
Parental eating disorders: a systematic review of parenting 
attitudes, behaviours, and parentchild interactions

Article  (Accepted Version)

http://sro.sussex.ac.uk

Chapman, Laura, Cartwright-Hatton, Sam, Thomson, Abigail and Lester, Kathryn J (2021) 
Parental eating disorders: a systematic review of parenting attitudes, behaviours, and parent-child 
interactions. Clinical Psychology Review, 88. a102031 1-74. ISSN 0272-7358 

This version is available from Sussex Research Online: http://sro.sussex.ac.uk/id/eprint/103042/

This document is made available in accordance with publisher policies and may differ from the 
published  version or from the version of record. If you wish to cite this item you are advised to 
consult the publisher’s version. Please see the URL above for details on accessing the published 
version. 

Copyright and reuse: 
Sussex Research Online is a digital repository of the research output of the University.

Copyright and all moral rights to the version of the paper presented here belong to the individual 
author(s) and/or other copyright owners.  To the extent reasonable and practicable, the material 
made available in SRO has been checked for eligibility before being made available. 

Copies of full text items generally can be reproduced, displayed or performed and given to third 
parties in any format or medium for personal research or study, educational, or not-for-profit 
purposes without prior permission or charge, provided that the authors, title and full bibliographic 
details are credited, a hyperlink and/or URL is given for the original metadata page and the 
content is not changed in any way. 

http://sro.sussex.ac.uk/


1 

PARENTAL EATING DISORDERS AND PARENTING 

 

 

 

  

 

Parental eating disorders: A systematic review of parenting attitudes, behaviours, and parent-

child interactions 

 

Laura Chapman,a Sam Cartwright-Hatton, a Abigail Thomson, a Kathryn J. Lestera 

aSchool of Psychology, University of Sussex, United Kingdom 

 

Corresponding authors: Laura Chapman: l.a.chapman@sussex.ac.uk; Kathryn J. Lester: 

k.lester@sussex.ac.uk. School of Psychology, Pevensey Building, University of Sussex, Falmer, BN1 

9QH, United Kingdom; T: +44 01273 876638, F: +44 01273 678058 

 

Declarations of interest: none. 

  



2 

PARENTAL EATING DISORDERS AND PARENTING 

 

Abstract 

A substantial proportion of adults with eating disorders are parents. Studies suggest these parents 

may experience a range of parenting challenges, and their children may be at an increased risk for 

the development of eating disorders themselves. With parenting practices being one potential 

environmental mechanism for the intergenerational transmission of eating disorders, we 

systematically searched Scopus, Web of Science, PubMed, MEDLINE, PsychINFO, and 

PsychArticles for controlled studies in which parenting attitudes, behaviours, and parent-child 

interactions were examined for parents with and without probable eating disorders. 26,512 

abstracts were screened, and 167 full-text manuscripts were retrieved, with 33 studies meeting the 

review inclusion criteria. Studies suggest that parents with eating disorders experience higher 

levels of parenting stress than control parents, and may on average be more intrusive, less 

sensitive, and provide less structuring/facilitation in non-feeding interactions with their children. 

These parents also appear, on average, to experience increased concern about their children’s 

weight, and parent-child mealtime interactions may be problematic and characterised by high 

levels of conflict. Suggestions for future research are made with a view to enhancing 

understandings of the intergenerational transmission of eating disorders, which may lead to the 

identification of intervention targets for parents with eating disorders and their children. 
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Parental eating disorders: A systematic review of parenting attitudes, behaviours, and parent-

child interactions 

 

Eating disorders such as anorexia nervosa (AN), bulimia nervosa (BN), and binge eating 

disorder (BED) are serious, complex disorders. Characterised by persistent eating-related 

disturbances and associated with significant psychosocial and physical impairment (American 

Psychiatric Association, 2013), a range of biological, psychological, and sociocultural factors have 

been implicated in their aetiology (Culbert, Racine, & Klump, 2015). Over 70% of individuals with 

an eating disorder have one or more comorbid psychiatric diagnoses (Treasure, Duarte, & Schmidt, 

2020), and mortality rates are two to six times higher than the general population (Schmidt et al., 

2016). Although they can affect anyone at any age (Treasure et al., 2020), eating disorders are most 

commonly diagnosed in females, and typically emerge during adolescence and early adulthood 

(Fairburn & Harrison, 2003). Whilst many cases persist undetected (Schmidt et al., 2016), a recent 

UK study reported a prevalence rate of 7.5% in adults, collapsed across diagnostic subtypes (Solmi, 

Hotopf, Hatch, Treasure, & Micali, 2016). 

Although some women with eating disorders may experience difficulties conceiving 

(Easter, Treasure, & Micali, 2011), and are at an increased   risk   of   pregnancy   and   obstetric   

complications   (Watson, O’Brien, & Sadeh-Sharvit, 2018), a substantial proportion of adults 

accessing eating disorder treatment are parents (Bryant-Waugh, Turner, East, & Gamble, 2007) and 

a growing body of literature has begun to explore the impacts of parental eating disorders on 

offspring. Taken together, studies indicate that these children are at an increased risk of a broad 

range of difficulties from an early age (Park et al., 2003b; Patel, Wheatcroft, Park, & Stein, 2002; 

Watson et al., 2018). With much of the research focused on mothers, a recent review concluded that 

maternal eating disorders negatively impact children’s cognitive and psychological development, 

increase the likelihood of feeding difficulties, and heighten risk for the development of a range of 

psychopathologies (Martini, Barona-Martinez, & Micali, 2020). Other studies have reported that 

this group of children is at an elevated risk of developing eating disorders themselves (Bould et al., 

2015; Ziobrowski et al., 2019). 

Importantly, parents with eating disorders are not unaware of these risks; they report 

significant concerns about the impacts of their illness on children’s eating behaviours and body 

image, and express fears that their children may too develop eating difficulties (Bryant-Waugh, 

Turner, East, & Gamble, 2007; Mazzeo, Zucker, Gerke, Mitchell, & Bulik, 2005; Stitt & Reupert, 

2014; Tuval-Mashiach, Ram, Shapiro, Shenhav, & Gur, 2013). These fears appear to be 

particularly salient for parents of daughters (Franzen & Gerlinghoff, 1997; Tuval-Mashiach et al., 

2013). 
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In their comprehensive developmental model of the transmission of psychopathology, 

Hosman, van Doesum, and van Santvoort (2009) differentiate between five risk mechanisms - 

each associated with a range of risk and protective factors - through which mental health 

difficulties may be transmitted from parents to children. These include genetic risks, prenatal 

influences, and environmental mechanisms in the form of parent-child interactions, family 

processes and conditions, and extrafamilial social influences (Hosman et al., 2009). With 

estimates of the heritability of eating disorders ranging between 0.39 and 0.74 (Yilmaz, 

Hardaway, & Bulik, 2015), a wealth of research has been conducted on the genetic epidemiology 

of eating disorders (see Bulik,  Kleiman, & Yilmaz, 2016 for a recent review). However, the  

environment is likely to influence the activation of genetic predispositions (Martini et al., 2020), 

and there is a need to examine the potential environmental mechanisms through which adverse 

child outcomes, including disordered eating, may develop. The ways parents interact with their 

children appears to mediate the intergenerational transmission   of   psychiatric   risk   across   a   

range   of   parental   diagnoses, including depression, anxiety, substance abuse, and personality 

disorders (Hosman et al., 2009). This makes parenting, broadly defined as the regular thoughts, 

emotions, and behaviours of parents toward their offspring, alongside the parenting-related 

attitudes and values they hold (Berg-nielsen, Vikan, & Dahl, 2002) an important area for 

investigation. 

Reviewing the literature on children of parents with eating disorders, Patel et al. (2002) 

proposed that in addition to genetic influences, eating disorders may be transmitted from parents to 

children as a result of indirect effects of eating disorder symptomatology on general parenting 

functioning (e.g. due to preoccupation with food, shape and weight), and direct effects on 

parenting (e.g. influencing the feeding choices parents make). In addition, parents may model 

maladaptive eating attitudes and behaviours to their children, who may also be affected by 

marital and family conflict in the context of the parent’s disorder (Patel et al., 2002). Indeed, case 

reports and qualitative investigations support the suggestion that parents with eating disorders can 

experience a range of parenting difficulties. 

In line with the mechanisms proposed by Patel et al. (2002), some of these difficulties 

appear to be directly related to eating disorder symptomatology. For example, parents report 

tensions around, and avoidance of, social situations with their child in which food might be 

involved (Stitt & Reupert, 2014; Woodside & Shekter-Wolfson, 1990); significant difficulties 

around making food choices for and feeding children (Bryant-Waugh, Turner, East, & Gamble, 

2007; Franzen & Gerlinghoff, 1997; Mazzeo et al., 2005; Sadeh-Sharvit et al., 2015), and concerns 

regarding their children’s weight (Franzen & Gerlinghoff, 1997; Sadeh-Sharvit et al., 2015). 

Several reports also indicate a degree of role-reversal in the parent-child relationship (Franzen & 
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Gerlinghoff, 1997; Stitt & Reupert, 2014; Tuval-Mashiach et al., 2013). This role-reversal may be 

limited specifically to contexts related to food, weight and body image (e.g. Tuval-Mashiach et al., 

2013). Parents with eating disorders also report indirect effects on their parenting, including 

perceptions of themselves as being incapable or inadequate in the parental role (Franzen & 

Gerlinghoff, 1997; Tuval-Mashiach et al., 2013) difficulties setting boundaries for their children 

(Stitt & Reupert, 2014), and reduced emotional availability (Stitt & Reupert, 2014; Tuval-

Mashiach et al., 2013). 

In light of these findings, intervention studies have been described in the literature 

designed to support parents with eating disorders. These have typically been based on focus group 

findings with mothers with anorexia nervosa, bulimia nervosa, or eating disorder not otherwise 

specified (EDNOS) (e.g. Bryant-Waugh, Turner, Jones, & Gamble, 2007; Runfola et al., 2014), or 

have reported approaches to addressing conflictual feeding interactions between mothers with 

bulimia nervosa and their young children (Stein et al., 2006b). However, while parenting behaviour 

has been examined comprehensively for parents with other psychiatric diagnoses including 

depression (Lovejoy, Graczyk, O’Hare, & Neuman, 2000; Wilson & Durbin, 2010) and personality 

disorders (Steele, Townsend, & Grenyer, 2019), to our knowledge there has been no synthesis of the 

parenting attitudes, behaviours, and parent-child interactions of parents with an eating disorder. 

Systematic investigation of the extant literature exploring how parenting may differ for parents with 

eating disorders compared to controls, and how these differences may impact children, will enable 

developers of future interventions to draw on a broad range of findings which also incorporate 

studies including fathers with eating disorders and individuals with binge eating disorder. 

Although eating disorder subtypes share a number of common features, there are 

considerable differences in relation to their course, outcome and treatment (American Psychiatric 

Association, 2013), and it is also possible that some of the distinct behaviours associated with 

different eating disorder diagnoses could differentially impact both parenting and children. Early 

case series, for example, suggest that mothers with bulimia nervosa may experience difficulties 

managing the demands of childcare whilst bingeing and purging (Fahy & Treasure, 1989; Stein & 

Fairburn, 1989). These specific difficulties may be less likely to occur in the context of 

restricting-type anorexia nervosa. 

Similarly, the impact of parental mental health difficulties on offspring appears to be 

greatest in the early stages of childhood (Hosman et al., 2009). However, it has been suggested that 

in the context of parental eating disorders, children may be particularly vulnerable during both 

infancy and adolescence, when children become increasingly concerned with body shape and 

appearance (see Stein & Woolley, 1996). Understanding the full impact of eating disorders on 

parenting for different eating disorder subtypes and in relation to children at different 



6 

PARENTAL EATING DISORDERS AND PARENTING 

 

developmental stages could inform the further development of interventions. Such interventions 

have the potential to not only provide much needed support for these parents, but may also reduce 

the intergenerational transmission of eating disorders. 

The aim of the current review was, therefore, to synthesise the extant literature exploring 

parenting attitudes, behaviours, and parent-child interactions for parents with an eating 

disorder, compared to parents without an eating disorder. Since outcomes (e.g. 

psychopathology, cognitive development, feeding difficulties) for children of parents with eating 

disorders have been synthesised elsewhere (see Martini et al., 2020; Park et al., 2003b; Patel et 

al., 2002; Watson et al., 2018), we sought to highlight offspring outcomes only where studies 

explicitly examined the influence of parenting constructs on those outcomes. 

Specifically, our review was designed to answer the following questions: 

1. What are the parenting behaviours and attitudes of parents with eating disorders 

compared to parents without eating disorders? 

2. How do parent-child interactions differ for parents with eating disorders compared 

to parents who do not have an eating disorder? 

3. Are parenting or parent-child interactions associated with differential outcomes for 

offspring of parents with eating disorders compared to offspring of parents without eating 

disorders? 

 

Method 

The Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) 

guidelines (Moher et al., 2009) were followed in the reporting of this review. Details of the 

review protocol can be accessed via the PROSPERO website (Review ID: CRD42020182101). 

 

Eligibility criteria 

Studies were included in the review if they: 

1. Examined the parenting (attitudes, behaviours, or parent-child interactions) of parents with a 

probable lifetime or current eating disorder (anorexia nervosa, bulimia nervosa, binge eating 

disorder, or eating disorder not otherwise specified), in comparison to one or more parent control 

groups. 

2. Evidenced probable parental eating disorder by one or more of the following: 

a. A clinical interview conducted with the parent. 

b. A diagnosis recorded by a healthcare professional (e.g. within medical records). 

c. Parental self-report of a diagnosis provided by a healthcare professional. 

d. A clinically significant score on a validated measure of eating disorder 
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symptomatology. 

3. Were available in English. 

4. Were published in a peer-reviewed journal, before 4th September 2020. 

Studies were excluded if they: 

1.  Retrospectively examined parental eating disorder symptomatology in parents of children or 

adolescents with eating disorders (i.e. were ‘bottom-up’ studies). 

2. Were review articles, case studies, commentaries, letters to the editor or conference abstracts. 

3. Were grey literature (e.g. dissertations, theses, and book chapters). 

 

Information sources 

The final search was performed on 4th September 2020 using a combination of parental and 

eating disorder search terms. Scopus, Web of Science, PubMed, MEDLINE, PsychINFO, and 

PsychArticles were systematically searched and the reference lists of included studies were also 

screened to identify any potentially relevant articles not already captured by database searches. 

 

Search terms 

A broad search strategy was designed to identify all studies examining any aspects of 

parenting and parent-child interactions for parents with a current or lifetime eating disorder including 

eating disorders experienced specifically during pregnancy. Searches were limited to English 

language peer-reviewed journal articles. The following search terms were used: (parent* OR 

mother* OR matern* OR father* OR patern* OR caregiv* OR pregna* OR prenatal OR pre-natal 

OR antenatal OR postpartum OR perinatal OR famil*) AND (“eating disorder” OR anorexi* OR 

bulimi* OR binge* OR ednos OR ed-nos). 

 

Study selection 

All titles and abstracts identified from the searches were screened by LC according to the 

review inclusion and exclusion criteria. A random 10% of the de-duplicated titles and abstracts were 

automatically selected using EPPI-Reviewer software (Thomas et al., 2020) and independently 

screened by AT. LC retrieved relevant articles for full-text screening, and a random 10% of the 

included studies were also cross- checked at the full-text screening stage by AT. 47,336 records were 

retrieved from database searches for title and abstract screening, and an additional 681 records were 

identified from the reference lists of included studies. There was a high level of agreement (99.92%) 

between the two screeners, LC and AT, at the title and abstract screening stage. Disagreements (n = 

2) were discussed and consensus was reached in line with the decision made by the primary screener. 

167 manuscripts were retrieved for full-text review, and there was complete agreement on studies for 
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inclusion following full-text screening. Figure 1 illustrates the screening process with reasons for 

exclusions at each stage. 

 

Figure 1 

Review search and selection process (PRISMA, Moher et al., 2009). 
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(e.g. means, standard deviations/odds ratios, confidence intervals, test statistics and p-values) were 

also extracted from the methods and results sections of manuscripts. 

 

Quality assessment 

Methodological quality and risk of bias were assessed using the Mixed Methods Appraisal 

Tool (MMAT) (Hong et al., 2018). The MMAT is designed for use in systematic reviews that 

include studies employing a range of different research methodologies, and requires consideration of 

two screening questions and five quality criteria per study, tailored to study design (qualitative; 

quantitative randomised controlled trials; quantitative non-randomised; quantitative descriptive, and 

mixed methods). Quality assessment was carried out by LC using the MMAT checklist, and a 

randomly selected 10% of the assessments were also rated for quality by AT. 

 

Synthesis of results 

All findings relating to parenting attitudes, behaviours and parent- child interactions were 

narratively synthesised, and in order to facilitate comparisons across studies, effect sizes were 

calculated for key analyses between groups of parents with eating disorders and control parents. 

Although some authors reported their own effect sizes, to ensure consistency across studies, effect 

sizes were (re)calculated and reported as Cohen’s d. Where studies did not report the necessary data to 

recalculate d directly, any reported effect sizes (e.g. odds ratios) were converted. Meta-analyses were 

not conducted due to considerable heterogeneity across studies in relation to how parenting constructs 

were operationalised, the characteristics of parents (e.g. studies of parents with lifetime compared to 

current eating disorders, and samples representing different eating disorder diagnoses); and offspring 

age. 

The main findings of the review are presented in three sections according to the types of 

parenting constructs measured: 1. General parenting attitudes, behaviours, and parent-child 

interactions (e.g. parenting stress, parenting style, sensitivity); 2. Parental feeding-related attitudes, 

behaviours and parent-child interactions (e.g. breastfeeding initiation, modelling of eating behaviours, 

mealtime conflict), and 3. Parenting environment (e.g. marital relationships; social support). Some 

studies assessed multiple aspects of parenting and therefore appear in multiple categories and/or 

multiple subsections within categories. 

 

Results 

Study characteristics 

A total of 33 studies were included in the review, of which 30 were quantitative, one was 

qualitative (Patel, Lee, Wheatcroft, Barnes, & Stein, 2005), and two utilised a mixed-method 

approach (Evans & le Grange, 1995; Waugh & Bulik, 1999). Studies were published between 1994 
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and 2019, and were conducted in the UK (n = 10), Europe (n = 10), USA (n = 6); Norway (n = 4); 

Israel (n = 1); New Zealand (n = 1) and South Africa (n = 1). Studies varied in terms of how 

robustly eating disorder diagnoses were established, and which eating disorder subtypes were 

represented. This was often as a result of changing Diagnostic and Statistical Manual of Mental 

Disorders (DSM) criteria over time, precluding the inclusion of parents with BED in earlier studies, 

for example. Similarly, some studies recruited parents with a lifetime eating disorder (n = 9) while 

others focused on current cases (n = 6), and some recruited women who had experienced an eating 

disorder specifically pre- pregnancy (n = 1), prenatally (n = 1), during the six months prior to 

pregnancy and/or during pregnancy (n = 4), or during the postnatal year (n = 6). The remaining 

studies combined lifetime and current cases into a single parental eating disorder group (n = 6). In 

some studies which included parents with a lifetime eating disorder, current eating disorder 

symptomatology (e.g. using a questionnaire measure) was also assessed. 

The majority of studies compared parents with an eating disorder to healthy control parents, 

although a handful also compared eating disorder cases to parents with an alternative psychiatric 

diagnosis (Barbin et al., 2002; Cimino et al., 2019; Micali, Simonoff, & Treasure, 2009; Stein et al., 

2001; Stein, Murray, Cooper, & Fairburn, 1996). Several studies were reported over the course of 

several manuscripts, each exploring different hypotheses, examined with the same eating disorder 

sample (Park et al., 2003a; Stein, Woolley, Cooper, & Fairburn, 1994, Stein et al., 1996, Stein, 

Woolley, & Mcpherson, 1999, Stein et al., 2001, 2006a). Studies considered parents of both male and 

female children from birth to twelve years, with several longitudinal studies collecting data at 

multiple time points (n = 11). Most research focused specifically on maternal eating disorders, with 

only four studies reporting data pertaining to both maternal and paternal eating disorders (Cimino et 

al., 2016; Cimino et al., 2018; Duke, Bryson, Hammer, & Agras, 2004; Lydecker & Grilo, 2017). The 

characteristics of the 33 included studies are presented in Appendix A. 

 

Study quality  

We used an adapted version of the MMAT (Hong et al., 2018) to assess study quality and risk of 

bias, removing one quantitative study criterion which was less suitable for the observational nature of 

the quantitative studies included in the review. There was substantial agreement between the two 

appraisers, LC and AT (Κ 0.76). Study quality varied overall, ranging from 0% (n = 2) to 100% (n = 

11) of assessment criteria rated as low bias within studies. Qualitative and quantitative studies tended 

to be rated as lower risk of bias compared to mixed method studies. A summary of quality appraisal 

ratings can be found in Table 1. 
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Table 1 

Quality assessment results summary for included studies 

 

 

Quality assessment criterion 

Low risk of 

bias 

N (%) 

High risk of 

bias 

N (%) 

Unclear 

 

N (%) 

All studies (n = 33) 

Are there clear research questions? 31 (93.94) 1 (3.03) 1 (3.03) 

Do the collected data allow the research question to be addressed? 31 (93.94) - 2 (6.06) 

Quantitative studies (n = 30) 

Are the participants representative of the target population? 23 (76.67) 6 (20) 1 (3.33) 

Are measurements appropriate regarding both the outcome and intervention (or exposure)? 27 (90) 3 (10) - 

Are there complete outcome data? 22 (73.33) 5 (16.67) 3 (10) 

Are the confounders accounted for in the design and analysis? 17 (56.67) 3 (10) 10 (33.33) 

Mixed method studies (n = 2) 

Is there an adequate rationale for using a mixed methods design to address the research 

question? 
- - 2 (100) 

Are the different components of the study effectively integrated to answer the research 

question? 
- 2 (100) - 

Are the outputs of the integration of qualitative and quantitative components adequately 

interpreted? 
- - 2 (100) 

Are divergences and inconsistencies between quantitative and qualitative results 

adequately addressed? 
- - 2 (100) 

Do the different components of the study adhere to the quality criteria of each tradition of 

the methods involved? 
- 2 (100) - 

Qualitative studies (n = 1) 

Is the qualitative approach appropriate to answer the research question? 1 (100) - - 

Are the qualitative data collection methods adequate to address the research question? 1 (100) - - 

Are the findings adequately derived from the data? 1 (100) - - 

Is the interpretation of results sufficiently substantiated by the data? 1 (100) - - 

Is there coherence between qualitative data sources, collection, analysis, and 

interpretation? 

1 (100) - - 

 

 

General parenting attitudes, behaviours, and parent-child interactions 

Twelve unique studies examined one or more aspects of general parenting attitudes, 

behaviours, and parent-child interactions in relation to children aged between 3 months and 12 years 

old. Three studies (Barbin et al., 2002; de Barse et al., 2015; Hoffman et al., 2013) investigated 

parenting stress, and two reported on parenting self-efficacy (Barona, Nybo Andersen, & Micali, 

2016; Hoffman et al., 2013). Single studies examined parenting satisfaction (Barbin et al., 2002), 

maternal adjustment (Koubaa, Hällström, & Hirschberg, 2008), parental reflective functioning 
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(Claydon, Zerwas, Callinan, & Smith, 2016), and parenting style (Agras, Hammer, & 

McNicholas, 1999). 

Six of the studies explored parent-child interactions in non-feeding contexts (Cimino et 

al., 2019; Hoffman et al., 2013; Sadeh-Sharvit, Levy-Shiff, Arnow, & Lock, 2016; Stein et al., 

1994, Stein et al., 2001, 2006a). These studies examined the qualities of emotional dialogues 

(Cimino et al., 2019); expressed emotion (Stein et al., 1994); emotional availability (Sadeh-

Sharvit et al., 2016); sensitivity (Cimino et al., 2019; Hoffman et al., 2013; Sadeh-Sharvit et al., 

2016); intrusiveness (Sadeh-Sharvit et al., 2016; Stein et al., 1994); non-hostility (Sadeh-Sharvit 

et al., 2016); controlling verbalisations (Stein et al., 1994; Stein et al., 2001); conflict (Stein et al., 

2006a); frequency of parental vocalisations and physical contact (Stein et al., 1994, Stein et al., 2001); 

respiratory sinus arrythmia (Hoffman et al., 2013), and structuring and facilitation (Sadeh-Sharvit et 

al., 2016; Stein et al., 1994). A summary of key findings for parents with eating disorders compared to 

controls, with relevant effect sizes can be found in Table 2, and further details (key statistical data, 

sample sizes, and instruments used to measure parenting constructs) are presented in Appendix B. 

Several of the studies of parent- child interactions also examined parenting during mealtimes 

(Hoffman et al., 2013; Stein et al., 1994, Stein et al., 2001, 2006a). These findings are reported in 

the parental feeding-related attitudes, behaviours and parent-child interactions section. 

 

Parenting stress 

Three studies reported on parenting stress. Each of these found that mothers with a lifetime 

eating disorder reported higher levels of parenting stress than mothers without an eating disorder when 

children were 18 months old (de Barse et al., 2015), six months to three years (Hoffman et al., 2013), 

and for mothers with lifetime or active eating disorders when children were between four and twelve 

years of age (Barbin et al., 2002). de Barse et al. (2015) reported that levels of parenting stress were 

particularly high for mothers with AN and a combination of AN and BN, compared to mothers with 

BN alone. The authors also reported higher levels of emotional overeating at four years of age for the 

children of mothers who had an eating disorder (de Barse et al., 2015). This relationship was 

particularly strong for children of mothers who had AN. However, parenting stress did not mediate the 

association between maternal eating disorder and children’s emotional overeating (de Barse et al., 

2015). 

