpoikéc ouvriBeieg
34. Tpww Tpia yevpaTa TNV NUEPA 1 2 3 5
35. H dtatpo@r} pou gival LyLElVA Kal TAKTIKA 1 2 3 5
36. H moootnta twv Bepuidwv mou mpooAaufdavw gival vytevn 1 2 3 5
Kal apKETH
VII. AvTippOmIOTIKEG CUUTIEPIPOPES
37. Aev Aappavw SloupnTikd 1 2 3 5
38. Aev KAVW €UETOUC PETA TNV TPOCANYN TPOPNS 1 3 5
39. Agv KAvw UTEPBOAIKA YUUVAOTIKNA 1 3 5
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Napayovtikn Aopn Kat WuxopeTpikég 1d10TNTEG
Tou Epwtnunatoloyiov Kpitnpiwv Avappwong
ano Awatapayxn NMpooAnyng Tpoyng -

gekdoxn 39 Anpuatwv (CRED-39)

Adgvn-Ale€avdpa Kapamavlov, Anuiteng Alkaiog, ZTuAiavog MapinAidng,
Mapia TQviépn-Kokkwaon, Opaykiokog Moviddkng

A" Yuxiatpikry Khivikn, Aywvritelo Noookoueio, EQviké kat Kamrodiotpiakd Mavemotriuio ABnvawv, ABrva

IZTOPIKO APOPOY: MNapaArigpBnke 4 OeBpouapiov 2021/AvaBswpriBnke 28 OeBpouapiou 2021/AnpootevBnke Atadiktuakd 5 AuyovoTtou 2021

NEPINHWYH

Ot Alatapayéc NMpooAnyng Tpoeng (AMT) eival pia opdda YuxiKWy Slatapaywv mou givat SUGKOANO VA AVTIHETWTTIOTOUV. 2TIC é-
peuveg ou Slepeuvolv TV avdppwon acBevwy and AMT, mapatnpeital 6Tt omdvia Siepguvdtal n dmoyn Twv dlwv Twv acBe-
VWV. EMmpooB£Twe, KAToLEG LENETEG SIATTIOTWVOUV OTL UTTAPXEL XAOUA LETAEY TNG AVTIKEILEVIKIAG BEATIWONG TWV a0BevWY, OTIWE
METPLETAL ATTIO TOUG EPEVVNTEC, KAl TNG UTTOKEIUEVIKAG aioBnong BeAtiwong, omwg aglohoyeital amd Toug iGloug TouG TTAOXOVTEG,.
O 016X0G TNG MENETNG ATAV va e€eTaoTel N mapayovTik doun Kat n a&loAdynon Twv YUXOUETPIKWY ISIOTATWY TOU EPWTNHA-
Tohoyiou Kpitnpiwv Avdppwong and Alatapayr MpooAnyng Tpoerg (Criteria for Recovery from Eating Disorders - CRED), to
omoio a&lohoyei Kpitripla avdppwaong mou a&loAoyouvTal W¢ CNUAVTIKA amod Tov acBevr). To CRED kal Ta otabuicpéva epyaleia
mototntag (wng (WHOQoL-BREF) kat cupntwudtwy AMT (EDE-Q) cupumAnpwBnkav and Seiypa 138 acBevwv pe AMT. H diepeu-
VNTIKA TTApAYOVTIKN avaluon odnynoe otnv agaipgon 13 améd ta apyxikd Anppata tng CRED kat maprjyaye €éva eVvoloAoyIKA GU-
VEKTIKO HOVTENO EMTA MapayovIwv: Elkova Eautou, Yuxikn Eveia, Koivwvikég Zx€oelg, TaoTPEVTEPIKA ZUUMTWHOTA, ZWUOTIKEG
Nertoupyieg, Alatpo@ikég ZuvnBelec Kal AVTIPPOTIIOTIKEC ZUPTTEPIPOPEC. O SeikTng Tou Cronbach (GA@a) €6eiée IkavomoinTiKn
EOWTEPLKN OLVOXH YlO TO GUVOAO TOU EPWTNHATOAOYIOU, KABWG Kal Yia kaBévav amé toug entd mapdyovte (a=0,77 €wg 0,88). H
OUOXETION TOV EpwTnUaToloyiou pe ta WHOQoL-BREF kat EDE-Q £6€1€€ ikavomoinTikry GUyKAivouoa eykupotnta. H avdluon pag
odnynoe oto va mpotabei n ekdoxr} 39 Anpudtwy Tou CRED, To CRED-39, To omoio gaivetal va gival £yKupo Kat a&lomoTo EpwTh-
paTtoAdytLo yia Tnv agloAdynon tng amoyng twv acBevwv pe AMT oXeTIKA pe TNV €€ENIEN TG Bepameia Toug. To CRED-39 pmopei
Va XpNOoILOTIOINOEl TOOO 0TNV €pELVA 00O KAl OTNV KAWVIKK TTPAKTIKK Yla TNV SlEpELVNON TIPOCWTTIKWY AVAYKWY OE OXE0N UE TN
Bepameia kal TNV e€ATOUIKELON TWV TTAPEUBATCEWV.

NEZEIX EYPETHPIOY: Alatapayéc mpdoAnyng Tpo@g, omTiKh Tou acBevolg, eykupdtnTa, aglomoTia, TapayovTiKr avaluon.

Juyypagéacg emkoivwviag: Aagvn-Ale€dvdpa Kapamavlou, A" Yuxiatpikr KAvikn, Atytviitelo Noookopeio, EOviko kat Kamodiotplako
MavemoTtiuio ABnvwy, Aew. Bao. Zogiag 72, 115 28 ABriva, AlevBuvon e-mail: daphne@karapavlou.gr