In contrast, Hoffman et al. (2013) found that the increased levels of parenting stress 

reported by mothers with lifetime eating disorders, particularly in relation to parental distress and 

dysfunctional parent- child interaction, were similar for mothers with lifetime AN and those with BN. 

In the study reported by Barbin et al. (2002), mothers with lifetime and current eating disorders 

reported similar levels of parenting stress to mothers with a diagnosis of depression, with both groups 

experiencing greater levels of parenting stress than healthy controls. 
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Parenting self-efficacy 

Two studies examined parenting self-efficacy (Barona et al., 2016; Hoffman et al., 2013), 

although the construct was defined and measured quite differently in the two studies. Hoffman et al. 

(2013) reported that perceived parenting competence, capability and problem-solving ability when 

children were aged between six months and three years did not differ significantly for mothers with and 

without a lifetime eating disorder, and there were no significant differences between mothers with 

lifetime AN compared to BN. However, exploring interactions with offspring gender, Barona et al. 

(2016) found that when children were 18 months old, mothers with lifetime eating disorders were 

more likely to report having found it difficult to look after their female offspring compared to healthy 

controls. Mothers with BN, on the other hand, were more likely to have experienced difficulties 

looking after their male offspring compared to mothers without eating disorders (Barona et al., 2016). 

Parenting satisfaction 

One study assessed parenting satisfaction when children were aged between four and twelve 

years old (Barbin et al., 2002). Although mothers with a lifetime or current eating disorder did 

not differ from healthy controls, both groups experienced significantly greater parenting 

satisfaction than mothers diagnosed with depression (Barbin et al., 2002). 

Maternal adjustment 

Koubaa et al. (2008) investigated maternal adjustment and attitudes when infants were 

three months old, reporting that mothers who had experienced eating disorders prior to pregnancy 

had significantly more negative attitudes toward motherhood and less favourable maternal 

adjustment compared to healthy controls. There were no differences between mothers with 

different eating disorder subtypes, nor between those who had or had not relapsed during 

pregnancy, or for mothers who had been recovered for more than, compared to less than, five years 

(Koubaa et al., 2008). 

Parental reflective functioning 

Studying parents of children aged between four and eight years, Claydon et al. (2016) 

investigated the extent to which mothers understood and were interested in their child’s internal 

world and mental states. Contrary to their hypothesis, Claydon et al. (2016) found that mothers 

reporting clinically significant symptomatology on the Eating Disorder Examination Questionnaire 

(EDE-Q; Fairburn & Beglin, 2008) had better parental reflective functioning than mothers 

reporting less eating disorder psychopathology, although the difference between groups was not 

statistically significant. 

Parenting style 
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Parenting style in parents with and without an eating disorder was reported in only one of 

the included studies. Agras et al. (1999) found that when children were five years old, mothers 

with a lifetime or current eating disorder did not differ from healthy controls in terms of 

authoritarian, authoritative, or permissive parenting styles. 

Parent-child interactions 

Emotional dialogues 

Cimino et al. (2019) explored dialogues about emotional events between mothers and their 

eight to nine-year-old children using an Autobiographical Emotional Event Dialogue (AEED) 

paradigm (Koren-Karie, Oppenheim, Haimovich, & Etzion-Carasso, 2003), in which parent-child 

dyads recall specific real-life events that elicited different emotions in the child, and spend time 

talking about what the child thought, felt, and how they behaved when the events occurred (Cimino 

et al., 2019). The authors found that maternal AN was associated with emotionally unmatched-flat 

dialogues characterised by weak story development and lack of involvement, with both mothers 

and children showing little interest. The children of mothers with AN were also less responsive to 

their mothers. This contrasted with the pattern observed in healthy control dyads, whose dialogues 

were emotionally well-regulated with coherent narratives (i.e. emotionally matched) (Cimino et 

al., 2019). Maternal depression was associated with emotionally unmatched- excessive dialogues 

(dysregulated with incoherent narratives), while an anxiety diagnosis in mothers was not associated 

with any of the three AEED classifications (Cimino et al., 2019). Dialogues between mothers 

with diagnoses and their children were significantly less coherent than the dialogues with healthy 

controls, and these children also cooperated less with their mothers (Cimino et al., 2019). 

Expressed emotion 

In the first of a series of observational studies, Stein and colleagues explored interactions 

between mothers with and without postnatal eating disorders and their children in both play and 

mealtime situations (Stein et al., 1994). During play interactions when children were 12–14 months 

old, levels of negative and positive expressed emotion did not differ significantly for mothers with 

eating disorders compared to healthy controls. 

Emotional availability 

Sadeh-Sharvit et al. (2016) also explored mother-child interactions during play situations, 

when children were between 18 and 42 months old. Mothers with pre-pregnancy eating disorders 

were overall less emotionally available within interactions than healthy controls, and this decreased 

emotional availability was associated with the significantly greater number of emotional and 

behavioural difficulties reported for the children of mothers with an eating disorder (Sadeh-Sharvit et 

al., 2016). The authors also reported that maternal eating disorder psychopathology as measured by 

the Eating Disorders Inventory (EDI-2; Garner, 1991) was associated with emotional availability in 

the control mothers. 
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Sensitivity 

In the same study, Sadeh-Sharvit et al. (2016) reported that mothers who had experienced an 

eating disorder were less sensitive during playtime interactions with their children than healthy 

controls. A similar finding was also noted by Cimino et al. (2019), who reported that mothers with a 

diagnosis of AN, depression or anxiety gave less sensitive guidance to their children in dialogues 

about emotional events in the AEED paradigm compared to controls. The maternal AN group was 

additionally rated as less sensitive than the maternal anxiety group (Cimino et al., 2019). In contrast, 

Hoffman et al. (2013) reported no significant differences in relation to sensitivity during play 

interactions between mothers with a lifetime eating disorder compared to control mothers, when 

children were between six months and three years old. There were also no differences observed 

between mothers with a history of AN compared to those with lifetime BN (Hoffman et al., 2013). 

Intrusiveness and hostility 

Sadeh-Sharvit et al. (2016) and Stein et al. (1994) converged in finding that mothers with pre-

pregnancy and postnatal (respectively) eating disorders were more intrusive than healthy control 

mothers during play with their children. These mothers were also reported to be more ‘hostile’ 

(Sadeh-Sharvit et al., 2016). 

Controlling speech 

In the study reported by Stein et al. (1994), mothers with eating disorders in the postnatal year 

expressed a higher proportion of controlling statements during play than healthy control mothers. In a 

later manuscript in which mothers with eating disorders were compared to mothers with postnatal 

depression as well as controls, the proportion of controlling statements made was predicted by 

maternally-reported marital criticism (Stein et al., 2001). Mothers with eating disorders also exhibited 

a greater number of strong (e.g. commands, cautions) - but not gentle (e.g. suggestions, prompts) - 

verbal control statements than both comparison groups during play (Stein et al., 2001). Although 

maternal dietary restraint as measured by the Eating Disorder Examination (EDE; Fairburn & Cooper, 

1993) was associated with both the proportion of controlling verbal statements mothers made and 

strong verbal control, the significant differences between groups persisted when dietary restraint was 

controlled for. 

Conflict 

Specifically examining conflictual behaviours, Stein et al. (2006a) reported that when 

children were ten years old, mothers who had experienced a postnatal eating disorder did not 

differ significantly to healthy control mothers in the amount of conflictual behaviour exhibited 

during a homework task. 

Frequency of parental vocalisations and physical contact  

Stein et al. (1994) reported that there were no differences in dyads with mothers with eating 

disorders compared to healthy controls in the frequency of maternal vocalisations during play. 
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Examining the extent to which parent-child dyads made physical contact, Stein et al. (1994) also 

reported that there were no differences between groups, nor when mothers with eating disorders were 

additionally compared to mothers with depression (Stein et al., 2001). 

Respiratory Sinus Arrythmia (RSA) 

In a study reported by Hoffman et al. (2013), maternal RSA reactivity - an indicator of 

physiological readiness to emotionally engage and respond to stress in the environment - was 

measured using an electrocardiogram (ECG) worn whilst mothers were at rest, and during play and 

mealtime interactions with their six-month to three-year old children. Mothers with lifetime eating 

disorders exhibited significantly less RSA withdrawal than healthy control mothers during playtime 

with their children, indicating decreased stress reactivity during play in this group (Hoffman et 

al., 2013). 

Structuring and facilitation 

Sadeh-Sharvit et al. (2016) also reported that mothers with histories of eating disorders 

provided less structure (i.e. balanced guidance) during play compared to healthy controls. A similar 

observation was made by Stein et al. (1994), who reported that mothers with postnatal eating disorders 

were less facilitating (i.e. assisted the child less) when playing with their children compared to 

mothers who had not experienced eating disorders. 

 

Summary 

 As illustrated in Table 2, studies investigating general parenting attitudes, behaviours and 

parent-child interactions in parents with and without eating disorders largely illustrate a mixed 

pattern of findings, or reflect the findings of single studies requiring replication. However, there is 

evidence to suggest that mothers with eating disorders report greater levels of parenting stress with 

small to large effect sizes (d = 0.21–0.88), and although this appears to be the case across a range of 

offspring ages, there are conflicting findings as to whether parenting stress differs for mothers with 

different eating disorder subtypes. In play interactions with their children, these mothers also appear 

on average to be more intrusive, with medium to large effects observed (d = 0.67–0.95), and provide 

less structure or facilitation, with large effect sizes (d = 0.95–1.26). There is some evidence to 

suggest that mothers with eating disorders are also less sensitive in interactions with their children, 

again with large effect sizes (d = 1.07–2.12), although one study failed to find a difference 

between mothers with and without eating disorders. 

Only two studies reported on the effects of parenting constructs on children’s outcomes. de 

Barse et al. (2015) reported that children of mothers with an eating disorder, and particularly children 

of mothers with AN exhibited significantly higher levels of emotional eating at four years of age. 

However, this association was not mediated by parenting stress. Sadeh-Sharvit et al. (2016) found 

that, compared to controls, mothers with pre-pregnancy eating disorders reported a greater number of 



17 

PARENTAL EATING DISORDERS AND PARENTING 

 

emotional and behavioural difficulties in their 18–42 month-old children, and this was associated with 

decreased maternal emotional availability observed during play interactions. 

 

Table 2 

General parenting, attitudes, behaviours and parent-child interactions summary table 

First author (Year) Parenting construct Summary of findings for parents with 

ED compared to HC parents 

Effect size (d)a 

Parenting stress 

Barbin (2002) Parenting stress Higher levels of parenting stress 0.88b 

de Barse (2015) Parenting stress More likely to report high levels of 

parenting stress, especially those with 

AN or with AN+BN. 

0.21c 

Hoffman (2013) Parenting stress Higher levels of parenting stress. No 

significant differences between 

mothers with AN compared to BN. 

Total parenting stress: 0.62b 

Parenting self-efficacy 

Barona (2016) Difficulty looking after child More likely to report difficulties 

looking after their female child. 

Mothers with BN more likely to report 

difficulties looking after their male 

child. 

F offspring (adjusted): BN: 

0.40d; AN: 0.29d; AN+BN: 

0.37d 

M offspring (adjusted): BN: 

0.30d; AN: 0.18d; AN+BN: 

0.06d 

Hoffman (2013) Parenting self-efficacy No significant difference. No 

significant difference between 

mothers with AN compared to BN. 

-0.13b 

Parenting satisfaction 

Barbin (2002) Parenting satisfaction No significant difference. -0.55b 

Maternal adjustment 

Koubaa (2008) Maternal adjustment Less favourable adjustment.  

No significant differences between ED 

subtypes, nor between mothers who 

relapsed during pregnancy compared 

to those who did not, or those who 

had been recovered for more than, 

compared to less than, five years. 

2.43d 

Parental reflective functioning 

Claydon (2016) Parental reflective functioning No significant difference.  0.17g 

Parenting style 

Agras (1999) Parenting style No significant difference. Not calculated (data not 

reported). 

Emotional dialogues 

Cimino (2019) Emotional dialogues Maternal AN was associated with 

emotionally unmatched-flat dialogues, 

while dyads with HC mothers were 

associated with emotionally matched 

dialogues. 

Data reported not suitable for 

calculating Cohen’s d. 

Cimino (2019) Coherence of narrative during 

emotional dialogues 

Less coherent. -1.68b 

Expressed emotion 

Stein (1994) Maternal negative expressed 

emotion toward child during play 

No significant difference. 0.26f 

Stein (1994) Maternal positive expressed 

emotion toward child during play 

No significant difference. 0.15f 

Emotional availability 

Sadeh-Sharvit 

(2016) 

Overall emotional availability in 

play interactions 

Less emotionally available. No 

significant differences between ED 

subtypes. 

-1.21b 

Sensitivity 

Cimino (2019) Emotional dialogues – sensitive 

guidance 

Less sensitive. -2.12b 
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Note. AN = anorexia nervosa; AN+BN = anorexia nervosa combined with bulimia nervosa; BN = bulimia nervosa; ED = eating disorder; 

HC = healthy control. Summaries represent findings after adjustments for relevant confounds reported by authors where applicable. 

aEffect sizes refer to overall ED group compared to HC group unless otherwise specified; bCohen’s d calculated from M and SD using 

https://campbellcollaboration.org/escalc; cCohen’s d calculated using 2 x 2 frequency table via https://campbellcollaboration.org/escalc; 

dCohen’s d converted from OR to d using https://www.escal.site; eCohen’s d calculated using ‘F-Test, 2-Group, equal sample sizes’ via 

https://campbellcollaboration.org/escalc; fCohen’s d calculated using ‘Computation of the effect sizes d, r and η2from χ2 and z test statistics’ 

via https://www.psychometrica.de/effect_size.html; gEffect size reported by author (data not reported to facilitate re-calculation). 

 

Parental feeding-related attitudes, behaviours and parent-child interactions 

25 separate studies investigated parental attitudes, behaviours and parent-child interactions in 

the domain of feeding or mealtimes, in parents of children from birth to ten years old. Twelve studies 

examined aspects of breast- and bottle-feeding (Agras et al., 1999; Evans & le Grange, 1995; 

Hoffman et al., 2014; Martini, Taborelli, Schmidt, Treasure, & Micali, 2019; Micali et al., 2009; 

Nguyen et al., 2017; Perrin et al., 2015; Popovic et al., 2018; Torgersen et al., 2010, 2015; Waugh & 

Bulik,  1999;  Wentz,  Gillberg,  Anckarsäter,  Gillberg,  & Råstam,  2009), with three studies 

additionally describing the breastfeeding experiences of mothers with eating disorders (Evans & le 

Grange, 1995; Patel et al., 2005; Waugh & Bulik, 1999). 

Four studies reported on schedule-feeding (Agras et al., 1999; Duke et al., 2004; Evans & 

le Grange, 1995; Martini et al., 2019) and related maternal experiences (Evans & le Grange, 1995). 

Hoffman (2013) Maternal responsiveness during 

play - global sensitivity 

No significant difference, and no 

significant difference between 

mothers with AN compared to BN. 

-0.12b 

Sadeh-Sharvit 

(2016) 

Maternal sensitivity during play Less sensitive.  -1.07b 

Controlling speech 

Stein (1994) Maternal controlling statements 

during play 

Made a greater proportion of 

controlling verbal statements. 

0.15c 

Stein (2001) Maternal controlling statements 

during play 

Made a greater proportion of 

controlling verbal statements. 

0.15c 

Stein (2001) Maternal strong verbal control 

during play 

Exhibited greater strong verbal 

control. 

0.62b 

Stein (2001) Maternal gentle verbal control 

during play 

No significant difference. -0.32b 

Intrusiveness and hostility 

Sadeh-Sharvit 

(2016) 

Maternal non-intrusiveness More intrusive. -0.67b 

Stein (1994) Maternal intrusiveness during play More intrusive. 0.95f 

Sadeh-Sharvit 

(2016) 

Maternal non-hostility More hostile. -0.65b 

Conflict 

Stein (2006) Mother-child conflict during 

homework task 

No significant difference. -0.60d 

Frequency of parental vocalisations and physical contact 

Stein (1994) Frequency of maternal vocal 

involvement during play 

No significant difference. 0.16f 

Stein (1994) Frequency of mother-infant 

physical contact during play 

No significant difference. 0.10f 

Stein (2001) Frequency of mother-infant 

physical contact during play 

No significant difference. -0.12b 

Respiratory Sinus Arrhythmia (RSA) 

Hoffman (2013) RSA during play Less RSA withdrawal. Effect of group on RSA 

change: 0.76e 

Structuring and facilitation 

Sadeh-Sharvit 

(2016) 

Maternal structuring Provided less structure. -1.26b 

Stein (1994) Facilitation during play. Less facilitating. 0.95f 
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Restrictive feeding behaviours were investigated in five studies (de Barse et al., 2015; Duke et al., 

2004; Hoffman et al., 2014; Lydecker & Grilo, 2017; Reba-Harrelson et al., 2010), and four 

manuscripts considered parental pressure to eat (de Barse et al., 2015; Duke et al., 2004; Lydecker 

& Grilo, 2017; Reba-Harrelson et al., 2010). Parental monitoring of children’s eating was 

considered in two studies (de Barse et al., 2015; Lydecker & Grilo, 2017), and the latter study also 

explored perceived feeding responsibility. Two studies investigated the use of food for non-

nutritive purposes in parents with and without eating disorders (Agras et al., 1999; Martini et 

al., 2019). 

A number of studies considered whether parental food, weight and shape attitudes 

associated with eating disorder symptomatology were directly extended to the child. These studies 

considered whether parents with eating disorders differed from controls in relation to perceptions of 

and satisfaction with their children’s bodies (Evans & le Grange, 1995; Stein et al., 1996; Waugh & 

Bulik, 1999), levels of concern about their children’s weight (Agras et al., 1999; Lydecker & 

Grilo, 2017; Martini et al., 2019; Wentz et al., 2009), and in relation to parental modelling of eating 

behaviours (Martini et al., 2019). 

Several studies considered the types of diets children of parents with eating disorders 

tended to eat in comparison to children of control parents, including nutrient intake (Easter et 

al., 2013; Nguyen et al., 2017; Waugh & Bulik, 1999), dietary patterns and general feeding 

approaches (Easter et al., 2013; Hoffman et al., 2014; Torgersen et al., 2015), and the frequency 

with which certain foods were consumed and meals eaten (Agras et al., 1999; Easter et al., 2013; 

Hoffman et al., 2014). Hoffman et al. (2014) also considered whether there were differences 

between groups in terms of whether children typically ate the same foods as the wider family at 

mealtimes. 

Finally, 10 studies investigated parent-child interactions during feeding or at mealtimes 

(Cimino et al., 2016, Cimino et al., 2018; Hoffman et al., 2013; Martini et al., 2019; Park et al., 

2003a; Stein et al., 1994, 1999, Stein et al., 2001, 2006a; Waugh & Bulik, 1999). These studies 

examined difficulties in mother-child and father-child feeding interactions (Cimino et al., 2016; 

Cimino et al., 2018), and mealtime expressed emotion (Stein et al., 1994; Waugh & Bulik, 1999), 

controlling verbalisations (Stein et al., 1994; Stein et al., 2001), conflict (Stein et al., 1994, 1999, 

2006a); responses to hunger and satiety cues (Hoffman et al., 2013; Martini et al., 2019), 

respiratory sinus arrythmia (Hoffman et al., 2013), intrusiveness (Stein et al., 1994), facilitation 

(Stein et al., 1994), and the frequency of parental vocalisations and physical contact (Stein et al., 

1994, Stein et al., 2001). One study reported on children’s play representations of family mealtimes 

(Park et al., 2003a). 
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A summary   of   key   findings   for   parents   with   eating   disorders compared to healthy 

controls, alongside relevant effect sizes can be found in Table 3, and the key statistical data, sample 

sizes, and instruments used to measure parenting constructs are presented in Appendix C. Several of 

the studies of feeding and mealtime interactions also examined parenting in non-feeding interactions 

(Hoffman et al., 2013; Stein et al., 1994, Stein et al., 2001, 2006a). These findings are reported in the 

general parenting attitudes, behaviours and parent-child interactions section. 

 

Breast- and bottle-feeding 

Initiation of breastfeeding 

Nine studies examined the initiation of breastfeeding in mothers with eating disorders 

compared to controls. Three manuscripts reported that mothers with and without eating disorders did 

not differ in terms of how likely they were to initiate breastfeeding (Hoffman et al., 2014; Torgersen 

et al., 2010), nor whether they were exclusively breastfeeding at eight weeks, or exclusively or 

partially breastfeeding when children were six months old (Martini et al., 2019). Although Torgersen 

et al. (2010) reported that there were no significant differences in breastfeeding between healthy 

controls and mothers reporting an eating disorder in the six months prior to or during pregnancy, when 

analyses were collapsed across subtypes, mothers with BED were less likely to predominantly 

breastfeed than control mothers. 

In a later study, Torgersen et al. (2015) reported that mothers with eating disorders during 

the six months before or during pregnancy were less likely to be breastfeeding at six months 

compared to healthy control mothers. Nguyen et al. (2017) also reported that mothers with lifetime 

eating disorders were less likely to breastfeed, though after adjusting for maternal age, ethnicity, 

body mass index (BMI), education, and household income, this difference between groups 

become nonsignificant. Perrin et al. (2015) found that mothers experiencing AN in the six 

months prior to or during pregnancy, but not those experiencing BN, eating disorder not 

otherwise specified, purging type (EDNOS-p), or BED, were less likely to breastfeed than 

mothers without eating disorders. Whilst not providing statistical analyses, a further two mixed 

method studies also indicated that mothers with eating disorders may be less likely to breastfeed; 

Evans and le Grange (1995) reported that 13 of 16 children of mothers with lifetime and current 

eating disorders were breastfed, compared to 18 of 20 children of healthy control mothers, and 

Waugh and Bulik (1999) reported that two of the ten mothers with eating disorders in their study 

chose not to breastfeed prior to their child’s birth, compared to none of the ten healthy control 

mothers. In contrast to the studies outlined above, one manuscript reported that mothers with 

lifetime eating disorders were more likely to breastfeed compared to healthy controls and to 

mothers with other psychiatric diagnoses (Micali et al., 2009). 
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Duration and cessation of breast- and bottle-feeding 

Five studies reported that when mothers did breastfeed, those with eating disorders did not 

differ from healthy controls in the timing at which breastfeeding was stopped (Agras et al., 1999; 

Hoffman et al., 2014; Nguyen et al., 2017; Waugh & Bulik, 1999; Wentz et al., 2009). A sixth study 

(Evans & le Grange, 1995), whilst not conducting statistical analyses, also found that mothers with 

eating disorders reported similar durations of breastfeeding to healthy controls. 

Three studies indicated that mothers with eating disorders were more likely to cease 

breastfeeding earlier than comparison mothers (Popovic et al., 2018; Torgersen et al., 2010; Waugh 

& Bulik, 1999), with one highlighting differences in breastfeeding cessation across eating disorder 

subtypes (Torgersen et al., 2010). Popovic et al. (2018) reported that mothers who experienced eating 

disorders in the six months prior to or during pregnancy were more likely to cease breastfeeding 

within the first six months, and Torgersen et al. (2010) found that mothers with AN and those with 

an EDNOS-p diagnosis were significantly more likely to stop breastfeeding early after adjustment for 

maternal and child characteristics. Mothers with BED were more likely to cease predominant 

breastfeeding within the first six months compared to healthy controls, although the latter finding 

became nonsignificant when analyses were adjusted (Torgersen et al., 2010). Waugh and Bulik 

(1999) reported that all ten of the healthy control mothers in their sample breastfed until their child 

reached one year of age or was fully weaned, compared to six of ten mothers with eating disorders, 

and this difference was statistically significant. Two of the mothers with eating disorders ceased 

breastfeeding within the first six weeks of their infant’s life (Waugh & Bulik, 1999). 

Micali et al. (2009), in contrast, reported that mothers with lifetime eating disorders were 

less likely to stop breastfeeding during their infant’s first 12 months compared to healthy controls and 

mothers with other psychiatric diagnoses. The authors additionally found that mothers with BN were 

most likely to continue breastfeeding and this effect remained significant after adjusting for maternal 

age, parity, ethnicity, education and offspring gender (Micali et al., 2009). 

Agras et al. (1999) reported that mothers with lifetime or active eating disorders bottle-fed 

their female offspring for longer than healthy controls, but their male children for a shorter duration, 

although it is not clear whether mothers were bottle-feeding exclusively or in conjunction with 

breastfeeding. The authors also found that mothers with eating disorders reported that their female 

offspring had greater difficulty weaning from the bottle compared to female offspring of mothers 

without eating disorders (Agras et al., 1999). 

Experiences around breastfeeding  

One qualitative and two mixed method studies highlighted the reasons some mothers with 

eating disorders decided not to breastfeed their children or ceased breastfeeding at an early stage. For 

mothers with lifetime or active eating disorders, reasons included depression and embarrassment 

(Waugh & Bulik, 1999), and it was noted elsewhere that some mothers with eating disorders 
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experienced feelings of sadness during breastfeeding, and a sense of inadequacy around their ability 

to breastfeed (Evans & le Grange, 1995). In their qualitative study, Patel et al. (2005) reported that 

mothers with eating disorders and those at eating disorder-risk (i.e. those with subthreshold scores on 

a measure of eating disorder psychopathology) expressed greater unease and anxiety around 

breastfeeding than control mothers, and tended to discuss breastfeeding specifically in relation to 

weight reduction: 

 

“Especially when you’re breastfeeding it’s so all-consuming if you don’t have your figure, just 

something, a part of you that you can keep to yourself. Since I’ve stopped breastfeeding I feel more 

normal as a person. I feel more one to one with her so I guess that’s taken a tilt off the weight.” 

At-risk for eating disorder group participant - Patel et al., (2005), p.356 

 

“I heard people say if you’re breastfeeding the weight just drops off … I thought in 

a couple of months it would … I thought it would be a lot quicker. I just wanted it 

to drop off and I would go back to 10 stone.” 

Eating disorder group participant - Patel et al., (2005), p.357 

 

Introduction of solid foods 

With guidance recommending the introduction of solid foods at six months (World Health 

Organization, 2020), two of the studies exploring breastfeeding reported that mothers with and 

without eating disorders did not differ significantly in terms of whether they had introduced their 

infants to solid foods by this age (Hoffman et al., 2014; Torgersen et al., 2015). However, a trend for 

more children of mothers with eating disorders to be introduced to solids later (after seven months) 

was noted by Hoffman et al. (2014). 

Schedule-feeding 

One study reported that mothers with lifetime or current eating disorders fed their children on 

a less regular schedule than healthy control mothers (Agras et al., 1999). In contrast, Evans and le 

Grange (1995) found that mothers with lifetime or current eating disorders were significantly more 

likely to schedule-feed. Exploring interactions with children’s gender, Duke et al. (2004) reported that 

mothers with lifetime eating disorders were more likely to control their female children’s eating 

schedules, compared to mothers without eating disorder histories. Martini et al. (2019) reported that 

there were no significant differences between mothers with lifetime or active eating disorders and 

healthy control mothers in terms of whether they schedule-fed their infant at eight weeks or at six 

months. 

Experiences around feeding 
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Alongside a tendency to schedule- feed, Evans and le Grange (1995) found that the mothers 

with lifetime or current eating disorders in their study reported rigid adherence to infant feeding 

guidelines recommended by healthcare professionals. Mothers with eating disorders also reported 

feelings of confusion, anxiety and guilt when their children demonstrated signs of being hungry 

outside of recommended feeding times, and often interpreted these occurrences as evidence of 

disordered eating originating from their own, or as confirmation of a perceived inability to parent 

(Evans & le Grange, 1995). These mothers expressed distress around their role as a provider of food, 

in addition to experiencing difficulties eating alongside their child, and of guilt when their child 

would not eat: 

 

“I was feeling very stressed about the fact that the kids were always asking me for food and to make 

food… I hated preparing food and thinking about what food I wanted to give them. I don’t want to 

feed my family. I know it’s my responsibility and I have to. When they say ‘Mummy, I’m hungry’, I 

just want to run.” 

Eating disorder group participant - Evans & le Grange (1995), p. 45. 

 

Restrictive feeding 

Five studies considered the extent to which parents limited children’s access to food (de 

Barse et al., 2015; Duke et al., 2004; Hoffman et al., 2014; Lydecker & Grilo, 2017; Reba-

Harrelson et al., 2010). Duke et al. (2004) reported that parental lifetime eating disorder, along with 

scores on the hunger subscale of the Three-Factor Eating Questionnaire (TEFQ; Stunkard & Messick, 

1985) predicted food restriction for seven- year-old female children, but not when children’s BMI 

was controlled for. Reba-Harrelson et al. (2010) reported that mothers with BN and BED in the six 

months prior to or during pregnancy engaged in greater levels of restrictive feeding than control 

mothers when children were three years old, but noted that for mothers with AN there was a trend 

toward less restrictive feeding in comparison to healthy controls. Reba-Harrelson et al. (2010) also 

reported that restrictive feeding was significantly associated with children’s disordered eating 

behaviour at three years, after adjusting for food allergies and weight for age. 

Hoffman et al. (2014) reported that whilst there were no significant differences between 

groups in relation to “laissez-faire” (i.e. relaxed), pressuring, indulgent, or responsive feeding styles, 

mothers with lifetime eating disorders reported significantly less restrictive feeding than control 

mothers when children were aged between six months and three years. Although not statistically 

significant, a trend toward an indulgent feeding style (i.e. parents placing no limitations on access to 

food and high involvement in feeding) was also observed in the eating disorder group (Hoffman et 

al., 2014). 
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In contrast, two further studies reported that mothers with eating disorders were comparable 

to controls in terms of restriction (de Barse et al., 2015), and that parents with BED specifically were 

similar to obese and healthy weight control parents (Lydecker & Grilo, 2017). Nevertheless, having a 

parent with BED and restriction were significantly associated with children’s binge eating and 

overeating, while having an obese parent and restriction were associated with children being 

overweight or obese (Lydecker & Grilo, 2017). 

Pressure to eat 

Four studies considered the extent to which parents pressurised their child to eat more (de 

Barse et al., 2015; Duke et al., 2004; Lydecker & Grilo, 2017; Reba-Harrelson et al., 2010). Reba-

Harrelson et al. (2010) reported that pressure to eat when children were three years old did not differ 

significantly between mothers with and without eating disorders, although those with AN during the 

six months prior to or during pregnancy reported less pressured feeding than did mothers with other, 

or no, eating disorders. After adjusting for children’s food allergies and weight-for-age status, 

pressure to eat was also found to be significantly and positively associated with children’s eating 

problems at three years old (Reba-Harrelson et al., 2010). de Barse et al. (2015) also reported that 

mothers with lifetime eating disorders used less pressure to eat than healthy controls, and reflecting 

the findings of Reba-Harrelson et al. (2010), this was observed particularly in relation to mothers with 

lifetime AN. In contrast, Duke et al. (2004) reported that lifetime eating disorder did not predict 

pressure to eat when children were seven years old. The authors did, however, note that parental body 

dissatisfaction significantly and positively predicted pressure to eat (Duke et al., 2004). Lydecker and 

Grilo (2017) found that there were no significant differences in relation to pressure to eat between 

parents with BED and obese and healthy weight controls. Having a parent with BED and pressure to 

eat was significantly associated with children’s overeating, and having an obese parent and 

pressure to eat was significantly associated with children being overweight or obese (Lydecker 

& Grilo, 2017). 

Monitoring 

Two studies considered the degree to which parents monitored their children’s eating and 

converged in finding that parents with eating disorders did not differ to controls (de Barse et al., 

2015; Lydecker & Grilo, 2017). The latter study specifically reported that parents with BED did not 

differ from obese or healthy weight control parents. 

Perceived responsibility 

One study examined perceived feeding responsibility, and reported that parents with BED 

perceived greater responsibility for feeding their children than did obese parents (Lydecker & Grilo, 

2017). 

Using food for non-nutritive purposes 
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Agras et al. (1999) reported that mothers with eating disorders engaged in more use of food 

for non-nutritive purposes (e.g. as a reward) than healthy control mothers, which was assessed 

annually when children were two until five years old. However, examining the use of food as a 

response to children’s fussiness specifically, Martini et al. (2019) found that mothers with lifetime and 

current eating disorders did not differ to healthy controls when children were eight weeks old, nor at 

six months. 

Food, weight and shape attitudes towards the child 

Body image and body dissatisfaction 

Three studies reported that mothers with and without eating disorders did not differ 

significantly in terms of their preferred child body shape (Evans & le Grange, 1995; Stein et al., 

1996; Waugh & Bulik, 1999). Whilst no significant group differences were observed, Stein et al. 

(1996) noted that severity of eating disorder psychopathology did appear to predict maternal 

preference for a thinner infant shape. These studies also reported that there were no significant 

differences between maternal groups in relation to satisfaction with their children’s current body 

shape and size (Evans & le Grange, 1995; Stein et al., 1996), nor how attractive they rated their 

children, or the importance of their appearance (Waugh & Bulik, 1999). 

Stein et al. (1996) additionally noted that mothers with postnatal eating disorders were able 

to perceive their child’s shape more accurately than mothers with postnatal depression or control 

mothers. In contrast, Waugh and Bulik (1999) reported that there were no significant differences in 

the accuracy of these perceptions between mothers with eating disorders and healthy controls. 

Evans and le Grange (1995) reported that both mothers with and without eating disorders tended to 

over or under-estimate their child’s current body size, and a nonsignificant trend for mothers 

with eating disorders to misperceive their children’s body to a greater extent than healthy control 

mothers was observed. Exploring both maternal and child body image, Evans and le Grange (1995) 

reported a positive correlation between mothers’ own body satisfaction and children’s body 

satisfaction which appeared to be stronger in the eating disorder group. A strong positive relationship 

was also observed in the dyads of mothers with eating disorders between maternal satisfaction with 

their child’s body and children’s own satisfaction with their own bodies, and a similar, slightly weaker 

relationship was observed for the healthy control mothers (Evans & le Grange, 1995). However, the 

children of mothers with eating disorders were no more or less satisfied with their bodies in 

comparison to the children of mothers without eating disorders (Evans & le Grange, 1995). 

Waugh and Bulik (1999) reported that two of the ten mothers with lifetime or current eating 

disorders in their study had attempted to change their child’s appearance in some way, in comparison 

to none of the control mothers. In one case, the mother reported attempting to feed her daughter less 

due to concerns she would become “fat” and in the second case, the mother reported using make-up 

on her daughter due to concerns she was “too pale”. 
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Weight concern 

Four studies examined the extent to which parents were concerned about their children’s 

weight (Agras et al., 1999; Lydecker & Grilo, 2017; Martini et al., 2019; Wentz et al., 2009), and 

converged in finding greater concern in parents with eating disorders compared to controls. Two 

studies reported that these concerns were independent of child BMI (Agras et al., 1999; Martini et 

al., 2019). 

Specifically, the study conducted by Lydecker and colleagues reported that parents with 

BED had greater concern than either obese or healthy weight parents (Lydecker & Grilo, 2017), 

while Agras et al. (1999) found that mothers with lifetime or current eating disorders expressed 

significantly greater weight concern for only their female children’s weight. This concern was 

also associated with maternal eating disorder psychopathology on the disinhibition and hunger 

subscales of the TFEQ (Stunkard & Messick, 1985), and the bulimia subscale of the EDI (Garner, 

Olmstead, & Polivy, 1983). 

Martini et al. (2019) reported that compared to controls, mothers with past eating disorders 

were more likely to have high levels of concern about their child becoming overweight or overeating 

when infants were eight weeks and six months old. A similar finding was observed for mothers with 

current eating disorders but only when their child was six months old (Martini et al., 2019). These 

concerns were positively associated with higher scores on the eating concern, weight concern, and 

shape concern subscales of the EDE-Q (Cooper & Fairburn, 1987) at both time points, and 

additionally with dietary restraint at six months (Martini et al., 2019). On the other hand, concerns 

about children becoming underweight or undereating did not differ between mothers with past or 

current eating disorders and healthy controls at either age (Martini et al., 2019). Finally, Wentz et al. 

(2009) reported that mothers with lifetime or current AN were more likely to report greater concern 

regarding their child’s weight compared to mothers without eating disorders, and these concerns were 

independent of comorbid maternal anxiety disorder. Two mothers with AN reported concerns about 

their female children being overweight, and three expressed concerns about their male children being 

underweight (Wentz et al., 2009). 

Modelling of eating behaviours 

Martini et al. (2019) investigated parental modelling of eating behaviours when children were 

one and two years old, finding that although there were no significant differences between groups in 

relation to verbal or behavioural modelling, mothers with lifetime or current eating disorders were 

less likely to report high unintentional modelling scores. This suggests they were less aware of 

instances in which their child adopted behaviours that they engage in themselves, but that they had 

not intentionally modelled (Martini et al., 2019). 

Children’s diet 

Dietary intake 



27 

PARENTAL EATING DISORDERS AND PARENTING 

 

Nguyen et al. (2017) initially reported that one-year old infants of mothers with a lifetime 

eating disorder had a higher quality diet than children of mothers with no eating disorder history in 

their population-based cohort study conducted in the Netherlands. However, when sensitivity analyses 

were conducted with those participants from a Dutch ethnic background only in order to reduce 

confounding as a result of the assessment tool having been developed for a Dutch population, this 

effect was no longer statistically significant. The authors suggested this finding might have been 

related to reduced statistical power (Nguyen et al., 2017). Exploring children’s macronutrient intake, 

Waugh and Bulik (1999) reported that the children of mothers with eating disorders consumed 

significantly less sodium and thiamine than the children of healthy controls. The authors tentatively 

proposed that children of mothers with eating disorders might consume less highly-processed foods 

which often contain high levels of sodium, and that the lower levels of thiamine may reflect less 

intake of the B group of vitamins, but noted that replication of the findings on a larger scale was 

necessary. Easter et al. (2013) also investigated macronutrient intake, finding that after adjustment 

for relevant confounds, children of mothers with a combination of lifetime AN and BN had a 

significantly higher energy intake, and children of mothers with BN alone had higher carbohydrate 

and starch intake, and lower fat intake compared to children of mothers without eating disorders 

(Easter et al., 2013). Additionally, energy intake in the children of mothers with BN increased 

significantly between ages three and nine, compared to the intake of children of healthy control 

mothers, which decreased. 

General diet type 

Three studies investigated the broad types of diets that children tended to be provided with 

(Easter et al., 2013; Hoffman et al., 2014; Torgersen et al., 2015). Hoffman et al. (2014) reported that 

mothers with lifetime eating disorders were more likely to report a specific approach to feeding; most 

frequently to limit processed foods. In contrast, Easter et al. (2013) found that children were 

comparable in the amount of processed foods eaten. Although diet type did not differ significantly for 

children of mothers with AN or EDNOS-p and mothers without eating disorders, Torgersen et al. 

(2015) reported that infants of mothers with BN were less likely to eat homemade traditional foods 

than commercially prepared baby food, compared to infants of control mothers. Similarly, children of 

mothers with BED were less likely to eat a homemade vegetarian diet than commercially prepared 

baby foods compared to children of controls. However, for the latter finding this difference was no 

longer statistically significant after maternal age, education and breastfeeding at six months were 

controlled for (Torgersen et al., 2015). 

Easter et al. (2013) reported that children of mothers with lifetime eating disorders ate 

more healthy and vegetarian diets between the age of three and nine years, and whilst this difference 

persisted after adjusting for maternal age, ethnicity, parity, education, household income, and 

children’s gender for the children of mothers with BN or AN, it was no longer significant for 
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offspring of mothers with a combination of the two disorders. The authors also noted that male 

offspring of mothers with AN were less likely to follow the healthy/vegetarian dietary pattern than 

were female children. In contrast, male children of mothers with combined AN and BN were more 

likely to follow the dietary pattern than females (Easter et al., 2013). Children of mothers with a 

lifetime eating disorder also ate a ‘traditional’ diet (e.g. meat, poultry, potato, and vegetables) less 

frequently, with effects persisting after adjustments for maternal age, education, ethnicity household 

income, and children’s gender for the AN and BN groups, but becoming nonsignificant for the 

combined AN and BN group compared to healthy controls (Easter et al., 2013). In addition, whilst 

consumption of these types of foods increased over time for the children of mothers who had eating 

disorders, it decreased for those whose mothers did not (Easter et al., 2013). 

Food frequencies 

Two of the above studies also investigated the frequency with which specific food types were 

eaten, reporting no differences between the offspring of mothers with and without lifetime eating 

disorders in terms of snack consumption (Easter et al., 2013; Hoffman et al., 2014). Hoffman et al. 

(2014) also reported that the two groups did not differ significantly in relation to the number of daily 

meals consumed, nor the frequency with which fruits, vegetables, protein food, juice and sweets were 

eaten. In addition, Agras et al. (1999) reported that there were no significant differences between 

mothers with and without eating disorders in terms of the number of daily feeds provided to infants. 

Child eating what the family eats 

Asking mothers whether their child tended to eat what the broader family ate, Hoffman et al. 

(2014) reported that there were no significant differences between eating disorder and healthy control 

groups. However, there was a trend observed whereby more mothers with lifetime eating disorders 

reported their child ‘rarely’ ate what the  family did, and  more healthy control mothers reported 

their child ate what the family ate ‘most of the time’. 

Parent-child interactions during feeding and mealtimes 

Difficulties in feeding interactions 

Two studies (Cimino et al., 2016; Cimino et al., 2018) longitudinally examined 

difficulties in feeding interactions in the context of parental diagnoses of BED. Cimino et al. (2016) 

examined mother-child and father-child feeding interactions in families where both parents had 

current BED, compared to families where only the mother had BED; only the father had BED, and to 

families  of  healthy  control  parents,  when  children  were   18  and 36 months old. In relation to 

mother-child feeding interactions, more difficulties were observed in dyads where both parents in the 

family had BED. The second highest scores for feeding difficulties were observed in dyads where the 

mothers had BED, followed by those where fathers had BED. A similar pattern was observed for 

father-child interactions, with the greatest difficulties observed in families where both parents had 
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BED, followed this time by the dyads where the father had BED, and finally those in which the 

mother had BED (Cimino et al., 2016). The least difficulties in feeding interactions were 

observed in the healthy control group for both mother-child and father-child interactions (Cimino 

et al., 2016). A similar pattern of results was also reported by Cimino et al. (2018). Although 

difficulties decreased between 18 and 36 months of age in both maternal and paternal feeding 

interactions, Cimino et al. (2016) reported that parental BED directly influenced the quality of 

feeding interactions at both time points. These interactions mediated the influence of parental BED 

on the greater emotional- behavioural difficulties reported in these children, and the indirect effect of 

parental diagnosis was greatest for maternal BED (Cimino et al., 2016). Cimino et al. (2018) reported 

that children’s psychopathology at 18 months was associated with difficulties in parent-child feeding 

interactions, and with children’s psychopathology at three years of age. Parental BED was also 

associated with difficulties in feeding interactions, and with children’s psychopathology at both 18 

months and three years (Cimino et al., 2018). The influence of BED in both parents on children’s 

mood and anxiety difficulties at age three was mediated through mother-child feeding interactions, 

and the impact of BED in both parents on oppositional defiant difficulties at age three was mediated 

through the quality of father-child interactions. 

Responses to hunger and satiety cues 

Two studies investigated mothers’ responses to their children’s hunger and satiety cues 

(Hoffman et al., 2013; Martini et al., 2019). Martini et al. (2019) reported that mothers with a past or 

current eating disorder had less awareness of infant hunger and satiety cues at eight weeks compared 

to healthy control mothers, but no significant difference was observed when infants were six months 

old. Hoffman et al. (2013) measured mothers’ behavioural responsiveness to satiety cues during a 

mealtime with their six- month to three-year old children. They found no significant differences 

between mothers with eating disorders and healthy control mothers, nor any difference according to 

eating disorder subtype in relation to responsiveness to child receptiveness cues (Hoffman et al., 

2013). Whilst there was no significant difference between mothers with and without eating disorders 

in respect to responsiveness to offspring fullness cues, a large effect size was noted by the authors for 

differences between eating disorders subtypes, indicating mothers with BN were less responsive than 

mothers with AN (Hoffman et al., 2013). 

Expressed emotion 

Stein et al. (1994) observed mothers who had experienced eating disorders in the postnatal 

year and mothers without eating disorders interacting with their 12–14-month-old children in 

mealtime and play situations. In contrast to their findings for play interactions, Stein et al. (1994) 

reported more frequent negative expressed emotion among mothers with eating disorders during 

mealtimes, which tended to be related to maternal perceptions of mess created by the child; 

concern about the amount of food consumed and the way it was eaten, and instances of food 
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refusal. Similar levels of positive expressed emotion were observed in mothers with and without 

eating disorders in the mealtime situation, in keeping with the findings for playtime (Stein et al., 

1994). 

Waugh and Bulik (1999) observed mother-child mealtime interactions when children were 

aged between one and four years old, finding mothers with a current or past eating disorder made 

significantly fewer positive eating-related comments compared to mothers without eating disorders. 

They also tended to be more negative in their comments, although the difference between groups for 

the latter was not statistically significant (Waugh & Bulik, 1999). No significant differences were 

found between groups for other maternal mealtime behaviours, including maternal praise, contact, 

instructions, behaviours around presenting and removing food, social attention, and non- interaction 

behaviours (Waugh & Bulik, 1999). 

Intrusiveness 

In the study by Stein et al. (1994) described above, mothers with postnatal eating disorders 

were found to be more intrusive toward their 12–14-month-old infants during mealtime than healthy 

controls. 

Controlling speech 

Stein et al. (1994) reported that there were no significant differences between mothers with 

eating disorders and healthy control mothers in terms of the percentage of controlling statements 

made during mealtime when children were 12–14 months old. In a later study in which the data was 

compared to mothers with postnatal depression (Stein et al., 2001), mothers with eating disorders did 

not differ to mothers with postnatal depression but did express a greater percentage of controlling 

statements than the healthy control group. This difference however became nonsignificant when 

adjusted for covariates. Dietary restraint and marital criticism were found to be significant 

predictors of the percentage of verbal controlling to total statements (Stein et al., 2001). 

Examining different types of verbal control during mealtime, Stein et al. (2001) reported that there 

were no significant differences between mothers with eating disorders, depression and healthy control 

mothers in relation to gentle verbal control (e.g. suggestions and guides). There were however 

significant differences in relation to strong verbal control (e.g. commands and cautions), with 

mothers with eating disorders engaging in more strong verbal control during mealtime, but not 

playtime, than the mothers with depression and healthy controls, who were comparable to each 

other (Stein et al., 2001). This effect persisted after adjustment for covariates, with analyses 

indicating that dietary restraint was also a significant predictor of strong verbal control (Stein et 

al., 2001). 

Conflict 
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Three further manuscripts reported findings for the same sample of mothers with a postnatal 

eating disorder in relation to mealtime conflict when children were aged between 12 and 14 months, 

five years, and ten years (Stein et al., 1994, 1999, 2006a). 

When children were 12–14 months old, Stein et al. (1994) reported significantly more 

conflict during mealtimes in the dyads where mothers had eating disorders compared to those with 

healthy control mothers. The authors also found that whilst there was no main effect of maternal 

eating disorder on children’s weight, the extent of mealtime conflict and maternal body shape 

concerns were both inversely associated with infant weight, with children of mothers with eating 

disorders tending to be lighter than the children of control mothers (Stein et al., 1994). 

In a subsequent manuscript, Stein et al. (1999) further examined episodes of mealtime 

conflict in mother-child dyads. Episodes of conflict were exhibited in 20 of the 34 dyads in which 

the mother had an eating disorder. In contrast, conflict was observed in only one of the 24 control 

mother-child dyads. Most frequently, episodes of conflict were preceded by maternal concern over 

the way the child was eating (e.g. in relation to mess); disagreement over who should feed the 

child, and food refusal behaviour (Stein et al., 1999). Mothers with eating disorders acknowledged 

fewer infant cues and were less likely to put aside their concerns to circumvent conflict, and whilst 

there were no significant differences in relation to whether mothers withdrew from parent-child 

interactions, the children within these dyads were significantly more likely to withdraw during 

incidents that could have potentially resulted in conflict than the offspring in the control group 

(Stein et al., 1999). 

Although significantly more mealtime conflict was also observed in dyads with mothers 

with eating disorders compared to dyads with control mothers when children were five years of 

age; at age ten these children reported similar levels of mealtime disputes to children of healthy 

control mothers (Stein et al., 2006a). The authors also reported that mealtime conflict when 

children were five and the number of years their mother had experienced an eating disorder since the 

child was one significantly predicted the severity of children’s eating disorder symptomatology at 

ten years (Stein et al., 2006a). 

Frequency of parental vocalisations and physical contact 

Stein et al. (1994) reported that there were no significant differences between mothers who 

had an eating disorder in the postnatal year and healthy control mothers in terms of frequency of 

maternal vocal involvement during mealtime. There were also no significant differences between 

groups in relation to the frequency of mother-infant physical contact (Stein et al., 1994), nor when 

mothers with eating disorders were compared to mothers with postnatal depression as well as healthy 

controls (Stein et al., 2001). 

Respiratory Sinus Arrythmia 
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Similar to their findings for playtime, Hoffman et al. (2013) reported that mothers with eating 

dis- orders demonstrated significantly less respiratory sinus arrhythmia withdrawal than did healthy 

control mothers during mealtime, indicating decreased stress reactivity within the maternal eating 

disorder group. The authors did not observe any significant differences according to eating disorder 

subtype (Hoffman et al., 2013). 

Facilitation 

Reflecting their findings for playtime, Stein et al. (1994) reported that mothers who had an 

eating disorder were less facilitating (i.e. assisted the child less) than healthy control mothers during 

mealtimes with their 12–14-month-old infants. 

 Children’s representations of family mealtimes 

Finally, Park et al. (2003a) investigated children’s perceptions of family mealtimes using 

dolls house figures, furniture, cutlery, and toy food with children of mothers experiencing a 

postnatal eating disorder (see Stein et al., 1994) and children of control mothers at approximately five 

years old. When asked to pretend it was a family mealtime using the toys, the children of mothers 

with eating disorders displayed significantly more positive representations of their mother in relation 

to themes around eating and body shape than did the children of healthy control mothers, and these 

positive representations were also significantly associated with maternal eating disorder 

psychopathology as measured by the EDE (Fairburn & Cooper, 1993). The likelihood of negative 

representations of the mother being made on the other hand, which did not differ significantly between 

groups, was predicted by maternal perceptions of partner criticism (Park et al., 2003a). Neither 

positive nor negative representations of the self in relation to food, eating, body shape and weight, 

were significantly different between the children of mothers with eating disorders compared to the 

children of healthy control mothers (Park et al., 2003a). 

 

Summary 

A large number of the studies exploring parenting in eating disorders have focused upon 

feeding-related attitudes, behaviours, and parent- child interactions. Similarly to the research into 

more general parenting constructs, these studies illustrate a mixed pattern of results which are 

summarised in Table 3. There is however some evidence to suggest that parents with a range of 

eating disorders, on average, experience greater concern about their children’s weight than healthy 

controls, with variable effect sizes (d = 0.06–1.15). These concerns may also interact with 

offspring gender, with some evidence that parents with eating disorders report greater concern 

about their female children, specifically, becoming overweight. Studies of mealtime parent-child 

interactions further suggest that parental BED is associated with difficulties within feeding 

interactions, with small to large effect sizes (d = 0.31–11.64), and that maternal eating 

disorders are associated with greater mealtime conflict when children are young, with medium to 
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large effect sizes observed (d = 0.78–1.32). It is important to note that the findings with regards to 

conflict relate to the same maternal eating disorder sample. 

Seven manuscripts reported effects of feeding-related parenting constructs on 

children’s outcomes. Restrictive feeding was found to be significantly associated with children’s 

disordered eating behaviours (Reba-Harrelson et al., 2010) and binge eating and overeating 

specifically (Lydecker & Grilo, 2017). Similarly, pressure to eat was significantly and positively 

associated with children’s eating problems at three years old (Reba-Harrelson et al., 2010), and 

with children’s overeating (Lydecker & Grilo, 2017). 

In terms of body image and body dissatisfaction, although Evans and le Grange (1995) 

reported a positive correlation between mothers’ own body satisfaction and children’s body 

satisfaction which was strongest for the maternal eating disorder group, the children of mothers 

with eating disorders were no more or less satisfied with their own bodies than the children of 

control mothers (Evans & le Grange, 1995). 

Cimino et al. (2016) reported that parental BED directly influenced the quality of parent-

child feeding interactions at 18 and 36 months, and these interactions mediated the impact of 

parental diagnosis on the greater emotional-behavioural difficulties reported for these children. 

Cimino et al. (2018) reported that parental BED and children’s psychopathology at 18 months old 

were associated with feeding difficulties and psychopathology at three years of age. The influence 

of BED in both parents on children’s mood and anxiety difficulties at age three were mediated 

through mother-child feeding interactions, while the influence of BED in both parents on 

oppositional defiant difficulties at age three was mediated through the quality of father-child 

interactions (Cimino et al., 2018). 

Finally, in relation to mealtime conflict, Stein et al. (1994) reported that when children 

were 12–14 months old, whilst there was no main effect of maternal eating disorder, mealtime 

conflict and maternal body shape concerns were both inversely associated with infant weight. In a 

later manuscript, mealtime conflict when children were five years old along with the number of 

years their mother had experienced an eating disorder since the child was one significantly 

predicted the severity of children’s eating disorder symptomatology at age ten (Stein et al., 2006a). 

 

Table 3 

Parental feeding-related attitudes, behaviours and parent-child interactions summary table 

 
First author (Year) 

 

Parenting construct Summary of findings for parents with ED 

compared to HC parents 

Effect size (d)a 

 

Initiation of breastfeeding 

Evans (1995) Breastfeeding initiation  No difference. -0.40c 
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Hoffman (2014) Currently breastfeeding No significant difference   0.36c 

Martini (2019) Exclusively breastfeeding 

at 8 weeks 

No significant difference 

 

C-ED:  -0.20d; P-ED:  0.05d 

Martini (2019) Exclusively or partially 

breastfeeding at 6 months 

No significant difference. C-ED:  0.48d; P-ED:  -0.06d 

Micali (2009) Breastfeeding initiation More likely to initiate breastfeeding. 0.22d 

Nguyen (2017) Breastfeeding initiation  Less likely to initiate breastfeeding 

(unadjusted analyses only). 

Unadjusted: -0.21d 

Perrin (2015) Breastfeeding status – 

predominant breastfeeding  

Mothers with AN less likely to breastfeed. AN: -0.04c; BN: 0.03c; 

EDNOS-p: -0.25c; BED: -0.09c 

Perrin (2015) Breastfeeding status – any, 

not predominant 

 AN: -0.32c; BN: -0.10c; 

EDNOS-p: -0.31c; BED: -0.09c 

Perrin (2015) Breastfeeding status – no 

breastfeeding 

 AN: 0.47c; BN: 0.13c; EDNOS-

p: 0.55c; BED: 0.20c 

Torgersen (2010) Initiation of predominant 

breastfeeding  

No significant difference for breastfeeding 

initiation. Mothers with BED significantly less 

likely to breastfeed predominantly. 

AN: -0.07c; BN: -0.07c; BED: -

0.11c; EDNOS-p: -0.38c 

Torgersen (2015) Breastfeeding at 6 months Less likely to be breastfeeding at 6 months. AN: -0.66c; BN: -0.11c; 

EDNOS-p: -0.64c; BED: -0.20c 

Waugh (1999) Breastfeeding initiation 8 mothers with ED began breastfeeding 

compared to all 10 HC mothers.  

Data reported not suitable for 

calculating Cohen’s d. 

Duration and cessation of breast- and bottle- feeding 

Agras (1999) Duration of breastfeeding 

(months) 

No significant difference. Not calculated (data not 

reported). 

Agras (1999) Duration of bottle feeding 

(months) 

Bottle-fed daughters for longer and sons for a 

shorter time than HC mothers. 

F offspring: 0.85b; M offspring: 

-0.19b 

Agras (1999) Difficulty weaning  Reported female offspring had greater 

difficulty weaning from the bottle. 

F offspring: 0b; M offspring: -

0.78b 

Evans (1995) Duration of breastfeeding 

(months) 

No difference. Data reported not suitable for 

calculating Cohen’s d. 

Hoffman (2014) Breastfed for longer than 

one month 

No significant difference. 

 

0c 

Hoffman (2014) Duration of breastfeeding 

if no longer breastfeeding 

(months) 

No significant difference. -0.17b 

Micali (2009) Ceasing breastfeeding 

during first year 

Less likely to cease breastfeeding during first 

year. For ED subtypes, mothers with BN most 

likely to continue breastfeeding.  

Hazard Ratio: 0.8g 

Nguyen (2017) Breastfeeding duration 

(months) 

No significant difference. 

 

Data reported not suitable for 

calculating Cohen’s d. 

Popovic (2018) Breastfeeding for less than 

6 months 

More likely to breastfeed for under 6 months. 0.57d 

Torgersen (2010) Breastfeeding cessation 

within first 6 months.  

More likely to cease breastfeeding during the 

first 6 months. Remained significant only for 

AN and EDNOS-p after adjustments). 

Hazard Ratio:g 

AN: 2.07; BN: 1.29; EDNOS-

p: 2.28; BED: 1.37 

Torgersen (2010) Predominant breastfeeding 

cessation within first 6 

months 

Mothers with BED more likely to cease 

predominant breastfeeding in the first 6 

months (unadjusted analyses only). 

Hazard Ratio:g 

AN: 1.14; BN: 1.07; EDNOS-

p: 1.18; BED:1.12 

Waugh (1999) Continued breastfeeding 

until child 1 year or fully 

weaned 

Less ED mothers breastfed until their child 

was at least 1 year old or fully weaned. 

Data reported not suitable for 

calculating Cohen’s d. 

Waugh (1999) Breastfeeding duration No significant difference. 0.68h 

Wentz (2009) Average duration of 

breastfeeding (months) 

No significant difference. 

 

0.17b 

Introduction of solid foods 

Hoffman (2014) Child age at which solid 

foods introduced 

No significant difference. 4-6 months:  -0.99c 

7 months:  0.99c 
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Torgersen (2015) Introduction of solids by 6 

months. 

No significant difference. Data reported not suitable for 

calculating Cohen’s d. 

Schedule-feeding 

Agras (1999) Regular schedule of feeds Fed children on a less regular schedule. -0.56b 

Duke (2004) Control of eating schedule More likely to control the eating schedules of 

female offspring. No significant difference for 

male offspring. 

 

“My child should only be 

permitted to eat at set 

mealtimes” (agree): 0.68b 

“It’s ok for my child to snack 

and I do not worry about it” 

(disagree): -0.60b 

Evans (1995) Schedule-feeding More likely to schedule-feed. Data reported not suitable for 

calculating Cohen’s d. 

Martini (2019) Feeding infant on a 

schedule at 8 weeks 

No significant difference. P-ED unadjusted: -0.20d; P-ED 

adjusted: -0.12d; C-ED 

unadjusted: 0.05d; C-ED 

adjusted: 0.05d 

Martini (2019) Feeding infant on a 

schedule at 6 months  

No significant difference. P-ED unadjusted: 0d; P-ED 

adjusted: 0.10d; C-ED 

unadjusted: 0.32d; C-ED 

adjusted: 0.15d   

Restrictive feeding 

de Barse (2015) Restriction No significant difference. Data reported not suitable for 

calculating Cohen’s d. 

Duke (2004) Restriction Parental ED (along with parental hunger and 

being born outside of the USA), predicted 

restrictive feeding practices for female 

offspring but not when child BMI was 

controlled for. 

0.75b 

Hoffman (2014) Feeding style Significantly lower scores for restrictive 

feeding style. No significant differences in 

relation to laissez-faire, pressuring, indulgent 

or responsive styles.  

Laissez-faire:  -0.11b 

Pressuring:  -0.15b 

Restrictive:  -0.61b 

Indulgent: 0.41b 

Responsive:  -0.23b 

Lydecker (2017) Restriction No significant difference. 

 

 

P-BED compared to P-HW: 

0.29b; M-BED compared to M-

HW: 0.11b 

Reba-Harrelson 

(2010) 

Restriction Mothers with BN and with BED reported 

higher levels of restriction. 

AN: -0.29b; BN: 0.29b; BED: 

0.25b 

Pressure to eat 

de Barse (2015) Pressure to eat Used less pressure to eat, particularly mothers 

with AN. 

Data reported not suitable for 

calculating Cohen’s d. 

Duke (2004) Pressure to eat No significant difference. Data reported not suitable for 

calculating Cohen’s d. 

Lydecker (2017) Pressure to eat No significant difference. 

 

P-BED compared to P-HW: -

0.26b; M-BED compared to M-

HW: 0b 

Reba-Harrelson 

(2010) 

Pressure to eat No significant difference. AN: -0.03b; BN: 0.09b; BED: 

0.11b 

Monitoring 

de Barse (2015) Monitoring No significant difference. Data reported not suitable for 

calculating Cohen’s d. 

Lydecker (2017) Monitoring No significant difference. P-BED compared to P-HW: 

0.32b; M-BED compared to M-

HW: 0.21b 

Perceived responsibility 
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Lydecker (2017) Perceived responsibility Parents with BED reported perceptions of 

greater feeding responsibility. 

P-BED compared to P-HW: 

0.83b; M-BED compared to M-

HW: 0.05b 

Using food for non-nutritive purposes 

Agras (1999) Using food for non-

nutritive purposes 

Reported more use of food for non-nutritive 

purposes. 

0.41b 

Martini (2019) Using food to calm infant's 

fussiness at 8 weeks 

No significant difference. P-ED: -0.1b; C-ED: -0.1b 

Martini (2019) Using food to calm infant's 

fussiness at 6 months 

No significant difference. P-ED: 0.18b; C-ED: -0.18b 

Body image and body dissatisfaction 

Evans (1995) Maternal perception of 

their children’s current 

body size 

No difference. -0.15b 

Evans (1995) Maternal misperception of 

child’s current body size 

No significant difference. 

 

0.31c 

Evans (1995) Maternal ideal child body 

size 

No difference. -0.25b 

Evans (1995) Maternal satisfaction with 

child’s current body size 

No difference. 0.06b 

Stein (1996)  Accuracy of maternal 

perception of infant body 

shape 

Perceived their child’s shape accurately, while 

HC mothers did not. 

0.47e 

Stein (1996) Maternal selection of 

preferred infant shape 

No significant difference. Not calculated (data not 

reported). 

Stein (1996) Maternal dissatisfaction 

with infant shape 

No significant difference. 0.19c 

Waugh (1999) Maternal rating of child’s 

attractiveness 

No difference. Data reported not suitable for 

calculating Cohen’s d. 

Waugh (1999) Maternal report of 

importance of child’s 

attractiveness 

No difference. Not calculated (data not 

reported). 

Waugh (1999) Maternal attempts to 

change child’s appearance 

2 mothers with ED reported having tried to 

alter their children’s appearance compared to 

none of the HC mothers. 

Data reported not suitable for 

calculating Cohen’s d. 

Waugh (1999) Maternal perception of 

current child body 

No significant difference. Data reported not suitable for 

calculating Cohen’s d. 

Waugh (1999) Maternal ideal child body No significant difference. Data reported not suitable for 

calculating Cohen’s d. 

Weight concern 

Agras (1999) Concern about child’s 

weight 

Reported significantly higher concern for their 

female offspring’s weight. 

M offspring: -1.14b; F 

offspring: 0.06 b 

Lydecker (2017) Concern about child 

weight 

Parents with BED reported greater concern 

about their child’s weight. 

P-BED compared to P-HW: 

0.78b; M-BED compared to M-

HW: 0.49b 

Martini (2019) Maternal concern about 

infant undereating or 

becoming underweight at 8 

weeks 

No significant difference. 

 

P-ED unadjusted: 0.46d; P-ED 

adjusted: 0.44d; C-ED 

unadjusted: 0.10d; C-ED 

adjusted: 0.05d 

Martini (2019) Maternal concern about 

infant undereating or 

becoming underweight at 6 

months 

No significant difference. 

 

P-ED unadjusted: 0.19d; P-ED 

adjusted: 0.05d; C-ED 

unadjusted: 0.61d; C-ED 

adjusted: 0.48d 

Martini (2019) High concern about infant 

overeating or becoming 

overweight at 8 weeks 

Mothers with past ED were more likely to 

have high concern. 

P-ED unadjusted: 0.78d; P-ED 

adjusted: 0.64d; C-ED 

unadjusted: 0.35d; C-ED 

adjusted: 0.66d 

Martini (2019) High concern about infant 

overeating or becoming 

overweight at 6 months 

Mothers with past ED and current ED had 

increased odds of having high concern. 

P-ED unadjusted: 0.69d; P-ED 

adjusted: 0.80d; C-ED 

unadjusted: 1.09d; C-ED 

adjusted: 1.15d 
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Wentz (2009) Maternal concern about 

child's weight 

Great concern about child’s weight was 

significantly more common among mothers 

with AN. 

Data reported not suitable for 

calculating Cohen’s d. 

Modelling of eating behaviours 

Martini (2019) Verbal modelling at 1 year No significant difference. PED: -0.18b; CED: -0.33b 

Martini (2019) Verbal modelling at 2 

years 

No significant difference. Unadjusted: -0.38d; adjusted: -

0.20d 

Martini (2019) Unintentional modelling at 

1 year 

No significant difference. Unadjusted: -0.12d; adjusted: 

0.15d 

Martini (2019) Unintentional modelling at 

2 years 

Less likely to score high on unintentional 

modelling. 

Unadjusted: -0.51d; adjusted: -

0.51d 

Martini (2019) Behavioural modelling at 1 

year 

No significant difference. PED: -0.11b; CED: -0.30b 

Martini (2019) Behavioural modelling at 2 

years 

No significant difference. PED: 0b; CED: 0.09b 

Children’s dietary intake 

Easter (2013) Nutrient content Children of mothers with AN+BN had a 

higher energy intake than children of HC 

mothers after adjustment for confounding 

variables. Children of mothers with BN had a 

higher carbohydrate and starch intake, and 

lower fat intake than children of HC mothers. 

Their energy intake also increased over time, 

compared with the children of HC mothers. 

Data reported not suitable for 

calculating Cohen’s d. 

Nguyen (2017) Infant diet quality score Children of mothers with ED had a higher diet 

quality score, but this became non-significant 

when analyses were restricted to Dutch 

participants. 

Data reported not suitable for 

calculating Cohen’s d. 

Waugh (1999) Recommended Daily 

Intake (RDI) 

Children of ED mothers consumed 

significantly less sodium and thiamine. 

Sodium: -1.00b; Thiamine: -

1.26b 

General diet type 

Easter (2013) Health 

conscious/vegetarian 

dietary pattern 

Children of mothers with ED ate more “health 

conscious/vegetarian” diet, and after 

adjustment for covariates this remained 

significant for children of mothers with AN 

and mothers with BN. Male offspring of 

mothers with AN were less likely to follow 

this dietary pattern than female offspring, 

while male offspring of mothers with AN+BN 

were more likely to follow this diet compared 

with female offspring. 

Data reported not suitable for 

calculating Cohen’s d. 

Easter (2013) Traditional dietary pattern Children of mothers with ED ate less of the 

“traditional” dietary pattern, and after 

adjustment for covariates, this remained 

significant for the children of mothers with 

AN and mothers with BN. For children of 

mothers with ED, “traditional” diet scores 

increased from 3 to 9 years, while scores for 

the children of HC mothers decreased. 

Data reported not suitable for 

calculating Cohen’s d. 

Easter (2013) Processed dietary pattern No significant difference. Data reported not suitable for 

calculating Cohen’s d. 

Hoffman (2014) Restrictive special 

approaches to feeding 

More likely to report a special approach. The 

most commonly reported feeding approach 

was limiting the amount of processed food. No 

significant differences for feeding foods that 

were organic only, no added sugar, gluten-

free, lactose-free, low fat, low carbohydrate, 

or vegan foods. 

Any special approach: 0.87c 

Low processed: 0.54c 

Organic only: 0.35c 

No added sugar: 0.10c 

No animal products: 0c 

Gluten free: Data reported not 

suitable for calculating Cohen’s 

d. 
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Lactose free: N/A 

Low fat: Data reported not 

suitable for calculating Cohen’s 

d. 

Low carb: N/A 

Other special approach: 0c 

Torgersen (2015) Associations between 

maternal ED and 

homemade vegetarian 

infant diet 

Children of mothers with BN had lower odds 

of eating a “homemade traditional” diet 

compared to infants of HC mothers. Children 

of mothers with BED were less likely to eat a 

“homemade vegetarian” diet compared with 

children of HC mothers, but this finding 

became non-significant when covariates were 

controlled for. There were no significant 

associations between being a child of a mother 

with AN or EDNOS-p and any of the dietary 

classes. 

AN unadjusted: 0.15d; AN 

adjusted: 0.40d; BN unadjusted: 

-0.22d; BN adjusted: -0.11d; 

BED unadjusted: -0.14d; BED 

adjusted: -0.07d 

Torgersen (2015) Associations between 

maternal ED and 

homemade traditional 

infant diet 

 BN unadjusted: -0.30d; BN 

adjusted: -0.28d; EDNOS-p 

unadjusted: -0.32d; EDNOS-p 

adjusted: -0.26d; BED 

unadjusted: -0.03d; BED 

adjusted: -0.02d 

Torgersen (2015) Associations between 

maternal ED and high 

variety food infant diet 

 AN unadjusted: 0.06d; AN 

adjusted: 0.11d; BN unadjusted: 

-0.01d; BN adjusted: -0.03d; 

EDNOS-p unadjusted: 0.22d; 

EDNOS-p adjusted:  0.20d; 

BED unadjusted: 0 d; BED 

adjusted: 0 d 

Torgersen (2015) Associations between 

maternal ED and 

commercial infant cereal 

 AN unadjusted: -0.33d; AN 

adjusted: -0.13d; BN 

unadjusted: -0.17d; BN 

adjusted: -0.14d; EDNOS-p 

unadjusted: -0.29d; EDNOS-p 

adjusted: -0.03d; BED 

unadjusted: -0.05d; BED 

adjusted: 0.01d 

Food frequencies 

Agras (1999) Number of daily feeds No significant difference. Not calculated (data not 

reported). 

Easter (2013) Consumption of snacks No significant difference. Data reported not suitable for 

calculating Cohen’s d. 

Hoffman (2014) Child never eats sweets No significant difference. 0.11c 

Hoffman (2014) Child never drinks juice No significant difference. 0.18c 

Hoffman (2014) Number of meals per day No significant difference. -0.47b 

Hoffman (2014) Number of snacks per day No significant difference. -0.28b 

Hoffman (2014) Protein consumed (times 

per day) 

No significant difference. 0.39b 

Hoffman (2014) Fruit and vegetables 

consumed (times per day) 

No significant difference. -0.34b 

Child eats what the family eats 

Hoffman (2014) Child eats what the family 

eats 

No significant difference. Most of the time: -0.46c 

Sometimes: -0.13c 

Rarely: 0.93c 
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Difficulties in feeding interactions 

Cimino (2016) Mother-child feeding 

interactions 

Dyads with HC parents exhibited less 

difficulties in feeding interactions compared to 

the dyads where one or more parent had BED. 

The greatest difficulties in mother-child 

feeding interactions were observed in dyads 

where both parents had BED, followed by the 

dyads where the mother had BED, and then 

the dyads where the father had BED. Over 

time, significant decreases were seen for dyads 

where both parents had BED in relation to 

food refusal behaviour and the dyad’s 

affective state. Significant decreases were seen 

for dyads in which the mother had BED in 

relation to interactive conflict and the dyad’s 

affective state. A significant decrease was 

observed for the dyads where the father had 

BED in relation to maternal affective state. A 

significant decrease was observed for the 

dyads with HC parents in relation to all 

subscales. 

Mothers affective state 

Time 1: P+M BED vs. HC: 

4.10b; PBED vs. HC: 0.41b; 

MBED vs. HC: 1.48b 

Time 2: P+M BED vs. HC: 

10.69b; PBED vs. HC: 3.03b; 

MBED vs. HC: 5.03b 

 

Interactive conflict: 

Time 1: P+M BED vs. HC: 

4.22b; PBED vs. HC: 0.70b; 

MBED vs. HC: 1.75b 

Time 2: P+M BED vs. HC: 

10.30b; PBED vs. HC: 4.03b; 

MBED vs. HC: 5.85b 

 

Food refusal behaviour: 

Time 1: P+M BED vs. HC: 

4.20b; PBED vs. HC: 0.31b; 

MBED vs. HC: 1.81b 

Time 2: P+M BED vs. HC: 

8.09b; PBED vs. HC: 3.65b; 

MBED vs. HC: 4.96b 

 

Dyad’ affective state: 

Time 1: P+M BED vs. HC: 

4.94b; PBED vs. HC: 0.81b; 

MBED vs. HC: 1.81b 

Time 2: P+M BED vs. HC: 

8.75b; PBED vs. HC: 3.80b; 

MBED vs. HC: 4.85b 

Cimino (2016) Father-child feeding 

interactions 

Dyads with HC parents exhibited less 

difficulties in feeding interactions compared to 

the dyads where one or more parent had BED. 

The greatest difficulties in father-child feeding 

interactions were observed in dyads where both 

parents had BED, followed by the dyads where 

the father had BED, and then the dyads where 

the mother had BED. 

For the dyads where both parents had BED, 

there was a significant decrease over time in 

relation to paternal affective state, interactive 

conflict, and the dyad’s affective state. For 

dyads in which only the mother had BED 

there was a significant decrease over time in 

relation to paternal affective state, food 

refusal, and the dyad’s affective state. For the 

dyads where only the father had BED, a 

significant increase over time was observed 

for paternal affective state, food refusal 

behaviour, and the dyad’s affective state. 

There was a decrease in difficulties over time 

for the dyads with HC parents in relation to all 

of the subscales. 

Fathers affective state: 

Time 1: P+M BED vs. HC: 

4.00b; PBED vs. HC: 1.69b; 

MBED vs. HC: 0.52b 

Time 2: P+M BED vs. HC: 

10.25b; PBED vs. HC: 10.58b; 

MBED vs. HC: 3.52b 

 

Interactive conflict: 

Time 1: P+M BED vs. HC: 

4.07b; PBED vs. HC: 1.93b; 

MBED vs. HC: 0.79b 

Time 2: P+M BED vs. HC: 

9.57b; PBED vs. HC: 10.03b; 

MBED vs. HC: 4.73b 

 



40 

PARENTAL EATING DISORDERS AND PARENTING 

 

Food refusal behaviour: 

Time 1: P+M BED vs. HC: 

3.74b; PBED vs. HC: 1.92b; 

MBED vs. HC: 0.44b 

Time 2: P+M BED vs. HC: 

7.67b; PBED vs. HC: 9.69b; 

MBED vs. HC: 3.64b 

 

Dyad’ affective state: 

Time 1: P+M BED vs. HC: 

4.83b; PBED vs. HC: 2.00b; 

MBED vs. HC: 1.08b 

Time 2: P+M BED vs. HC: 

8.47b; PBED vs. HC: 11.64b; 

MBED vs. HC: 4.23b 

Cimino (2018) Mother-child feeding 

interactions 

In families where both parents had BED, there 

were significant correlations with parental 

BED and children’s affective difficulties. BED 

in both parents influenced affective and anxiety 

difficulties in children via mother-child feeding 

interactions. Maternal-only BED was 

significantly and directly correlated with 

children’s affective and autism spectrum 

difficulties. Maternal BED also influenced 

children’s affective and anxiety difficulties via 

the quality of mother-child feeding 

interactions. Paternal-only BED had no main 

effect on children’s psychopathology but 

influenced children’s oppositive/defiant 

difficulties through father-child feeding 

interactions. 

Mother’s affective state: 

Time 1: P+M BED vs. HC: 

4.93b; PBED vs. HC: 0.89 b; 

MBED vs. HC: 2.00b 

Time 2: P+M BED vs. HC: 

4.18b; PBED vs. HC: 0.32b; 

MBED vs. HC: 2.62 b 

 

Interactive conflict: 

Time 1: P+M BED vs. HC: 

5.15b; PBED vs. HC: 1.31b; 

MBED vs. HC: 1.93 b 

Time 2: P+M BED vs. HC: 

11.60b; PBED vs. HC: 4.85 b; 

MBED vs. HC: 10.82b 

 

Food refusal behaviour: 

Time 1: P+M BED vs. HC: 

3.00b; PBED vs. HC: 0.49b; 

MBED vs. HC: 1.59b 

Time 2: P+M BED vs. HC: 

6.23b; PBED vs. HC: 2.67b; 

MBED vs. HC: 3.99b 

 

Dyad’ affective state: 

Time 1: P+M BED vs. HC: 

4.16b; PBED vs. HC: 1.22b; 

MBED vs. HC: 1.66b 

Time 2: P+M BED vs. HC: 

5.83b; PBED vs. HC: 1.75b; 

MBED vs. HC:  5.19b   

Cimino (2018) Father-child feeding 

interactions 

 Father’s affective state: 
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Time 1: P+M BED vs. HC: 

4.23b; PBED vs. HC: 1.82b; 

MBED vs. HC: 0.82b 

Time 2: P+M BED vs. HC: 

7.35b; PBED vs. HC: 4.77b; 

MBED vs. HC: 2.97b 

 

Interactive conflict: 

Time 1: P+M BED vs. HC: 

5.01b; PBED vs. HC: 2.02b; 

MBED vs. HC: 1.34b 

Time 2: P+M BED vs. HC: 

8.36b; PBED vs. HC: 4.87 b; 

MBED vs. HC: 5.11b 

 

Food refusal behaviour: 

Time 1: P+M BED vs. HC: 

3.52b; PBED vs. HC: 2.62b; 

MBED vs. HC: 1.31b 

Time 2: P+M BED vs. HC: 

3.86b; PBED vs. HC: 4.30b; 

MBED vs. HC: 1.74b 

 

Dyad’ affective state: 

Time 1: P+M BED vs. HC: 

4.35b; PBED vs. HC: 2.43b; 

MBED vs. HC: 1.58b 

Time 2: P+M BED vs. HC: 

3.13b; PBED vs. HC: 2.44b; 

MBED vs. HC:  1.63b 

Hoffman (2013) Maternal responsiveness to 

child receptiveness cues 

No significant difference. 

 

0.17b 

Hoffman (2013) Maternal responsiveness to 

child fullness cues 

No significant difference. -0.29b 

Martini (2019) High awareness of infant's 

hunger and satiety cues at 

8 weeks 

Mothers with past ED reported less awareness. PED: -0.75b; CED: -0.19b 

Martini (2019) High awareness of infant's 

hunger and satiety cues at 

6 months 

No significant difference. PED: -0.35b; CED: -0.15b 

Expressed emotion 

Stein (1994) Negative expressed 

emotion toward child 

during mealtime 

Expressed negative emotion more frequently. 0.91f 

Stein (1994) Positive expressed emotion 

toward child during 

mealtime 

No significant difference. 0.10f 

Waugh (1999) Maternal behaviours 

during mealtime - mean 

percentage of intervals for 

maternal behaviour 

categories during 

observation task 

ED mothers made fewer positive eating-

related comments during mealtime (e.g. “this 

is yummy potato soup”). No significant 

differences in relation to any of the other 

categories (praise, contact, instructions, 

presenting food, removing food, social 

attention, noninteraction). 

Praise: -0.33b 

Contact: 0.43b 

Instructions: 0.19b 

Eating comments: -1.34b 
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Present food: 0.54b 

Remove food: -0.24b 

Social attention: -0.03b 

Noninteraction: 0.26b 

Total negative: 0.88 b 

Intrusiveness 

Stein (1994) Maternal intrusiveness 

during mealtime 

More intrusive. 0.93f 

Controlling speech 

Stein (1994) Maternal controlling 

statements during 

mealtime 

No significant difference. 0.93f 

Stein (2001) Maternal controlling 

statements during 

mealtime 

No significant difference. 0.04c 

Stein (2001) Maternal strong verbal 

control during mealtime 

Engaged in more strong verbal control. 

 

0.32b 

Stein (2001) Maternal gentle verbal 

control during mealtime 

No significant difference. -0.35b 

Conflict 

Stein (1994) Mother-child pairs 

exhibiting episodes of 

conflictual interaction 

during mealtime 

Significantly more mealtime conflict. 1.32c 

Stein (1999) Number of conflict 

episodes 

20 dyads with mothers with ED exhibited 49 

episodes of conflict compared to one dyad 

with a HC mother, which exhibited two 

episodes of conflict. 

Data reported not suitable for 

calculating Cohen’s d. 

Stein (1999) Conflict antecedents: 

mother acknowledges 

infant cues 

Acknowledged fewer infant cues following 

conflict antecedents. 

 

Stein (1999) Conflict antecedents: 

mother sets aside her 

expressed concern 

Less likely to put aside their concerns 

following conflict antecedents. 

 

Stein (1999) Conflict antecedents: 

mother withdraws 

No significant difference.  

Stein (2006) Mealtime conflict at 5 

years 

More mealtime conflict. -0.78b 

Stein (2006) Number of mealtime 

disputes at 10 years 

No significant difference. -0.17d 

Frequency of parental vocalisations and parent-child physical contact 

Stein (1994) Frequency of maternal 

vocal involvement during 

mealtime 

No significant difference. 0.14f 

Stein (1994) Frequency of mother-

infant physical contact 

during mealtime 

No significant difference. 0.33f 

Stein (2001) Frequency of mother-

infant physical contact 

during mealtime 

No significant difference. -0.36b 

Respiratory Sinus Arrythmia (RSA) 

Hoffman (2013) RSA during feeding Less RSA withdrawal. Effect of group on RSA 

change: 0.76e 

Facilitation 
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Stein (1994) Facilitation during 

mealtime 

Less facilitating. 0.67f 

Children’s representations of family mealtimes 

Park (2003) Children’s pretend 

mealtime representations – 

positive references to 

mother in relation to food, 

eating, body shape and 

weight 

Children of mothers with ED expressed 

significantly more positive maternal 

representations. 

Yes:  1.19c 

No:  -0.78c 

Park (2003)  Children’s pretend 

mealtime representations – 

negative references to 

mother in relation to food, 

eating, body shape and 

weight 

No significant difference. Yes:  -0.36c 

No:  0.49c 

Note. AN = anorexia nervosa; AN+BN = anorexia nervosa combined with bulimia nervosa; BED = binge eating disorder; BMI = body mass 

index; BN = bulimia nervosa; C-ED = current eating disorder; ED = eating disorder; EDNOS-p= eating disorder not otherwise specified, 

purging type; F = female; HC = healthy control; HR = hazard ratio; M = male; M-BED = maternal binge eating disorder; M-HW = maternal 

healthy weight; P-BED = paternal binge eating disorder; P-ED = past eating disorder; P-HW = paternal healthy weight; P+M BED = 

paternal and maternal binge eating disorder. 

Summaries represent findings after adjustments for relevant confounds reported by authors where applicable. 

aEffect sizes refer to overall ED group compared to HC group unless otherwise specified; bCohen’s d calculated from M and SD using 

https://campbellcollaboration.org/escalc; cCohen’s d calculated using 2 x 2 frequency table via https://campbellcollaboration.org/escalc; 

dCohen’s d converted from OR to d using https://www.escal.site; eCohen’s d calculated using ‘F-Test, 2-Group, equal sample sizes’ via 

https://campbellcollaboration.org/escalc; fCohen’s d calculated using ‘Computation of the effect sizes d, r and η2from χ2 and z test statistics’ 

via https://www.psychometrica.de/effect_size.html; gEffect size reported by author (data not reported to facilitate re-calculation); hCohen’s d 

calculated using ‘T-Test, Equal Sample Sizes’ via https://campbellcollaboration.org/escalc. 

 

Parenting environment 

Four studies examined parents’ marital or social environment when children were aged from 

12 to 14 months up to twelve years. Three of these assessed perceived criticism within the marital 

relationship (Stein et al., 2001, 1994, 2006a), while the fourth considered the degree to which overt 

conflict was exhibited in front of children, and maternal perceptions of available social support 

(Barbin et al., 2002). A summary of key findings for parents with eating disorders compared to 

healthy controls, with relevant effect sizes can be found in Table 4, and further details (i.e. key 

statistical data, sample sizes, and the instruments used to measure parenting constructs) are 

presented in Appendix D. 

 

Marital relationship 

Three manuscripts reported data provided by the same group of mothers who had 

experienced an eating disorder during the postnatal year (Stein et al., 2001, 1994, 2006a). Despite 

a tendency for these mothers to report both receiving and giving more criticism within the 

marital relationship when children were 12–14 months old (Stein et al., 1994), they did not differ 

significantly to healthy controls (Stein et al., 1994), nor to mothers with postnatal depression when 

criticism received from their spouse, specifically, was assessed (Stein et al., 2001). Similarly, 
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perceived criticism (both received from and directed toward their spouse) was comparable for 

mothers with eating disorders and healthy controls when children were ten years old (Stein et al., 

2006a). Barbin et al. (2002) found that while mothers with a lifetime or current eating disorder did 

not differ to mothers with depression or healthy controls in the degree of overt marital conflict 

reported when children were between four and twelve years old, mothers with depression 

reported greater overt marital conflict than control mothers. 

Social support 

Barbin et al. (2002) investigated perceived social support, finding that whilst mothers with 

eating disorders and healthy controls perceived similar levels of social support, mothers with 

depression reported significantly less. 

 

Summary 

Few studies have examined the environment in which parents with an eating disorder 

parent. Those that have been conducted suggest that mothers with eating disorders experience similar 

levels of criticism in their marital relationship as controls, and a single study indicates similar levels 

of overt marital conflict and of social support. 

 

Table 4 

Parenting environment summary table 

 
First author (Year) 

 

Parenting construct Summary of findings for 

parents with ED compared to 

HC parents 

Effect size (d)a 

Marital relationship 

Barbin (2002) Overt marital conflict No significant difference. -0.64b 
Stein (1994) Marital criticism (toward and 

from partner) 
No significant difference. Criticism toward partner: 0.40b 

Criticism from partner: 0.19b 
Stein (2001) Marital criticism (from partner) No significant difference. 0.09b 
Stein (2006) Marital criticism (toward and 

from partner) 
No significant difference. Not calculated (data not 

reported). 
Social support 

Barbin (2002) Availability of social support No significant difference. 0.72b 
Note. ED = eating disorder; HC = healthy control. 

Summaries represent findings after adjustments for relevant confounds reported by authors where applicable. 

aEffect sizes refer to overall ED group compared to HC group unless otherwise specified; bCohen’s d calculated from M and SD using 

https://campbellcollaboration.org/escalc.  

 

 

Discussion 

This systematic review synthesised studies examining the parenting attitudes, behaviours, and 

parent-child interactions of parents with and without probable eating disorders, with a view to 

determining if and how parenting differs, and whether these disparities are associated with differential 

outcomes for children. Grouping studies by broad parenting constructs, we found that manuscripts 
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varied considerably in quality, and that the bulk of the literature had examined parenting in relation 

only to feeding and mealtimes. Several manuscripts had examined more general aspects of parenting, 

such as parenting stress, however these constructs tended not to be the primary focus of studies. A 

handful of studies considered the broader parenting environment in which parents with and without 

eating disorders parented. Finally, studies varied in terms of the extent to which they explored the 

effects of parenting on children’s outcomes. 

Overall,   we   found   significant   differences   between   parents   with eating disorders 

compared to controls in several general parenting domains, as well as domains specifically associated 

with core eating disorder psychopathology. Whilst the findings of our review suggest that parents 

with and without eating disorders are comparable in terms of reported marital criticism, overt 

marital conflict and their perceived availability of social support, there is some evidence to suggest 

that parents with eating disorders, on average, differ to controls on a number of general parenting 

constructs. 

In studies that examined general parenting, mothers with eating disorders appear to 

experience greater levels of parenting stress (Barbin et al., 2002; de Barse et al., 2015; Hoffman et 

al., 2013), and in non- feeding parent-child interactions with their children they may, on average, be 

more intrusive (Sadeh-Sharvit et al., 2016; Stein et al., 1994), less sensitive (Cimino et al., 2019; 

Sadeh-Sharvit et al., 2016), and provide less structure or facilitation (Sadeh-Sharvit et al., 2016; 

Stein et al., 1994). In relation to children’s outcomes subsequent to these experiences, de Barse et al. 

(2015) reported that the high levels of parenting stress observed in mothers with eating disorders had 

little influence on an association between being a child of a mother with an eating disorder and 

increased emotional overeating at four years of age. Whilst intrusiveness, sensitivity and 

structuring/facilitation were not examined individually in relation to child outcomes, in the study 

reported by Sadeh-Sharvit et al. (2016), these constructs were considered under the umbrella of 

emotional availability. Mothers with eating disorders were overall less emotionally available than 

healthy controls during play interactions with their young children, and this decreased emotional 

availability was associated with the greater number of emotional and behavioural difficulties 

reported for these children (Sadeh-Sharvit et al., 2016). 

Although broad parenting constructs such as parenting stress and emotional availability 

may be associated with eating disorder psychopathology, it is important to note that higher 

levels of parenting stress (Riva Crugnola et al., 2016) and lower levels of emotional availability 

(Biringen, Derscheid, Vliegen, Closson, & Easterbrooks, 2014) have also been observed in parents 

experiencing other mental health difficulties. Increased parenting stress, intrusiveness, and reduced 

sensitivity, structuring and facilitation could potentially represent common factors associated with 

parental mental ill-health, which in turn may influence the development of a broad range of 
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adverse outcomes in offspring (see Hosman et al., 2009) for a discussion of broad-spectrum and 

disorder- specific transmission). Alternatively, these findings could reflect the high levels of 

comorbidity observed for these parents in many of the studies reviewed, including those relating 

to parenting stress, intrusiveness, sensitivity, and structuring/facilitation. In the study reported by 

Barbin et al. (2002), mothers with eating disorders reported significantly greater depression than 

control mothers, and comparable levels of parenting stress to mothers with depression. Hoffman et 

al. (2013) noted that mothers with eating disorders reported greater anxiety than control mothers, 

and de Barse et al. (2015) found that mothers with eating disorders reported more psychiatric 

symptoms than controls. Similarly, both Sadeh-Sharvit et al. (2016) and Stein et al. (1994) 

reported that the mothers with eating disorders in their studies experienced significantly more co-

occurring psychological symptoms than their respective control groups. In the study exploring 

emotional dialogues reported by Cimino et al. (2019), although mothers with AN and 

comparison mothers with depression or anxiety were required to have no comorbid diagnoses, 

levels of co-occurring symptoms were not reported across groups. Further studies will be necessary to 

tease apart whether the observed increased parenting stress, intrusiveness, and reduced sensitivity 

and structuring/ facilitation in parents with eating disorders is independently associated with eating 

disorder psychopathology, related to comorbidity, or a factor of more general maternal 

psychological distress. 

Nevertheless, both high levels of parenting stress (see Barroso, Mendez, Graziano, & Bagner, 

2018) and reduced emotional availability in the mother-child relationship more broadly (Biringen et 

al., 2014) predict children’s internalising and externalising difficulties. With moderate to large effect 

sizes observed in studies comparing these aspects of parenting in parents with eating disorders to 

parents without eating disorders, these may be important targets for preventative parenting 

interventions. Encouragingly, both parenting stress (e.g. Bloomfield & Kendall, 2012) and 

emotional availability (see Biringen et al., 2014) appear to be malleable constructs. 

Our review also identifies evidence to suggest that parents with eating disorders may 

differ from control parents in areas of parenting related to constructs and contexts typically 

associated with eating disorder psychopathology. Specifically, these parents appear, on average, 

to experience greater concern about their children’s weight than do healthy controls (Agras et  

al., 1999; Lydecker & Grilo, 2017; Martini et al., 2019; Wentz et al., 2009), and there is some 

evidence of differences by offspring gender and according to whether or not parental eating 

disorders are active. In addition, there is also evidence to suggest that parental eating disorders are 

associated with difficulties within parent-child feeding interactions (Cimino et al., 2018, 2016) 

and increased mealtime conflict (Stein et al., 1994, 1999, 2006a). 

In the study reported by Cimino et al. (2016), parental BED was directly associated with 

maladaptive feeding interactions with young children, and these interactions mediated the influence 
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of parental BED on the significantly greater internalising and externalising symptoms reported for 

these children compared to the children of controls. In a later study, Cimino et al. (2018) reported that 

children who had two parents with BED had the greatest anxiety, autism spectrum, and oppositional 

defiant difficulties compared to children of one parent with BED, and to children of healthy control 

parents. Whilst diagnoses in both parents directly influenced children’s affective difficulties, maternal 

BED influenced affective and autism spectrum difficulties, while paternal BED influenced children’s 

oppositional defiant problems, but only via the quality of father-infant feeding interactions (Cimino et 

al., 2018). The authors proposed that fathers with BED may be prone to transmitting difficulties in 

coping with feeding interactions in the form of anger or aggressiveness, potentially leading to the 

development of oppositional behaviours in children, while mothers with BED may be more likely to 

express behaviours that could lead to the development of anxiety and affective difficulties. These 

interesting findings highlight the importance of including fathers with eating disorders in research; 

this has happened rarely to date. 

Although the maladaptive feeding interactions described by Cimino et al. (2018, 2016) 

were considered as a whole for the purposes of this review, interactive conflict contributed to these 

interactions, complementing the findings of Stein et al. (1994, 1999, 2006a) who reported greater 

mealtime conflict in parent-child dyads in which mothers had experienced   postnatal   eating   

disorders.   When    children    were 12–14 months old, mealtime conflict and maternal body shape 

concerns were both inversely associated with infant weight, with the children of mothers with eating 

disorders tending to be lighter than children of controls (Stein et al., 1994). In addition, the level of 

mealtime conflict when children were five years of age, along with the number of years their mother 

had experienced an eating disorder since the child was one, predicted the extent of children’s eating 

disorder psychopathology at age ten (Stein et al., 2006a). Stein et al. (1994) suggest that the inverse 

association between mealtime conflict and infant weight could reflect the possibility that less food 

may be consumed by infants in the midst of mealtime conflict, and maternal awareness of the child’s 

reduced consumption could in turn lead to further conflict. Maternal eating disorder symptomatology 

may impair mothers’ abilities to respond sensitively to their child in the mealtime context, and 

potentially these children may come to find mealtimes adverse experiences through their association 

with conflict (Stein et al., 1999). 

Although the three manuscripts reported by Stein et al. (1994, 1999, 2006a) pertain to the 

same maternal eating disorder sample when children were one, five and ten years old, these findings 

- alongside those reported by Cimino et al. (2018, 2016) - suggest problematic feeding and mealtime 

interactions may be a disorder-specific parenting mechanism through which children of parents with 

eating disorders could develop difficulties of their own. In the studies of parental BED reported by 

Cimino et al. (2018, 2016), these difficulties appear to be broad- spectrum when children are 36 

months of age, appearing in a range of domains, rather than just feeding. While Stein et al. (2006a) 
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found that conflictual mealtimes were related to children’s disordered eating at age ten, further 

studies will be necessary to determine whether the difficult feeding interactions described by Cimino 

et al. (2018, 2016) lead to disordered eating in children at a young age or the development of eating 

disorders when children reach adolescence. Taking into account the large effect sizes associated 

with these findings, there is also a need to examine whether these generalise to parents with other 

eating disorder diagnoses, and indeed to confirm whether such difficulties within feeding 

interactions are specific to families with parents with eating disorders or related to parental 

psychopathology more broadly. 

Whilst the impact of increased parental concern about offspring weight on children’s 

outcomes has not been directly explored within the studies reviewed herein, it is possible that some 

parents with eating disorders who experience such heightened concern may inadvertently 

communicate this to, or around, their children. Martini et al. (2019) highlight the need for future 

research to investigate whether parental weight concern influences feeding practices and predicts 

the development of eating disorders in children, and the effect sizes for some of the studies 

identified in this review lend support to this need. Longitudinal studies will also enable exploration 

of if and how this concern changes as children grow and develop, and for female compared to male 

offspring. 

In addition to those described above, there are a considerable number of other findings 

which have been reported in single studies and thus require replication, or that are associated with 

differential results across studies. Possible explanations for the high number of mixed findings 

identified in this review, across both general and feeding-related parenting constructs, are 

tentatively proposed below. 

First, there was considerable heterogeneity across studies in terms of the eating disorder 

subtypes represented in samples. Where samples comprised parents with different eating disorder 

diagnoses, separate analyses by subtype were not always conducted, possibly as a result of small 

sample sizes. However, it may be that - as many of the studies reviewed herein suggest - parenting 

behaviours, attitudes, and parent- child interactions differ according to eating disorder diagnostic 

subtype. A lack of exploration of these differences within some studies may therefore contribute to 

the mixed findings of this review. 

Relatedly, there was considerable variation across studies in terms of whether parental eating 

disorder samples comprised parents with historic or active eating disorders, and whilst some 

measured current eating disorder symptomatology psychometrically in addition to diagnostic status, 

others did not. Chronicity may increase transmission risk from parents to children (Hosman et al., 

2009), but the duration of eating disorder psychopathology was rarely reported, and few studies 

provided analyses by lifetime compared to current eating disorder status. If a substantial proportion 

of parents with lifetime eating disorders were experiencing a remission of symptoms, this could have 
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impacted results when current and lifetime eating disorder samples were combined. This was a 

limitation noted by many authors, and may be particularly influential when the parenting constructs 

under assessment are in eating disorder-specific domains. 

Whilst not discussed in detail within this review, studies also varied in terms of whether 

they measured parents’ comorbid symptoms in addition to their eating disorder diagnosis, and rarely 

was comorbidity considered as a confounding variable in analyses. As previously mentioned, there is 

a need to tease apart the ways in which parenting differences between parents with eating disorders 

and healthy controls may result from comorbid psychopathology as opposed to the influence of 

eating disorder symptomatology specifically. 

Factors associated with the characteristics of children may also be contributing to the pattern 

of findings reported here. Studies varied considerably in terms of the offspring age (i.e. birth to twelve 

years) at which parenting constructs were measured. Whereas some aspects of parenting may present 

particular challenges for parents with eating disorders when children are young, they may be less 

influential when children are older, and vice versa. The findings reported by Stein et al. (1994, 1999, 

2006a), for instance, suggest that mealtime conflict for the same group of mothers with eating disorders 

was high when children were one and five years old, but this was no longer the case when children were 

ten years of age, and the effect sizes associated with these studies also appear to reduce over time. 

Relatedly, there were no studies meeting the inclusion criteria for our review which examined 

parenting in parents with eating disorders at the age at which children enter adolescence. Although 

the early years may be particularly important for the transmission of psychiatric risk (Hosman et al., 

2009), this gap is surprising, given that later childhood and adolescence is a period of considerable 

vulnerability for the development of mental health difficulties (Kessler et al., 2007), particularly 

eating disorders (Currin, Schmidt, Treasure, & Jick, 2005). In addition to offspring age, it is also 

important to note that where studies reported findings by offspring gender, differences were often 

observed (e.g. increased parental concern about female children being overweight, but male children 

being underweight), highlighting the importance of future research taking into consideration 

potential interactions between parenting and offspring gender. 

Finally, there was heterogeneity across studies in terms of how parenting constructs were 

labelled, defined and measured, and the need to group and categorise such variable constructs for the 

purposes of synthesis reflects a potential limitation of this review. For example, whilst intrusiveness 

was measured as a unique construct in the study reported by Stein et al. (1994), it was considered by 

Sadeh-Sharvit et al. (2016) in terms of non-intrusiveness and as an indicator of emotional availability. 

A further limitation of the present review is that this heterogeneity, along with that observed in 

relation to the characteristics of participants, unfortunately precluded meta-analyses. On the other 

hand, almost all of the included studies were conducted in Westernised countries, and where 

participant demographic information was reported within manuscripts, participants were 
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predominantly Caucasian. As some eating disorder presentations may differ according to ethnicity 

(Franko, 2007), further research is needed to establish whether the findings of our review are 

generalisable to more diverse groups. It is also important to note that as the focus of our review was 

on parental attitudes, behaviours and interactions, we did not explore in any detail the important 

contribution of children to such interactions. It is clear that characteristics of the child affect parental 

mental health and parenting (Reupert, Maybery, & Nicholson, 2015), and it is necessary to bear 

this in mind when interpreting the findings of our review. 

Clinical implications 

In recent years, innovative preventative interventions which target modifiable parenting factors 

considered influential in the intergenerational transmission of mental health difficulties have been 

described and evaluated, with promising results for children living in families where a parent has an 

anxiety disorder (e.g. Cartwright-Hatton et al., 2018; Ginsburg, Drake, Tein, Teetsel, & Riddle, 2015), 

or depression (e.g. Beardslee, Wright, Gladstone, & Forbes, 2007). We believe that our review could 

provide a starting point for the development of similar interventions, adapted to the specific needs of 

parents with eating disorders and their children. 

Whilst further research will be needed to ensure future interventions meet the full range of 

needs for and reported by this group, our findings indicate that both general (e.g. parenting stress, 

difficulties within parent- child interactions) and disorder-specific (e.g. increased concern about 

children’s weight, difficulties specifically around feeding and mealtimes) factors will be important 

targets for parenting interventions of this kind. Future interventions may, for example, include 

approaches to help parents with eating disorders manage concerns about their children’s weight, and 

practical strategies for coping with feeding and mealtimes. In relation to the broader treatment 

context, we also suggest that practitioners working with adults with eating disorders consider the 

parental status of clients where possible, and take into account the particular challenges that some 

parents with eating disorders may be facing in the parenting role. 

Conclusions 

In this first synthesis of controlled studies of parenting in parents with probable eating disorders, 

we found that eating disorders appear to both indirectly disrupt general parenting functioning and 

specifically influence parenting attitudes, behaviours and parent-child interactions in areas typically 

associated with core eating disorder psychopathology. These findings are in line with models of 

intergenerational transmission which highlight factors associated with a parent’s specific mental health 

difficulty, parenting factors more broadly, and the qualities of parent-child interactions (e.g. Hosman et 

al., 2009). They also emphasise the need for future models of the intergenerational transmission of eating 

disorders to consider the important role of environmental factors, such as parenting, in addition to genetic 

risk, and indicate that both general and disorder-specific aspects of parenting will be important targets for 

preventative interventions. 
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Focused, in-depth studies of parenting in both feeding and non-feeding contexts for this group 

are now needed. These should also consider children’s outcomes and interactions between parenting 

constructs and offspring gender and age. We propose that such studies should, where possible, provide 

analyses of parenting constructs by eating disorder subtypes and the historic or active status of diagnoses; 

consider the influence of comorbidity on parenting constructs; and actively encourage the participation 

of fathers with eating disorders. Future research should also explore whether specific symptom domains 

associated with eating disorders (e.g. cognitive biases, perfectionism) have distinct impacts on parenting 

and children’s outcomes. As well as having potential implications for the foci of preventative 

interventions for parents with eating disorders and their families, these findings could also be used to 

explore how different symptom dimensions might impact parenting in other diagnostic categories. By 

further understanding the impacts of parenting practices on the intergenerational transmission of eating 

disorders, we can continue to identify areas for intervention with a view to providing effective, 

evidence-based support to parents with eating disorders and their children. 
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Appendix A 

Characteristics of included studies 
 

  
 

Eating Disorder Parent Sample Control Parent Sample(s) 
  

 
 

Offspring 

sample 

characteristics 

 
 

Key findings 
First 

author 

(Year) 

Country N 
Sample 

breakdown 
Sex 

Age in years 
M (SD) 

 

Ethnicity/Race 
ED 

assessments 
N 

Sample 
breakdown 

Sex 

Age in 

years M 

(SD) 

 

Ethnicity/Race 

 

Agras 

(1999) 

 

USA 

 

41 

 

Lifetime ED (12 

BN; 5 partial 

BN; 13 BED; 9 
partial BED; 1 

AN, 1 partial 
AN) including 

21 with a current 

ED.  

 

F 

 

M = 32.1 

(4.4) 

 

 

Caucasian: 

87.8%; Asian: 

2.4%; 
Hispanic: 

7.3%; Other: 
2.4% 

 

Clinical 

interview 

according to 
DSM-III-R 

criteria; 
EDI (body 

dissatisfaction, 

bulimia, drive 
for thinness 

subscales); 

TEFQ; 
Questionnaire 

exploring 

binge eating, 

purging, and 

weight loss 

attempts (see 
Agras et al., 

1999). 

 

 

153  

 

 

HC 

 

F 

 

M = 32.9 

(3.8) 

 

Caucasian: 

88.8%; Asian: 

6.9%; 
Hispanic: 

2.5%; Other: 
2.6% 

 

42 offspring 

of ED parents 

(33.33% F); 
153 offspring 

of HC parents 
(49.67% F). 

 

Data 

collected: 

2 weeks, 4 

weeks, 
monthly from 

birth until 

weaned, 6-

monthly until 

5 years, 3.5 

years, 
annually from 

2 years to 5 

years, and at 5 
years. 

 

 

Female offspring of 

mothers with ED 

sucked significantly 
faster from the 

bottle/breast and were 
weaned later than 

those of HC mothers. 

Mothers with ED fed 
their offspring on a 

less regular schedule, 

and were more likely 
to use food for non-

nutritive purposes. 

Mothers with ED 

reported greater 

concern about their 

female offspring’s 
weight. 

The children of 

mothers with ED 
exhibited greater 

negative affect at five 

years old. 
 

Barbin 

(2002) 

USA 22  

 

Lifetime or 

current ED: 10 
AN; 9 BN; 3 

EDNOS 

F Age not 

reported 

Not reported Reported 

diagnosis of 
AN, BN, or 

EDNOS; EAT-

261  

43  

 

20 DEP; 23 

HC 

F Age not 

reported 

Not reported 22 offspring 

of ED parents 
(% F not 

reported); 20 

offspring of 
DEP parents 

(% F not 

reported); 23 
offspring of 

HC parents 

(% F not 
reported). 

 

Data 

collected: 

4-12 years. 

 

Mothers with ED 

reported significant 
pregnancy and birth 

complications, 

depression, and 
parenting stress. 

Offspring of mothers 

with depression had 
more psychological 

difficulties than 

offspring of mothers 
with ED and HC 

mothers.  
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Barona 

(2016) 

Denmark 2197 Lifetime ED: 

906 AN; 931 
BN; 360 

AN+BN 

F AN: M = 

29.14 (4.81); 
BN: M = 

28.56 (4.30); 

AN+BN: M = 
28.66 (4.84) 

Not reported Participants 

asked whether 
they had ever 

suffered from 

AN or BN at 
12 weeks 

gestation. 

46,206  

 

HC F M = 29.40 

(4.16) 

Not reported 931 offspring 

of BN parents 
(49.46% F); 

906 offspring 

of AN parents 
(49.28% F); 

360 offspring 

of AN+BN 
parents 

(46.63% F); 
46,206 

offspring of 

HC parents 
(49.61% F). 

 

Data 

collected: 

1.5 years and 

7 years. 

Female offspring of 

mothers with AN and 
female offspring of 

mothers with BN had 

greater odds of 
emotional difficulties 

compared to offspring 

of HC mothers. Male 
offspring of mothers 

with AN had greater 
odds of emotional and 

conduct difficulties 

compared to offspring 
of HC mothers, while 

male offspring of 

mothers with lifetime 
BN had greater odds 

of peer, conduct, and 

hyperactivity 
difficulties. Male 

offspring of mothers 

with AN+BN were 
more likely to have 

emotional and peer 

difficulties compared 

to offspring of HC 

mothers. 

 
Cimino 

(2016) 

Italy 306 BED (no Axis I 

comorbidity): 

102 P+M BED; 
104 M-BED; 

100 P-BED 

M, F P+M BED: 

Maternal M = 

33.04 (3.77); 
Paternal M = 

35.31 (5.07) 

M-BED: 
Maternal M = 

32.33 (2.98); 

Paternal M = 
36.00 (4.36) 

P-BED: 

Maternal M = 
32.16 (3.05); 

Paternal M = 

35.60 (4.81). 

Not reported Diagnosis by 

psychiatrists 

according to 
DSM-V 

criteria. 

102  HC M, F Maternal M 

= 32.47 

(2.75); 
Paternal M 

= 35.45 

(4.75). 

Not reported 51 offspring 

of P+M BED 

parents 
(47.1% F), M 

= 19.59 (2.40) 

months; 52 
offspring of 

M-BED 

parents 
(51.9% F), M 

= 19.23 (2.30) 

months; 50 
offspring of P-

BED parents 

(48% F), M = 
19.26 (2.28) 

months; 51 

offspring of 
HC parents 

(52.9% F), M 

= 20.02 (2.86) 
months. 

 

Parent-child dyads in 

which one or both 

parents had BED 
exhibited poorer 

feeding interactions 

and were associated 
with greater offspring 

emotional-behavioural 

difficulties compared 
to dyads where neither 

parent had BED. 

Parental BED directly 
influenced mother–

child and father–child 

feeding interactions at 
1.5 and 3 years and 

these interactions 

mediated the impact of 
parental BED on 

offspring’s emotional-

behavioural 
difficulties. 
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Data 

collected: 

1.5 years, and 

3 years. 

 

Cimino 

(2018) 

Italy 150 BED: 50 P+M 

BED; 50 M-
BED; 50 P-BED 

M, F P+M BED: 

Maternal M = 
33.04 (2.87); 

Paternal M = 

31.41 (2.37) 
M-BED: 

Maternal M = 

33.13 (2.32); 
Paternal M = 

35.10 (3.31) 

P-BED: 
Maternal M = 

31.86 (2.89); 

Paternal M = 
33.37 (3.52). 

Not reported SCID (DSM-

V). 

50  

 

HC M, F Maternal M 

= 31.27 
(1.76); 

Paternal M 

= 32.45 
(2.65). 

Not reported 50 offspring 

of P+M BED 
parents (46% 

F), M = 18.99 

(2.43) months; 
50 offspring 

of M-BED 

parents (50% 
F), M = 19.63 

(1.40) months; 

50 offspring 
of P-BED 

parents (47% 

F), M = 18.96 
(2.38) months; 

50 offspring 

of HC parents 
(52% F), M = 

20.32 (2.16) 

months. 
 

Data 

collected: 

1.5 years and 

at 3 years. 

 

Offspring in families 

where both parents 
had BED exhibited the 

greatest affective, 

anxiety, autism 
spectrum, and 

oppositional/defiant 

difficulties. BED in 
both parents 

influenced offspring’s 

affective difficulties. 
Maternal BED 

influenced offspring’s 

affective and autism 
spectrum difficulties 

and influenced 

affective and anxiety 
difficulties through 

mother–child feeding 

interactions. Paternal 
BED influenced 

oppositional/defiant 

difficulties via father–
child feeding 

interactions. 

Cimino 

(2019) 

Italy 20  

 

AN (no 

comorbidity) 

F M = 40.6 

(2.3) 

Caucasian: 

100% 

SCID-5 

(DSM-V). 

87  

 

 

23 GAD (no 

comorbidity); 

23 DEP (no 
comorbidity); 

21 HC  

 

F GAD: M = 

41.7 (2.24); 

DEP: M = 
40.2 (2.31); 

HC: M = 

39.6 (2.93). 

Caucasian: 

100% 

20 offspring 

of AN parents 

(45% F), M = 
8.9 (0.68); 23 

offspring of 

GAD parents 
(43% F), M = 

8.6 (0.66); 23 

offspring of 
DEP parents 

In emotional 

conversations between 

parents and offspring, 
maternal AN and 

maternal depression 

were associated with 
non-matched emotion 

dialogues. Offspring 

of mothers with AN, 
depression or anxiety 
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(56.5% F), M 

= 8.8 (0.5); 21 
offspring of 

HC parents 

(52.4% F), M 
= 8.9 (0.74). 

 

Data 

collected: 

8-9 years. 
 

demonstrated less 

cooperation and 
coherence during 

dialogues compared to 

offspring of HC 
mothers. 

Claydon 

(2016) 

USA 14 Clinically 

significant ED 
symptomatology 

F ED and HC 

groups 
combined: 25 

(43.9%) aged 

26-34; 32 
(56.1%) aged 

35+ years. 

ED and HC 

groups 
combined: 

White: 73.7%; 

Black: 8.8%; 
Hispanic: 

10.6%; Other: 

7.0% 

EDE-Q 45  HC F ED and HC 

groups 
combined: 

25 (43.9%) 

aged 26-
34; 32 

(56.1%) 

aged 35+ 
years. 

ED and HC 

groups 
combined: 

White: 73.7%; 

Black: 8.8%; 
Hispanic: 

10.6%; Other: 

7.0% 

Data 

collected: 

4-8 years. 

Although mothers 

with ED and HC 
mothers did not differ 

significantly in 

relation to parental 
reflective functioning, 

maternal weight and 

shape concern 
predicted better 

parental reflective 

functioning. 
 

de Barse 

(2015) 

Netherlands 415  

 

Lifetime ED: 

121 AN; 189 

BN; 105 

AN+BN 

 

F M = 30.8 

(4.8) 

National 

origin: Dutch: 

63.5%; other 

European: 

11.1%; Non-
Western: 

25.4% 

Participants 

presented with 

vignette based 

on AN and BN 

diagnostic 
criteria and 

asked if they 

had ever 
suffered from 

either disorder. 

4,436 

 

HC F M = 30.8 

(4.8) 

National 

origin: Dutch: 

60.9%; other 

European: 

8.3%; Non-
Western: 

30.8% 

415 offspring 

of ED parents 

(48.2% F); 

4,436 

offspring of 
HC parents 

(50.8% F). 

 
Data 

collected: 

1.5 years, 4 
years, 6 years 

 

Mothers with lifetime 

AN used less 

pressurising feeding 

approaches with their 

offspring. Offspring of 
mothers with AN 

exhibited greater 

levels of emotional 
overeating at 4 years. 

Duke 
(2004) 

USA 23  
 

Lifetime ED 
 

M, F ED and HC 
groups 

combined: 

Maternal M = 
32.9 (3.9); 

Paternal M = 

35.0 (4.6). 

ED and HC 
groups 

combined: 

Maternal – 
Caucasian: 

90%; Black: 

1%; Asian: 
6%; Hispanic: 

3%; American 

Indian: 1%. 
Paternal – 

Caucasian: 

87%; Black: 
2%; Asian: 

Clinical 
interview in 

which 

diagnoses were 
made based on 

DSM criteria; 

EDI (body 
dissatisfaction, 

bulimia, drive 

for thinness 
subscales); 

TEFQ; 

Questionnaire 
exploring 

binge eating, 

112  HC M, F ED and HC 
groups 

combined: 

Maternal M 
= 32.9 

(3.9); 

Paternal M 
= 35.0 

(4.6). 

ED and HC 
groups 

combined: 

Maternal – 
Caucasian: 

90%; Black: 

1%; Asian: 
6%; Hispanic: 

3%; American 

Indian: 1%. 
Paternal – 

Caucasian: 

87%; Black: 
2%; Asian: 

ED and HC 
offspring 

combined: 

46.7% F. 
 

Data 

collected: 

Birth, 4 years, 

and 7 years. 

 

Parents’ body 
dissatisfaction 

predicted pressure to 

eat for male and 
female offspring. 

Minority status, being 

a parent born outside 
of the USA, and early 

maternal return to 

work predicted 
pressure to eat in 

relation to male 

offspring, while a 
pushy feeding style 

predicted pressure to 
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9%; Hispanic: 

2%. 

purging and 

weight loss 
attempts (see 

Duke et al., 

2004). 

9%; Hispanic: 

2%. 

eat for female 

offspring. ED history, 
parental hunger, and 

being a parent not 

born in the USA 
predicted food 

restriction in relation 

to female offspring, 
while there were no 

predictors of food 
restriction for male 

offspring. 

 
Easter 

(2013) 

UK  386 Lifetime ED: 

140 AN; 175 

BN; 71 AN+BN  

F AN: M at 

delivery = 

29.7 (5.2) 
BN: M at 

delivery = 

28.3 (4.6) 
AN+BN: M 

at delivery = 

29.6 (4.6). 
 

 

White - AN: 

97.5%; BN: 

98.6%; 
AN+BN: 

99.8% 

Participants 

asked whether 

they had ever 
suffered from 

AN or BN at 

12 weeks 
gestation. 

9,037  

 

HC F M at 

delivery = 

28.8 (4.8). 

White: 98.3% 140 offspring 

of AN parents 

(47.2% F); 
175 offspring 

of BN parents 

(51.8% F); 71 
offspring of 

AN+BN 

parents 
(49.4% F); 

offspring of 

HC parents 

(48.8% F). 

 

Data 

collected: 

3 years, 4 

years, 7 years, 
and 9 years. 

 

Offspring of mothers 

with lifetime AN or 

BN had higher “health 
conscious/vegetarian” 

dietary pattern scores 

ompared with 
offspring of HC 

mothers, and were less 

likely to follow a 
“traditional” dietary 

pattern. Offspring of 

mothers with AN had 

a higher energy intake, 

and offspring of 

mothers with BN had 
a higher energy and 

carbohydrate intake 

and lower intake of fat 
compared to the 

offspring of HC 

mothers. 
 

Evans 

(1995) 

South 

Africa 

10  

 

Lifetime or 

current ED: 
6 lifetime AN or 

BN; 1 current 

AN; 3 current 
BN 

 

F M = 36 

(7.02). 

Not reported Participants 

with current or 
previous 

diagnosis 

recruited from 
ED outpatient 

clinic and 

support group; 
EAT; BSQ. 

10  

 

HC F M = 35.4 

(4.12) 

Not reported 10 offspring 

of ED parents, 
M = 8.98 (5.7) 

years; 10 

offspring of 
HC parents, M 

= 7.8 (5.08) 

years. 
 

 

Mothers with ED, HC 

mothers, and their 
offspring reported 

similar levels of body 

satisfaction and 
perceived body shape 

with similar accuracy. 

Mothers with ED 
tended to schedule-

feed their offspring 

compared to HC 
mothers. At least 50% 

of the offspring of 

mothers with ED were 
reported to have 

emotional difficulties. 
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Hoffman 

(2013) 

USA 25  

 

Lifetime ED 

(AN, BN, 

combined ED) 

F M = 32.72 

(4.61) 

White: 96%; 

Other: 4% 

SCID-I/P 

(DSM-IV); 

EDE-Q. 
 

25  

 

HC F M = 29.68 

(1.99) 

White: 96%; 

Other: 4% 

25 offspring 

of ED parents 

(48% F), M = 
18.92 (9.76) 

months; 25 

offspring of 
HC parents 

(48% F), M = 

19.56 (9.35) 
months. 

 

Data 

collected: 

6 months-3 

years. 
 

Mothers with ED 

histories did not differ 

to HC mothers in 
terms of behavioural 

responsiveness during 

feeding or play with 
their offspring, but 

mothers with ED 

histories exhibited a 
blunted physiologic 

stress response during 

interactions, and 
reported greater 

parenting stress and 

anxiety. 
 

Hoffman 

(2014) 

USA 25  

 

Lifetime ED 

(AN, BN, 
combined ED). 

F M = 32.72 

(4.61) 

White: 96%; 

Other: 4% 

SCID-I/P 

(DSM-IV); 
EDE-Q. 

 

25  

 

HC F M = 29.68 

(1.99) 

White: 96%; 

Other: 4% 

25 offspring 

of ED parents 
(48% F), M = 

18.92 months 

(9.76); 25 
offspring of 

HC parents 

(48% F), M = 

19.56 months 

(9.35). 
 

Data 

collected: 

6 months-3 

years. 

Mothers with ED 

histories reported less 
restrictive feeding than 

HC mothers. Mothers 

with ED and HC 
mothers did not differ 

in relation to the 

percentage who 

breastfed, 

breastfeeding duration, 
age at which solids 

were introduced, or 

the daily number of 
meals, snacks or 

frequency of 

consumption of fruits, 
vegetables or protein 

foods eaten by their 

offspring. Mothers 
with ED were more 

likely to report using a 

special feeding 
approach. 

 

Koubaa 
(2008) 

Sweden 44  
 

Pre-pregnancy 
ED: 9 AN-r; 15 

AN-b; 20 BN 

 

F M = 29.3 
(4.6) 

Not reported Interviewed 
using DSM-IV 

criteria, later 

confirmed with 
medical 

records. 

67  
 

HC F M = 30.0 
(3.7) 

Not reported Data 

collected: 

3 months. 

92% of mothers with 
ED reported 

difficulties in relation 

to maternal adjustment 
compared to 13% of 

HC mothers. 50% of 

mothers with ED 
reported contact with 

health services since 

the birth of their child 
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due to non-ED mental 

health difficulties. 
Contact with health 

services for mental 

health difficulties was 
associated with less 

favourable maternal 

adjustment. 
 

Lydecker 
(2017) 

Sweden 63  
 

BED  M, F M = 34.87 
(6.81) 

White: 88.9%; 
Black: 1.6%; 

Hispanic: 

3.2%; Asian: 
1.6% 

Diagnostic 
algorithms 

using EDE-Q - 

brief version 
and QWEP-R. 

268  
 

85 OB; 183 
HW  

  

M, F OB 
(64.71% 

F): M = 

37.71 
(8.18); HW 

(65.57% 

F): M = 
35.27 

(7.88) 

OB: White: 
76.5%; Black: 

7.1%; 

Hispanic: 
8.2%; Asian: 

1.2% 

HW: White: 
78.1%; Black: 

6.0%; 

Hispanic: 
3.8%; Asian: 

7.1% 

62 offspring 
of BED 

parents 

(46.8% F), M 
= 9.88 (2.96); 

85 offspring 

of OB parents 
(45.9% F), M 

= 10.90 

(2.86); 179 
offspring of 

HW parents 

(56.4% F), M 
= 10.18 

(3.03). 

 

Data 

collected: 

10 years. 

Parents with BED 
were more likely to 

report offspring binge-

eating than OB and 
HW parents, and more 

likely to report 

offspring overeating 
than HW parents. 

Parents with BED 

reported greater 
concern about their 

child’s weight than 

OB and HW parents 
and felt greater 

responsibility for child 

feeding than OB 

parents. Restrictive 

feeding was associated 

with offspring binge-
eating, overeating, and 

being overweight. 

Parental BED was 
associated with 

offspring binge-eating 

and overeating. 
 

Martini 

(2019) 

UK 53 P-ED: 15 AN; 

10 BN; 3 BED. 
C-ED: 13 AN; 9 

BN; 3 BED 

 

F C-ED: M = 

29.0 (5.4); P-
ED: M = 33.3 

(5.5). 

 

Caucasian – 

C-ED: 68%; 
P-ED: 85.7% 

SCID‐I (DSM‐ 

IV‐TR); EDE-
Q. 

46  

 

HC F M = 34.0 

(3.8) 

Caucasian: 

89.1% 

28 offspring 

of P-ED 
parents 

(46.4% F); 25 

offspring of 
C-ED parents 

(52% F); 46 

offspring of 
HC parents 

(58.7% F). 

 
Data 

collected: 

8 weeks, 6 
months, 1 

Compared to HC 

mothers, mothers with 
past and current ED 

reported greater 

concerns about their 
offspring being or 

becoming overweight, 

and mothers with past 
ED exhibited less 

awareness of hunger 

and satiety cues in 
their offspring. 
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year, and 2 

years.  
 

Micali 

(2009) 

UK 441 Lifetime ED: 

247 AN 
including 82 

AN+BN; 194 

BN 
 

 

F AN/AN+BN: 

M at delivery 
= 29.1 (5.0) 

BN: M at 

delivery = 
28.3 (4.6) 

 
 

Caucasian - 

AN: 97.0%; 
BN: 97.3% 

Questionnaire 

eliciting 
history of 

psychiatric 

problems 
including AN 

and BN (see 
Micali et al., 

2009). 

11,609  1148 OP (45 

drug 
addiction, 83 

alcoholism, 4 

schizophrenia, 
938 severe 

depression, 
231 other); 

10,461 HC. 

F OP: M at 

delivery = 
28.1 (5.5); 

HC: M = 

28.2 (4.8) 

Caucasian – 

OP: 98.0%; 
HC: 97.6% 

247 offspring 

of 
AN/AN+BN 

parents 

(48.2% F); 
194 offspring 

of BN parents 
(51% F); 1148 

offspring of 

OP parents 
(46.8% F); 

10,461 

offspring of 
general 

population 

reference 
group (48.8% 

F). 

 
Data 

collected: 

Birth to 1 

year, 

including at 6 

and 9 months. 
 

Mothers with ED were 

more likely to 
breastfeed. Offspring 

of mothers with AN 

were at greater risk for 
feeding difficulties 

compared to offspring 
of HC mothers. 

Offspring of mothers 

with BN were more 
likely to be 

overweight and 

demonstrate faster 
growth at nine months 

compared to offspring 

of HC mothers. 
Mothers with other 

psychiatric disorders 

reported more feeding 
difficulties in 

offspring than HC 

mothers. 

 

Nguyen 

(2017) 

Netherlands 591  

 

Lifetime ED F ED and HC 

groups 
combined: M 

= 30.3 (5.0) 

ED and HC 

groups 
combined: 

Dutch: 55.8% 

Participants 

presented with 
vignette based 

on AN and BN 

diagnostic 
criteria and 

asked if they 

had ever 
suffered from 

either disorder. 

5,605  HC F ED and HC 

groups 
combined: 

M = 30.3 

(5.0) 

ED and HC 

groups 
combined: 

Dutch: 55.8% 

591 offspring 

of ED parents; 
5.605 

offspring of 

HC parents. 
ED and HC 

offspring 

groups 
combined: 

50.5% F. 

 
Data 

collected: 

2 months, 6 
months, and 1 

year. 

 

Mothers with ED 

histories had higher 
diet quality in 

pregnancy than HC 

mothers. Mothers with 
ED were less likely to 

breastfeed, although 

after adjustment this 
finding was no longer 

statistically significant. 

At 1 year of age, 
offspring of mothers 

with a history of ED 

had higher diet quality 
than offspring of HC 

mothers. 

 
Park 

(2003) 

UK 33  

 

ED during 

postnatal year 

(AN, BN, 
EDNOS): 18 

ED; 16 

F M = 32 years, 

4 months 

(range = 26-
46) 

Not reported EDE 

Interview.  

24  

 

HC F M = 33 

(range = 

26-43) 

Not reported 33 offspring 

of ED parents 

(54.55% F); 
24 offspring 

In children’s 

representations of their 

mother and self in a 
pretend mealtime play 

activity, positive 
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subthreshold ED 

(see Stein et al., 
1994). 

 

of HC parents 

(75% F). 
 

Data 

collected: 

M = 5.1 (0.14) 

years. 

 

maternal 

representations were 
more frequent among 

offspring of mothers 

with ED, and were 
predicted by current 

maternal ED 

psychopathology. 
Perceived marital 

criticism reported by 
mothers was 

associated with 

negative maternal 
representations. 

 

Patel 
(2005) 

UK 6  
 

Current ED: BN 
or EDNOS-b 

F M = 33.8 
(range = 29-

42). 

White: 
66.66%; 

Asian: 33.33% 

EDE-Q – 
modified for 

the postnatal 

period; EDE 
Interview. 

15  9 at ED-risk; 
6 low ED-risk 

 

F At ED-risk: 
M = 33.6 

(range = 

28-43); 
Low ED-

risk: M = 

32.5 (range 
= 28–36). 

 

At ED-risk – 
White: 

88.88%; 

Mixed race: 
11.11%; Low 

ED-risk – 

White: 
83.33%; 

Black: 16.66% 

Offspring of 
ED parents 

(66.66% F), M 

= 16 (range = 
15-19) weeks; 

offspring of at 

ED-risk 
parents 

(55.55% F), M 

= 18 (range = 

12-28) weeks; 

offspring of 

low ED-risk 
parents (50% 

F), M = 20 

(range = 16-
24) weeks. 

 

Data 

collected: 

8-24 weeks. 

 

A qualitative study 
examining experiences 

of changes in eating, 

body shape and weight 
following pregnancy 

and birth in mothers 

with ED, mothers at 
risk of ED, and 

mothers at low ED-

risk. Thematic 

analyses identified 

five themes: 1. Loss of 

the pre-pregnancy self; 
2. Life transitions; 3. 

Feeding relationship 

with infant; 4. New 
relationship with 

family members; and 

5. Role within wider 
society. Mothers with 

ED tended to perceive 

the world as more 
negative and critical 

about them as 

mothers. Mothers at 
low ED-risk were 

better able to tolerate 

their infant’s 
dependency on their 

bodies, and were 

better able to reflect 
on the implications of 

their changes in shape. 

  
Perrin 

(2015) 

Norway 3,439 ED six months 

prior to 

F AN: M = 

27.0 (4.6); 

Not reported Diagnostic 

algorithms 

53,746  HC F M = 30.1 

(4.5)  

Not reported Data 

collected: 

After adjustment for 

relevant confounders, 
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pregnancy 

and/or during 
pregnancy: 45 

AN; 531 BN; 54 

EDNOS-p; 
2,809 BED.  

 

BN: M = 29.7 

(4.6); 
EDNOS-p: M 

= 28.8 (5.1); 

BED: M = 
30.2 (4.6). 

constructed 

from 
questionnaire 

items designed 

according to 
DSM-IV 

criteria. 

 6 months and 

1.5 years. 

offspring of mothers 

with ED had a lower 
weight-for-length 

growth rate in during 

their first year 
compared to offspring 

of HC mothers. 

Popovic 
(2018) 

Italy 100 
 

AN and/or BN: 
69 only before 

pregnancy; 31 
during 

pregnancy.  

F ED and HC 
groups 

combined: M 
= 33.7 (4.2) 

ED and HC 
groups 

combined: 
Nationality – 

Born in Italy: 

95.3%; Other: 
4.7% 

Participants 
responded to a 

checklist of 
doctor-

diagnosed 

conditions 
including AN 

and BN, 

during 
pregnancy. 

5,050  HC F ED and HC 
groups 

combined: 
M = 33.7 

(4.2) 

ED and HC 
groups 

combined: 
Nationality – 

Born in Italy: 

95.3%; Other: 
4.7% 

ED and HC 
offspring 

groups 
combined: 

48.9% F 

 
Data 

collected: 

6 months and 
1.5 years. 

ED during pregnancy 
was associated with 

risk factors for 
wheezing. Offspring 

of mothers with 

lifetime ED were at 
increased risk of 

developing wheezing, 

and this risk increased 
when the ED was 

active during 

pregnancy. Offspring 
of mothers without ED 

but who engaged in 

purging behaviours 
were also at increased 

risk of developing 

wheezing. 

 

Reba-

Harrelson 
(2010) 

Norway 749 ED six months 

prior to 
pregnancy 

and/or during 

pregnancy: 17 
AN; 98 BN; 634 

BED. 

 

F AN: M at 

delivery n = 5 
< 24 years; n 

= 9 25-29; n 

=3 30-34; n = 
0 35+ years; 

BN: M at 

delivery n 
=16 <24 

years; n = 24 

25-29; n = 38 
30-34; n = 20 

35+ years; 

BED: M at 
delivery n = 

75 < 24 

years; n = 
213 25-29; n 

= 253 30-34; 

n = 93 35+ 
years. 

 

Not reported Diagnostic 

algorithms 
constructed 

from 

questionnaire 
items designed 

according to 

DSM-IV 
criteria. 

12,257  HC F M at 

delivery n 
= 1360 < 

24 years; n 

= 4339 25-
29; n = 684 

30-34; n = 

1874 35+ 
years. 

Not reported 17 offspring 

of AN parents 
(52.94% F); 

98 offspring 

of BN parents 
(51% F); 634 

offspring of 

BED parents 
(46.21% F); 

6246 offspring 

of HC parents 
(49.04% F). 

 

Data 

collected: 

3 years. 

Mothers with BN and 

BED were more likely 
to use restrictive 

feeding styles, and 

were more likely to 
report that their 

offspring exhibited 

eating difficulties 
compared to HC 

mothers.  

There were no 
differences between 

mothers with ED and 

HC mothers with 
regards to pressure to 

eat. 

Sadeh-
Sharvit 

(2016) 

Israel 29 Prenatal ED: 14 
AN; 13 BN; 2 

EDNOS. 

F M = 31.0 
(4.20) 

 

‘Ethnic 
background – 

Israel-born 

Diagnosis 
according to 

29  
 

HC F M = 33.10 
(4.64) 

‘Ethnic 
background – 

Israel-born 

29 offspring 
of ED parents, 

M = 32.5 

Mothers with ED were 
less sensitive and 

more controlling in 
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Jews: 30%; 

Ashkenazi 
(Jews of 

European 

American 
origin): 22%; 

Mizrahi (Jews 

of North 
African/Asian 

origin): 48%’ 

DSM-IV 

criteria; EDI-2. 

Jews: 30%; 

Ashkenazi 
(Jews of 

European 

American 
origin): 44%; 

Mizrahi (Jews 

of North 
African/Asian 

origin): 26%’ 

(7.20) months; 

29 offspring 
of HC parents, 

M = 30.6 

(7.30) months. 
ED and HC 

offspring 

groups 
combined: 

66% F. 
 

play interactions with 

their children 
compared to HC 

mothers, and their 

offspring were less 
responsive. Mothers 

with ED reported 

more behavioural 
difficulties in their 

offspring than HC 
mothers. 

 

Stein 
(1994) 

UK 34  
 

ED during 
postnatal year 

(AN, BN, 

EDNOS): 18 
ED; 16 

subthreshold ED  

F M = 28.3 
(range = 21-

42) 

Not reported Questionnaire 
about eating 

attitudes and 

behaviour; 
EDE Interview 

– administered 

during 
pregnancy and 

12, 28 and 52-

60 weeks 
postnatally. 

24  
 

HC F M = 29.0 
(range = 

22-39) 

Not reported 34 offspring 
of ED parents 

(52.94% F), M 

= 12.7 (range 
= 12-13.1) 

months; 24 

offspring of 
HC parents 

(41.67% F), M 

= 12.6 (range 
= 12-13) 

months. 

Mothers with ED were 
more intrusive during 

mealtime and play 

interactions, and they 
expressed more 

negative emotions 

during mealtimes, but 
did not differ from HC 

mothers in relation to 

positive expressed 
emotion during 

mealtimes or play. 

Mealtimes were more 

conflictual for 

offspring of mothers 

with ED compared to 
offspring of HC 

mothers. A more 

negative emotional 
tone was observed in 

the offspring of 

mothers with ED. 
Offspring of mothers 

with ED tended to be 

lower in weight than 
children of HC 

mothers, and weight 

was inversely related 
to maternal body 

shape concerns and 

the degree of mealtime 
conflict. 

 

Stein 
(1996) 

UK 34  
 

ED during 
postnatal year 

(AN, BN, 

EDNOS): 18 
ED; 16 

subthreshold ED 

F M = 28.3 
(range = 21-

42) 

Not reported EDE 
Interview. 

100  61 HC; 39 
DEP within 6 

weeks of 

delivery 
 

F HC: M = 
28.4 (range 

= 20-41); 

DEP: M = 
28.0 (range 

= 18-40) 

Not reported 34 offspring 
of ED parents 

(52.94% F); 

39 offspring 
of DEP 

parents 

Offspring of mothers 
with ED were smaller 

than offspring of 

mothers with 
depression or HC 

mothers. Mothers with 
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(46.56% F); 

61 offspring 
of HC parents 

(40.98% F). 

 
Data 

collected: 

12-14 months. 

ED did not exhibit a 

preference for smaller 
children, 

dissatisfaction with 

their child’s shape, or 
misperceptions in 

relation to their child’s 

size, and were more 
likely to judge their 

child’s size accurately.  
Maternal perceptions 

and attitudes towards 

their offspring’s size 
and shape did not 

significantly predict 

offspring growth.  
 

Stein 

(1999) 

UK 34  

 

ED during 

postnatal year 
(AN, BN, 

EDNOS): 18 

ED; 16 
subthreshold ED 

F M = 28.3 

(range = 21-
42) 

Not reported EDE 

Interview. 

24  

 

HC F M = 29.0 

(range = 
22-39) 

Not reported 34 offspring 

of ED parents 
(52.94% F), M 

= 12.7 (range 

= 12-13.1) 
months; 24 

offspring of 

HC parents 

(41.67% F), M 

= 12.6 (range 

= 12-13) 
months. 

 

In dyads with mothers 

with ED, mealtime 
conflict was less likely 

when mothers 

acknowledged their 
child’s cues and put 

aside their own 

concerns. 

Stein 
(2001) 

UK 34  
 

ED during 
postnatal year 

(AN, BN, 

EDNOS): 18 
ED; 16 

subthreshold ED 

F M = 28.3 
(range = 21-

42) 

Not reported EDE 
Interview. 

100  
 

61 HC; 39 
DEP within 6 

weeks of 

delivery 
 

F HC: M = 
28.4 (range 

= 20-41); 

DEP: M = 
28.0 (range 

= 18-40 

Not reported 34 offspring 
of ED parents 

(52.94% F); 

39 offspring 
of DEP 

parents 

(46.56% F); 
61 offspring 

of HC parents 

(40.98% F). 
 

Data 

collected: 

12-14 months. 

 

During mealtime and 
play interactions, 

mothers with ED used 

more verbal control, 
particularly strong 

verbal control. 

Mothers with ED, 
mothers with 

depression, and HC 

mothers did not differ 
in terms of gentle 

verbal control, nor 

physical contact 
within interactions.  

Maternal dietary 

restraint and perceived 
marital criticism was 

associated with verbal 

control. 
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Stein 

(2006) 

UK 33  

 

ED during 

postnatal year 
(AN, BN, 

EDNOS) 

 

F M = 37.3 

(range = 31-
51). 

Not reported EDE 

Interview. 

23  

 

HC F M = 38 

(range = 
31–48) 

Not reported 33 offspring 

of ED parents 
(54.55% F); 

23 offspring 

of HC parents 
(43.48% F). 

 

Data 

collected: 

5 years and 10 
years. 

Offspring of mothers 

with ED demonstrated 
greater ED 

psychopathology than 

offspring of HC 
mothers. Offspring 

eating 

psychopathology was 
associated with 

mealtime conflict at 5 
years of age and the 

length of time the 

mother had ED 
symptoms during the 

child’s life. Offspring 

of mothers with ED 
had increased 

emotional difficulties 

compared to offspring 
of HC mothers 

 

Torgersen 
(2010) 

Norway 2,422 ED six months 
prior to 

pregnancy 

and/or during 

pregnancy: 39 

AN; 334 BN; 42 

EDNOS-p; 
2,007 BED 

F AN: M = 
26.5 (4.7); 

BN: M = 29.7 

(4.8); 

EDNOS-p: M 

= 28.2 (5.0); 

BED: M = 30 
(4.6). 

 

Not reported Diagnostic 
algorithms 

constructed 

from 

questionnaire 

items designed 

according to 
DSM-IV 

criteria – 

completed at 
17 weeks 

gestation. 

36,933  
 

HC F M = 29.9 
(4.5) 

Not reported % F not 
reported. 

 

Data 

collected: 

6 months. 

There were no 
significant differences 

between mothers with 

ED and HC mothers in 

terms of initiation of 

breastfeeding. Risk of 

early cessation of 
breastfeeding was 

increased for mothers 

with AN and EDNOS-
p compared to HC 

mothers after adjusting 

for maternal BMI, age, 
education, infant 

weight at birth and 

premature birth.  
 

Torgersen 

(2015) 

Norway 3,013  

 

ED six months 

prior to 
pregnancy 

and/or during 

pregnancy: 44 
AN, 436 BN, 58 

EDNOS-p, 

2,475 BED. 

F ED and HC 

groups 
combined: M 

= 29.6 (4.6) 

Not reported Diagnostic 

algorithms 
constructed 

from 

questionnaire 
items designed 

according to 

DSM-IV 
criteria – 

completed at 

17 weeks 
gestation. 

46,032  HC F ED and HC 

groups 
combined: 

M = 29.6 

(4.6) 

Not reported Data 

collected: 

6 months. 

Offspring of mothers 

with BN were less 
likely to eat 

homemade traditional 

foods compared to 
jarred baby food than 

offspring of HC 

mothers. 
Offspring of mothers 

with BED were less 

likely to eat 
homemade vegetarian 

foods compared to 



73 

PARENTAL EATING DISORDERS AND PARENTING 

 

commercial baby food 

than offspring of HC 
mothers but only 

before adjusting for 

relevant confounders. 
 

Waugh 

(1999) 

New 

Zealand 

10  

 

Current or past 

ED 

F M = 30.1 

(3.1) 

Not reported Either SCID 

(DSM-III-R) 
or Diagnostic 

Interview for 
Genetic 

Studies; EDI 

(drive for 
thinness, 

bulimia, and 

body 
dissatisfaction 

subscales). 

10  

 

HC F M = 30.8 

(3.6) 

Not reported 10 offspring 

of ED parents 
(50% F), M = 

30.8 (15.4) 
months; 10 

offspring of 

HC parents 
(50% F), M = 

30.7 (11.0) 

months. 
 

Data 

collected: 

1-4 years. 

Offspring of mothers 

with ED had 
significantly lower 

birth weights and 
lengths compared to 

offspring of HC 

mothers. 
Temperament did not 

differ between 

offspring of mothers 
with ED compared to 

offspring of HC 

mothers. 
Mothers with ED and 

HC mothers did not 

differ in terms of 
satisfaction with their 

children’s appearance. 

Mothers with ED 

reported more 

difficulty continuing 

breastfeeding, and 
they made fewer 

positive eating and 

food-related 
comments during a 

mealtime with their 

child compared to HC 
mothers. 

 

Wentz 
(2009) 

Sweden 51 (27  
parents) 

Teenage-onset 
AN. 6 

participants met 

criteria for an 
ED at time of 

study (3 AN; 3 

EDNOS). 
 

Data 
for F 

only. 

 

ED and HC 
parent and 

non-parent 

participants 
combined: M 

= 32.4. 

Not reported Diagnosed 
according to 

DSM-II-R and 

DSM-IV 
criteria; SCID-

1 (DSM-IV). 

51 (31 
parents) 

HC Data 
for F 

only. 

ED and HC 
parent and 

non-parent 

participants 
combined: 

M = 32.4. 

Not reported Offspring 
sample 

characteristics 

not reported. 
Parents were 

interviewed 

regarding 
fertility, 

pregnancies 

and the early 
development 

of their 

offspring. 

Mean age at birth of 
first child was lower 

for mothers with AN 

compared to HC 
mothers. Five of the 

mothers with AN 

reported experiencing 
postnatal depression. 

Offspring of mothers 

with AN had 
significantly lower 

birth weights than 

offspring of HC 
mothers, however 

there were no other 
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significant differences 

in terms of pregnancy 
or neonatal 

complications, nor 

feeding difficulties in 
infants. 

 

Note. AN = anorexia nervosa; AN+BN = anorexia nervosa combined with bulimia nervosa; AN-b = anorexia nervosa, binge eating type; AN-r = anorexia nervosa, restrictive type; BED = binge eating disorder; BN = bulimia nervosa; BSQ = 

Body Shape Questionnaire; DEP = depression; DSM/DSM-III-R/DSM-IV/DSM-V = Diagnostic and Statistical Manual of Mental Disorders; EAT = Eating Attitudes Test; EAT-26 = Eating Attitudes Test, 26 item; ED = eating disorder; EDE 

Interview = Eating Disorder Examination Interview; EDE-Q = Eating Disorder Examination Questionnaire; EDI = Eating Disorder Inventory; EDI-2 = Eating Disorder Inventory-2; EDNOS = eating disorder not otherwise specified; EDNOS-

b = eating disorder not otherwise specified, bulimic type; EDNOS-p= eating disorder not otherwise specified, purging type; F = female; GAD = generalised anxiety disorder; HC = healthy control; HW = healthy weight; M = male; M-BED = 

maternal binge eating disorder; OB = obese; OP = other psychiatric diagnoses; P-BED = paternal binge eating disorder; P+M BED = paternal and maternal binge eating disorder; QWEP-R = Questionnaire on Eating and Weight Patterns-

Revised; SCID (DSM-III-R/DSM-IV/DSM‐ IV‐TR/DSM-V) = Structured Clinical Interview for DSM Disorders ; SCID-I/P = Structured Clinical Interview for DSM Disorders, Patient Edition; TEFQ = Three-Factor Eating Questionnaire. 
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Appendix B 

General parenting attitudes, behaviours, and parent-child interactions data table 

 
First 

author 
(Year) 

Parenting 

construct 

Measurement tool ED 

parent 
group 

Control 

parent 
group(s) 

Offspring 

age at time 
of data 

collection 

Key statistical data Effect size (d)a Summary 

Parenting stress 

 

Barbin 
(2002) 

Parenting 
stress 

The Parenting Stress Index - 
Short Form. 

N = 22  N = 20 
DEP; 

23 HC 

4-12 years. Mean (SD): 
MED = 64.20 (22.03); MDEP = 71.99 (16.64); 

MHC = 48.97 (10.94) 

F (2, 50) = 9.30, p < 0.001 
 

0.88b Mothers with eating disorders and mothers with 
depression reported significantly higher levels of 

parenting stress than healthy control mothers. 

de Barse 
(2015) 

Parenting 
stress 

The Nijmeegse 
Ouderlijke Stress Index (Dutch 

version of the Parenting Stress 

Index – Short Form), parent 
domain. 

N = 415 N = 4436 18 months. % total high scores: 
ED = 21.7; HC = 15.9 

χ2(1) = 7.6, p = 0.006 

 
AN = 24.0 

AN compared to HC: χ2(1) = 4.7, p = 0.030 

AN+BN = 28.1 
AN+BN compared to HC: χ2(1) = 9.5, p = 

0.002 

 

0.21c Mothers with eating disorders were more likely to 
report high levels of parenting stress, especially 

those with AN or with AN+BN. 

Hoffman 

(2013) 

Parenting 

stress 

The Parenting Stress Index-Short 

Form. 

N = 25 

(10 AN; 

10 BN) 

N = 25 6 months-3 

years. 

 

 

Mean (SD): 

Total parenting stress: MED = 70.52 (15.97); 

MAN = 69.90 (20.02); MBN = 69.70 (14.07); 
MHC = 61.75 (12.27) 

ED compared to HC: t (47) = 2.15, p < 0.04 

 
Parental distress subscale: MED = 26.40 

(7.82); MAN = 27.00 (9.91); MBN = 25.40 

(7.38); MHC = 22.00 (5.95) 
ED compared to HC: t (48) = 2.24, p < 0.03 

 

Parent-child dysfunctional interaction 

subscale: MED = 20.12 (5.20): MAN = 19.40 

(5.10); MBN = 19.30 (4.22); MHC = 16.84 

(4.18) 
ED compared to HC: t (48) = 2.45, p < 0.02 

 

Difficult child subscale: MED = 24.00 (6.41); 
MAN = 23.50 (7.25); MBN = 25.00 (5.93); 

MHC = 22.29 (5.21) 

ED compared to HC: t (47) = 1.02 p < 0.32 
 

Post-hoc tests: 

AN only compared to BN only: all p = ns 

Total parenting stress: 

0.62b 

Mothers with eating disorders reported greater 

parenting stress than healthy control mothers. 

There was no significant difference between 
mothers with eating disorders and healthy control 

mothers on the difficult child subscale. There were 

no significant differences between mothers with 
AN compared to BN.  

 

Parenting self-efficacy 
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Barona 

(2016) 

Difficulty 

looking after 

child 

Mothers asked one 

question on how difficult it had 

been to take care of the child 
since birth (see Barona et al., 

2016). 

N = 446 

F and 

491 M 
BN 

offspring; 

460 F 
and 449 

M AN 

offspring; 

167 F 

and 193 

M 
AN+BN 

offspring. 

N = 

23,458 F 

and 

22,258 M 

offspring. 

18 months.  
 

Logistic regression OR (95% CI): 

F offspring: 

BN = 1.96 (1.34, 2.85), p < 0.001; adjusted 
for maternal age, social status, parity and 

birthweight = 2.07 (1.42, 3.03), p < 0.001 

AN = 1.70 (1.13, 2.56), p < 0.05; adjusted = 
1.69 (1.12, 2.55), p < 0.05 

AN+BN = 1.97 (1.03, 3.76), p < 0.05; 

adjusted = 1.96 (1.02, 3.74), p < 0.05 

 

M offspring: 

BN = 1.63 (1.15, 2.30), p < 0.01; adjusted = 
1.71 (1.21, 2.41), p < 0.01 

AN = 1.44 (1.00, 2.07), p < 0.05; adjusted = 

1.39 (0.96, 2.02), p = ns 
AN+BN = 1.14 (0.58, 2.23), p = ns; adjusted 

= 1.12 (0.57, 2.21), p = ns 

 

F offspring using 

adjusted data: 

BN: 0.40d 
AN: 0.29d 

AN+BN: 0.37d 

 
M offspring using 

adjusted data: 

BN: 0.30d 

AN: 0.18d 

AN+BN: 0.06d 

 

Mothers with eating disorders were more likely to 

report difficulties looking after their female child 

compared to healthy control mothers. Mothers 
with BN were more likely to report difficulties 

looking after their male child compared to healthy 

control mothers. 

Hoffman 

(2013) 

Parenting self-

efficacy 

Parenting Sense of Competency 

Scale, parenting self-efficacy 

subscale. 

N = 25  

(10 AN; 

10 BN) 

N = 25 6 months-3 

years. 

Mean (SD): 

MED = 4.55 (0.96); MAN = 4.69 (0.84); MBN = 

4.74 (1.01); MHC = 4.66 (0.76)  
ED compared to HC: t (48) = -0.44, p < 0.67 

 

Post-hoc tests: 

AN only compared to BN only: p = ns 

-0.13b There were no significant differences between 

mothers with eating disorders and healthy control 

mothers in relation to perceived parenting self-
efficacy. There was no significant difference 

between mothers with AN compared to BN. 

Parenting satisfaction 

 
Barbin 

(2002) 

Parenting 

satisfaction 

Parent-Child Relationship 

Inventory, satisfaction with 

parenting subscale. 

N = 22 

 

N = 20 

DEP; 

23 HC  

4-12 years. Mean (SD): 

MED = 50.95 (11.48); MDEP = 42.65 (9.56); 

MHC = 56.65 (9.24) 
ED and HC compared to DEP: F (2,62) = 

10.24, p < 0.001 

-0.55b Mothers with eating disorders and healthy control 

mothers had significantly higher levels of 

parenting satisfaction than mothers with 
depression. 

Maternal adjustment 
 

Koubaa 

(2008) 

Maternal 

adjustment 

Swedish version of The Maternal 

Adjustment and Maternal 
Attitude questionnaire (MAMA), 

postnatal version of the attitudes 

to pregnancy and the baby 
subscale.  

N = 44  N = 67 3 months. 

 

Mean (interquartile range): 

MED = 24.5 (22.0-27.0); MHC = 14.9 (13.0-
17.0) 

ED compared to HC: p = 0.001. 

 
Logistic regression OR (95% CI) for less 

favourable adjustment (score of 3 or 4 on one 

or more questionnaire items): 
ED = 82 (20.3, 498); AN-r = 47 (5.4, 1,000); 

AN-b = 39 (7.2, 410); BN = 159 (25, 

infinity), p = 0.001 

2.43d Mothers with eating disorders had significantly 

higher scores for maternal adjustment reflecting 
less favourable adjustment and more negative 

attitudes compared to healthy control mothers. 

There were no significant differences between 
eating disorder subtypes, nor between mothers 

who relapsed during pregnancy compared to those 

who did not. There were no significant differences 
between women who had been recovered for more 

than, compared to less than, five years. 

Parental reflective functioning 
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Claydon 

(2016) 

Parental 

reflective 
functioning 

Parental Reflective Functioning 

Questionnaire. 

N = 14 N = 45 4-8 years. 

 

ED compared to HC: 

Total score: d = 0.17 
Subscales: d = 0.40 – 0.59 

0.17g Mothers reporting clinically significant eating 

disorder symptomatology had better parental 
reflective functioning than healthy control 

mothers, although this difference was not 

statistically significant.  

Parenting style 

 

Agras 
(1999) 

Parenting style Parental Authority 
Questionnaire. 

N = 41  N = 153 5 years. Data not reported. Not calculated (data 
not reported). 

There were no significant differences between 
mothers with eating disorders and healthy control 

mothers in relation to parenting style. 

 

Emotional dialogues 

 

Cimino 
(2019) 

Emotional 
dialogues 

Autobiographical Emotional 
Events Dialogue (AEED) 

procedure. 

N = 20 
AN 

N = 23 
ANX; 

23 DEP; 

21 HC 

8-9 years. N per AEED classification: 
Emotionally matched: 

AN = 4, expected values = 11.5, standardised 

residuals = -2.2; ANX = 19, expected values 
=13.2, standardised residuals =1.6; DEP = 6, 

expected values =13.2, standardised residuals 

= -2.0; HC = 21, expected values = 12.1, 
standardised residuals = 2.6 

 

Emotionally unmatched - excessive: 
AN = 4, expected values = 4.1, standardised 

residuals = -.1; ANX = 2, expected values = 

4.8, standardised residuals = -1.3; DEP = 12, 
expected values = 4.8, standardised residuals 

= 3.3; HC = 0, expected values =4.3, 

standardised residuals = -2.1 
 

Emotionally unmatched - flat: 

AN = 12, expected values = 4.4, standardised 
residuals = 3.7; ANX = 2, expected values = 

5.0, standardised residuals = -1.3; DEP = 5, 

expected values =5.0, standardised residuals 
= 0; HC = 0, expected values = 4.6, 

standardised residuals = -2.1 

 

Association between classifications and 

maternal diagnosis: χ2(6, N = 87) = 54.67, p 

< .001 
 

Data reported not 
suitable for 

calculating Cohen’s d. 

Maternal AN was associated with emotionally 
unmatched-flat dialogues, while maternal 

depression was associated with emotionally 

unmatched - excessive dialogues and maternal 
anxiety was not associated with any specific 

classification. Dyads with healthy control mothers 

were associated with emotionally matched 
dialogues. 

Cimino 

(2019) 

Coherence of 

narrative 
during 

emotional 

dialogues 

AEED aggregates (see Cimino et 

al., 2019) 

N = 20 

AN 

N = 23 

ANX; 
23 DEP; 

21 HC 

8-9 years. Mean (SD): 

MAN = 5.15 (0.83); MANX = 5.76 (0.88); MDEP 

= 5.61 (0.85); MHC = 6.67 (0.97)  

F (3,83) = 8.36, p < .01; η2 = .28 

 
Tukey’s post-hoc tests: 

AN, ANX, DEP < HC, p < 0.05 

-1.68b Dyads with mothers with AN, depression, or 

anxiety were less coherent than dyads with healthy 
control mothers. 

 

Expressed emotion 
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Stein 

(1994) 

Maternal 

negative 
expressed 

emotion 

toward child 
during play 

Event sampled observations. 

Rate of events per hour. 

N = 34 N = 24 12-14 

months. 

Mean (range): 

MED = 0.47 (0-8); MHC = 1.34 (0-28) 
Mann-Whitney U test: z = .97, p = ns 

0.26f There were no significant differences between 

mothers with eating disorders and healthy control 
mothers in relation to negative expressed emotion 

during play. 

Stein 

(1994) 

Maternal 

positive 
expressed 

emotion 
toward child 

during play 

Event sampled observations. 

Rate of events per hour. 

N = 34 N = 24 12-14 

months. 

Mean (range): 

MED = 26.24 (0-92); MHC = 26.48 (0-96) 
Mann-Whitney U test: z = .58, p = ns 

0.15f There were no significant differences between 

mothers with eating disorders and healthy control 
mothers in relation to positive expressed emotion 

during play. 
 

Emotional availability 

 
Sadeh-

Sharvit 

(2016) 

Overall 

emotional 

availability in 
play 

interactions 

Observations using the 

Emotional Availability Scales, 

total score. 

N = 29  N = 29  

 

Offspring of 

ED parents: 

M = 32.50 
(7.20) 

months; 

offspring of 
HC parents: 

M = 30.60  

(7.30) 
months. 

Mean (SD): 

MED = 4.24 (1.15); MHC = 5.47 (0.87) 

Paired t-test: t = 4.50, p < .001 

-1.21b Mothers with eating disorders were less 

emotionally available during play than healthy 

control mothers. There were no significant 
differences between different eating disorder 

subtypes. 

Sensitivity 

 
Cimino 

(2019) 

Emotional 

dialogues – 

sensitive 
guidance 

AEED aggregates (see Cimino et 

al., 2019). 

N = 20 

AN 

N = 23 

ANX; 

23 DEP; 
21 HC 

8-9 years. Mean (SD): 

MAN = 4.05 (0.49); MANX = 4.60 (0.67); MDEP 

= 4.24 (0.51); MHC = 5.24 (0.62) 
F (3, 83) = 17.31, p < .01, η2 = .38 

 

Tukey’s post-hoc tests: 
AN < HC, p < 0.001 

ANX < HC, p < 0.01 

DEP < HC, p < 0.001 
AN < ANX, p < 0.05 

 

-2.12b Mothers with AN, depression, or anxiety were less 

sensitive than healthy control mothers. Mothers 

with AN were also less sensitive than mothers with 
anxiety. 

Hoffman 

(2013) 

Maternal 

responsiveness 

during play - 

global 
sensitivity 

 

Behavioural coding during play 

interactions. 

N = 25 

(10 AN; 

10 BN) 

N = 25  6 months-3 

years. 

Mean (SD): 

MED = 9.52 (4.24); MHC = 10.00 (3.55); MAN 

= 9.40 (4.79); MBN = 9.60 (4.33) 

ED compared to HC: t (48) = -0.43, p < 0.67 
 

Post-hoc tests: 

AN only compared to BN only: p = ns 
 

-0.12b Mothers with eating disorders and healthy control 

mothers did not differ significantly in relation to 

global sensitivity during play. There were no 

significant differences between mothers with AN 
compared to BN. 
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Sadeh-

Sharvit 
(2016) 

Maternal 

sensitivity in 
play 

interactions 

Observations using the 

Emotional Availability Scales. 

N = 29  N = 29   

 

Offspring of 

ED parents: 
M = 32.50 

(7.20) 

months; 
offspring of 

HC parents: 

M = 30.60  

(7.30) 

months. 

Mean (SD): 

MED = 5.36 (2.15); MHC = 7.42 (1.65) 
Paired t-test: t = 4.18, p < 0.001 

-1.07b Mothers with eating disorders were less sensitive 

towards their children during play interactions than 
healthy control mothers.  

Controlling speech 

 

Stein 
(1994) 

Maternal 
controlling 

statements 

during play 

Event sampled observations. % 
of controlling 

statements as a proportion of 

total number of statements made. 

N = 34 N = 24 12-14 
months. 

% (range) controlling statements to total 
statements: 

ED = 51.32 (19.6-70.3); HC = 44.5 (24.7-

66.2) 
Mann Whitney U Test: z =2.30, p < .05 

 

0.15c Mothers with eating disorders made a greater 
proportion of controlling verbal statements during 

play than healthy control mothers. 

Stein 
(2001) 

Maternal 
controlling 

statements 

during play 

Event sampled observations. % 
of controlling 

statements as a proportion of the 

total number of statements made. 

N = 34 N = 39 
DEP; 

61 HC 

 

12-14 
months. 

% (SD) controlling statements to total 
statements: 

ED = 51.32 (10.07); DEP = 44.12 (11.13); 

HC = 44.33 (10.29) 
Between groups: F (2,131) = 2.70, p = 0.07 

 

Post hoc tests: 
ED > HC, p < 0.05 

 

Group by situation (play/mealtime) 
interaction: F (2,131) = 3.11, p < 0.05 

 

0.15c Mothers with eating disorders expressed a 
significantly greater proportion of controlling 

statements during play compared to healthy 

control mothers. A significant group by situation 
interaction resulted from high levels of verbal 

control exhibited by the mothers with eating 

disorders during play. 

Stein 
(2001) 

Maternal 
strong verbal 

control during 

play 

Event sampled observations. 
Rate of events per hour. 

N = 34 N = 39 
DEP; 

61 HC 

 

12-14 
months. 

Mean (SD): 
MED = 178.87 (84.31); MDEP = 112.25 

(75.73); MHC = 127.63 (81.25) 

Between groups: F (2,131) = 7.74, p < 0.01 
 

Post hoc tests: 

ED > HC, p < 0.05 

 

Group by situation (play/mealtime) 

interaction: F (2,131) = 3.95, p <0.05 
 

0.62b Mothers with eating disorders exhibited greater 
strong verbal control than mothers with depression 

and healthy control mothers during play. A 

significant group by situation interaction resulted 
from high levels of strong verbal control exhibited 

by the mothers with eating disorders during play. 

Stein 

(2001) 

Maternal 

gentle verbal 
control during 

play 

Event sampled observations. 

Rate of events per hour. 

N = 34 N = 39 

DEP; 61 
HC 

 

12-14 

months. 

Mean (SD): 

MED = 119.44 (56.50); MDEP = 139.94 
(58.03); MHC = 139.83 (67.08) 

Between groups: F (2,131) = 1.91, p = ns 

  
Group by situation (play/mealtime) 

interaction: F (2,131) = 0.60, p = ns 

-0.32b Mothers with eating disorders, depression, and 

healthy control mothers did not differ significantly 
in relation to gentle verbal control during playtime. 

Intrusiveness and hostility 
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Sadeh-

Sharvit 
(2016) 

Maternal non-

intrusiveness 

Observations using the 

Emotional Availability Scales. 

N = 29  N = 29  

 

Offspring of 

ED parents: 
M = 32.50 

(7.20) 

months; 
offspring of 

HC parents: 

M = 30.60  
(7.30) 

months. 
 

Mean (SD): 

MED = 4.07 (1.05); MHC = 4.65 (0.63) 
Paired t-test: t = 2.52, p < 0.05 

-0.67b Mothers with eating disorders were more intrusive 

towards their children than healthy control mothers 
during playtime. 

Stein 

(1994) 

Maternal 

intrusiveness 
during play 

Event sampled observations. 

Rate of events per hour. 

N = 34 N = 24 12-14 

months. 

Mean (range): 

MED = 16.23 (0-64); MHC = 5.83 (0-36) 
Mann-Whitney U test: z = 3.28, p < .01 

 

0.95f Mothers with eating disorders were more intrusive 

than healthy control mothers during play. 

Sadeh-
Sharvit 

(2016) 

Maternal non-
hostility 

Observations using the 
Emotional Availability Scales. 

N = 29 

 

N = 29 

 

Offspring of 
ED parents: 

M = 32.50 

(7.20) 
months; 

offspring of 

HC parents: 
M = 30.60  

(7.30) 

months. 

Mean (SD): 
MED = 4.25 (1.08); MHC = 4.81 (0.57) 

Paired t-test: t = 2.68, p < 0.05 

-0.65b Mothers with eating disorders were more hostile 
towards their children than healthy control mothers 

during playtime. 

Conflict 
 

Stein 

(2006) 

Mother-child 

conflict during 
homework 

task 

Videotaped homework task (see 

Stein et al., 2006). 

N = 33 N = 23 10 years. OR (95% CI): 

0.34 (0.08, 1.43) 
χ 2 = 1.4, p = ns 

 

-0.60d Mothers with eating disorders and healthy control 

mothers did not differ in terms of whether 
critical/conflictual behaviour was exhibited during 

a homework task with their child. 

Frequency of parental vocalisations and physical contact 
 

Stein 

(1994) 

Frequency of 

maternal vocal 
involvement 

during play 

Time sampled observations. 

 

N = 34 N = 24 12-14 

months. 

Mean (range): 

MED = 6.94 (1-9); MHC = 7.08 (2-9). 
Mann-Whitney U test: z = 0.60, p = ns 

0.16f There were no significant differences between 

mothers with eating disorders and healthy control 
mothers in terms of the frequency of maternal 

vocalizations during play. 

 

Stein 

(1994) 

Frequency of 

mother-infant 

physical 
contact during 

play 

Time sampled observations. 

 

N = 34 N = 24 12-14 

months. 

Mean (range): 

MED = 2.92 (1-9); MHC = 2.88 (1-9) 

Mann-Whitney Test: z = 0.37, p = ns 

0.10f There were no significant differences between 

mothers with eating disorders and healthy controls 

in terms of the frequency of mother-child physical 
contact during play. 

Stein 
(2001)  

Frequency of 
mother-infant 

physical 

contact during 
play 

 

Time sampled observations. 
 

N = 34 N = 39 
DEP; 61 

HC  

 

12-14 
months. 

Mean (SD): 
MED = 2.92 (1.48); MDEP = 3.17 (1.44); MHC 

= 3.11 (1.56) 

Between groups: F (2,131) = 1.18, p = ns 
 

Group by situation (play/mealtime) 

interaction: F (2,131) = 0.91, p = ns 

-0.12b There were no significant differences between 
mothers with eating disorders, depression and 

healthy control mothers in terms of frequency of 

mother-child physical contact during play. 

Respiratory Sinus Arrhythmia (RSA) 
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Hoffman 

(2013) 

RSA during 

play 

See Hoffman et al., (2013). N = 25 

(10 AN; 

10 BN) 

N = 25 6 months-3 

years. 

Mean (SD): 

Baseline: 

MED = 6.04 (1.32); MHC = 6.47 (1.42) 
t (43) = -1.06, p < 0.30 

 

Playtime: 
MED = 6.06 (1.12); MHC = 5.86 (1.20) 

 

RSA change: 

F (1,43) = 7.18, p < 0.02 for effect of group 

(ED/HC) on RSA change 

Effect of task (play/mealtime) and group by 
task interaction: p = ns 

 

Post hoc tests: 
AN compared to BN on RSA change: F (1, 

14) = 0.63, p = 1.00 

Effect of task and ED subtype by task 
interaction: p = ns 

Effect of group on 

RSA change: 0.76e 

Mothers with eating disorders and healthy control 

mothers did not differ significantly in terms of 

baseline RSA. Healthy control mothers exhibited 
significantly greater RSA withdrawal than mothers 

with eating disorders. There was no significant 

effect in relation to task (playtime/mealtime) and 
no significant group by task interaction. There 

were no significant differences in relation to eating 

disorder subtypes. 

Structuring and facilitation 

 
Sadeh-

Sharvit 

(2016) 

Maternal 

structuring 

Observations using the 

Emotional Availability Scales. 

N = 29 

 

N = 29  

 

Offspring of 

ED parents: 

M = 32.50 
(7.20) 

months; 

offspring of 
HC parents: 

M = 30.60  

(7.30) 
months. 

 

Mean (SD): 

MED = 3.11 (1.13); MHC = 4.31 (0.74) 

Paired t-test: t = 4.27, p < 0.001 

-1.26b Mothers with eating disorders provided less 

structure than healthy control mothers during 

playtime. 

Stein 
(1994) 

Facilitation 
during play. 

 

Time sampled observations.  
 

N = 34 N = 24 12-14 
months. 

Mean (range): 
MED = 4.62 (1-7); MHC = 5.72 (3-7) 

Mann-Whitney U test: z = 3.27, p < .01 

0.95f Mothers with eating disorders were less facilitating 
than healthy control mothers during playtime. 

Note. AEED = Autobiographical Emotional Events Dialogue; AN = anorexia nervosa; AN-b = anorexia nervosa, binge eating type; AN-r = anorexia nervosa, restrictive type; AN+BN = anorexia nervosa combined with bulimia nervosa; 

ANX = anxiety; BN = bulimia nervosa; DEP = depression; ED = eating disorder; F = female; HC = healthy control; M  = male; ns = non-significant p-value. 

aEffect sizes refer to overall ED group compared to HC group unless otherwise specified; bCohen’s d calculated from M and SD using https://campbellcollaboration.org/escalc; cCohen’s d calculated using 2 x 2 frequency table via 

https://campbellcollaboration.org/escalc; dCohen’s d converted from OR to d using https://www.escal.site; eCohen’s d calculated using ‘F-Test, 2-Group, equal sample sizes’ via https://campbellcollaboration.org/escalc; fCohen’s d calculated 

using ‘Computation of the effect sizes d, r and η2from χ2 and z test statistics’ via https://www.psychometrica.de/effect_size.html; gEffect size reported by author (data not reported to facilitate re-calculation). 
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Appendix C 

Parental feeding-related attitudes, behaviours and parent-child interactions 
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First 

author 

(Year)  

Parenting 

construct 

Measurement tool ED parent 

group 

Control  

parent 

group(s) 

Offspring 

age at time 

of data 
collection 

Key statistical data Effect size (d)a Summary 

Initiation of breastfeeding 

Evans 
(1995) 

Breastfeeding 
initiation  

Interview. N = 10 N = 10 
 

 

 

 

Offspring 
of ED 

parents: M 

= 8.98 
(5.7); 

offspring of 

HC parents: 
M = 7.8 

(5.08). 

 

N breastfed: 
ED = 13 of 16 children; HC = 18 of 20 

children 

 

-0.40c Most mothers breastfed their offspring 
irrespective of whether they had an eating 

disorder. 

 

Hoffman 

(2014) 

Currently 

breastfeeding 

Toddler diet questionnaire. N = 25 N = 25 6-36 

months. 

% (n): 

ED = 52 (13); HC = 36 (9) 

Fisher’s exact test: p = 0.39, RR (95% CI) = 
1.38 (0.79, 2.39) 

 

0.36c Mothers with eating disorders did not differ 

significantly from healthy control mothers 

in terms of whether they were currently 
breastfeeding at the time of the study.   

Martini 
(2019) 

Exclusively 
breastfeeding at 

8 weeks 

Self-report. N = 25 C-
ED;  

28 

P-ED 

N = 46 8 weeks. %: 
C-ED = 52; P-ED = 66.7; HC = 64.4 

 

Adjusted OR (95% CI): 
C-ED = 0.7 (0.2, 2.3) 

P-ED = 1.1 (0.3, 3.6) 

 

C-ED: -0.20d 
P-ED: 0.05d 

Mothers with current or past eating 
disorders did not differ significantly from 

healthy control mothers in relation to 

whether they were exclusively 
breastfeeding their offspring at 8 weeks. 

 

Martini 

(2019) 

Exclusively or 

partially 

breastfeeding at 
6 months 

Self-report. N = 25 C-

ED;  

28 
P-ED 

N = 46 6 months. %: 

C-ED = 57.1; P-ED = 73.9; HC = 66.7 

 
Adjusted OR (95% CI): 

C‐ED = 2.4 (0.6, 9.2) 

P‐ED = 0.9 (0.3, 3.1) 
 

C-ED: 0.48d 

P-ED: -0.06d 

Mothers with current or past eating 

disorders did not differ significantly from 

healthy control mothers in relation to 
whether they were exclusively or partially 

breastfeeding at 6 months. 

Micali 

(2009) 

Breastfeeding 

initiation 

Self-report. - - 1, 6 and 15 

months. 

%: 

ED = 83; HC = 76; OP = 72 
OR (95% CI): 

ED = 1.5 (1.2, 2.0), p = .002 
ED compared to OP = 1.9 (1.4, 2.6), p <.001 

 

0.22d Mothers with eating disorders were more 

likely to initiate breastfeeding compared to 
mothers with other psychiatric diagnoses 

and general population control mothers. 

Nguyen 
(2017) 

Breastfeeding 
initiation  

Delivery reports and self-
report. 

N = 478 N = 4,557 2 months, 6 
months, 12 

months. 

OR (95% CI): 
ED = 0.68 (0.51, 0.93), p < 0.05 

Adjusted for maternal age, ethnicity, education, 

BMI, household income = 0.74 (0.54, 1.01), p 
= ns 

Additionally adjusted for maternal psychiatric 

symptoms = 0.75 (0.55, 1.03), p = ns 
 

Unadjusted: -0.21d 
Adjusted1: -0.17d 

Adjusted2: -0.16d 

Mothers with eating disorders were less 
likely to initiate breastfeeding, but only in 

unadjusted analyses. 
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Perrin 

(2015) 

Breastfeeding 

status – 
predominant 

breastfeeding  

Self-report. 

 

N = 45 AN;  

531 BN; 54 
EDNOS-p; 

2809 

BED 
 

N = 

53,746 

5 months. N (%): 

AN = 6 (13.3); BN = 78 (14.7); EDNOS-p = 5 
(9.4); BED = 343 (12.3); HC = 7,542 (14.1) 

p < 0.01 

 

AN: -0.04c 

BN: 0.03c 
EDNOS-p: -0.25c 

BED: -0.09c 

Mothers with AN were less likely to 

breastfeed than healthy control mothers. 
 

Perrin 

(2015) 

Breastfeeding 

status – any 
breastfeeding, 

not predominant 

Self-report. 

 

N = 45 AN;  

531 BN; 54 
EDNOS-p; 

2809 
BED 

 

N = 

53,746 

5 months. N (%): 

AN = 26 (57.8); BN = 356 (67.3); EDNOS-p = 
31 (58.5); BED = 1896 (67.8); HC = 38116 

(71.1) 

AN: -0.32c 

BN: -0.10c 

EDNOS-p: -0.31c 

BED: -0.09c 

 

Perrin 
(2015) 

Breastfeeding 
status – no 

breastfeeding 

Self-report. 
 

N = 45 AN;  
531 BN; 54 

EDNOS-p; 

2809 
BED 

 

N = 
53,746 

5 months. N (%): 
AN = 13 (28.9); BN = 95 (18.0); EDNOS-p = 

17 (32.1); BED = 557 (19.9); HC= 7,943 

(14.8) 

AN: 0.47c 
BN: 0.13c 

EDNOS-p: 0.55c 

BED: 0.20c 

 

Torgerse
n (2010) 

Initiation of 
predominant 

breastfeeding  

Self-report for each of the 
preceding 6 months.  

 

N = 39 AN; 
334 BN; 

2007 BED; 

42 
EDNOS-p 

N = 36, 
933 

6 months. %, (95% CI): 
AN = 81 (+/- 12.3); BN = 81 (+/- 4.2); BED = 

80 (+/-1.75); EDNOS-p = 71 (+/- 13.7); HC = 

83 (+/- 0.4) 
 

BED compared to HC: 

OR (95% CI) = 0.81 (0.72, 0.90)  

 

AN: -0.07c 
BN: -0.07c 

BED: -0.11c 

EDNOS-p: -0.38c 

There were no significant differences 
between mothers with eating disorders and 

healthy controls, nor between eating 

disorder subtypes, in relation to 
breastfeeding initiation. Mothers with BED 

were significantly less likely to breastfeed 

predominantly than healthy control 

mothers. 

 

Torgerse
n (2015) 

Breastfeeding at 
6 months 

Self-report. N = 44 AN; 
436 BN; 

2475 BED; 

58 
EDNOS-p 

 

N = 
46,032 

6 months. %: 
AN = 58; BN = 79; EDNOS-p = 59; BED = 

76; HC = 82 

χ2 = 71.07; df = 4, p < .001 

AN: -0.66c 
BN: -0.11c 

EDNOS-p: -0.64c 

BED: -0.20c 

Mothers with eating disorders were 
significantly less likely to be breastfeeding 

at 6 months. 

Waugh 
(1999) 

Breastfeeding 
initiation 

Interview. N = 10 N = 10 12-48 
months. 

N: 
ED = 8; HC = 10 

Data reported not suitable 
for calculating Cohen’s d. 

All healthy control mothers began 
breastfeeding their children compared to 8 

of the mothers with eating disorders. 

Duration and cessation of breast- and bottle- feeding 
 

Agras 

(1999) 

Duration of 

breastfeeding 
(months) 

Infant Feeding Report. N = 14 F 

offspring 
and 28 M 

offspring 

N = 76 F 

offspring 
and 77 M 

offspring  

 

Monthly 

from birth 
until 

weaned. 

Data not reported. Not calculated (data not 

reported). 

There were no significant differences 

between mothers with eating disorders and 
healthy control mothers in relation to 

duration of breastfeeding. 

Agras 

(1999) 

Duration of 

bottle-feeding 

(months) 

Infant Feeding Report. N = 14 F 

offspring 

and 28 M 
offspring 

N = 76 F 

offspring 

and 77 M 
offspring 

Monthly 

from birth 

until 
weaned. 

Mean (SD): 

F offspring: 

MED = 33.2 (14.6); MHC = 23.6 (10.6) 
M offspring: 

MED = 23.1 (7.3); MHC = 25.2 (12.4) 

 
ED status by offspring sex interaction: F (1, 

187) = 6.76, p = .01 

F offspring: 0.85b 

M offspring: -0.19b 

 

Mothers with eating disorders bottle-fed 

their female children for longer than healthy 

control mothers, and their male children for 
a shorter time than healthy control mothers. 
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Agras 

(1999) 

Difficulty 

weaning  

Infant Feeding Report. N = 14 F 

offspring 
and 28 M 

offspring 

N = 76 F 

offspring 
and 77 M 

offspring 

Monthly 

from birth 
until 

weaned. 

Mean (SD): 

F offspring: 
MED = 1.9 (1.1); MHC = 1.9 (1.0) 

M offspring: 

MED = 2.0 (0.58); MHC = 3.1 (1.6) 
 

ED status by offspring sex interaction: F (1, 

159) = 6.3, p = .01 
 

F offspring: 0b 

M offspring: -0.78b 

Mothers with eating disorders reported their 

female offspring had greater difficulty 
weaning from the bottle compared to 

healthy control mothers. 

Evans 

(1995) 

Duration of 

breastfeeding 
(months) 

Interview. N = 10 N = 10 Offspring 

of ED 
parents: M 

= 8.98 

(5.7); 
offspring of 

HC parents: 

M = 7.8 
(5.08). 

 

Mean: 

MED = 7.6; MHC = 7 

Data reported not suitable 

for calculating Cohen’s d. 

Mothers with eating disorders and healthy 

control mothers reported similar durations 
of breastfeeding.  

Hoffman 
(2014) 

Breastfed for 
longer than one 

month 

Toddler diet questionnaire. N = 25 N = 25 6-36 
months. 

% (n): 
ED = 96 (24); HC = 96 (24) 

Fisher’s exact test: p = 0.99, RR (95% CI) = 

1.00 (0.24, 4.11) 

 

0c Mothers with eating disorders did not differ 
significantly from healthy control mothers 

in terms of whether they breastfed for 

longer than one month.   

 

Hoffman 

(2014) 

Duration of 

breastfeeding if 
no longer 

breastfeeding 

(months) 

Toddler diet questionnaire. N = 12 N = 15 6-36 

months. 

Mean (SD): 

MED = 11.92 (5.69); MHC = 12.87 (5.72) 
t (25) = -0.43, p = 0.67, 95% CI for difference 

of means = (-5.50, 3.60) 

-0.17b Mothers with eating disorders and healthy 

control mothers who had stopped 
breastfeeding did not differ significantly in 

relation to duration of breastfeeding. 

Micali 

(2009) 

Ceasing 

breastfeeding 

during first year 

Self-report. - - 1, 6 and 15 

months. 

HR (95% CI): 

ED compared to HC = 0.8 (0.7, 0.9), p < .05 

OP compared to HC = 1.1 (1.0, 1.2), p < .05. 
ED compared to OP:  χ2

 = 5.8, p = .01 

 

ED subtype most likely to continue 
breastfeeding: 

BN = 0.8 (0.6, 0.9), p < .05 

 

HR = 0.8g Mothers with eating disorders were less 

likely to cease breastfeeding during the first 

year compared to mothers with other 
psychiatric diagnoses and general 

population control mothers. In relation to 

eating disorder subtypes, mothers with BN 
were most likely to continue breastfeeding, 

including after adjustments for maternal 

age, parity, ethnicity, education and 
offspring sex. Mothers with other 

psychiatric disorders were more likely to 

cease breastfeeding than control mothers.  
Nguyen 

(2017) 

Breastfeeding 

duration 

(months) 

Self-report. N = 330 N = 3,343 2 months, 6 

months, 12 

months. 

B (95% CI): 

ED = 0.01 (-0.42, 0.43), p = ns 

Adjusted for maternal age, ethnicity, education, 
BMI, household income = 0.11 (-0.31, 0.52), p 

= ns 

Additionally adjusted for maternal psychiatric 
symptoms = 0.15 (-0.27, 0.57), p = ns 

 

Data reported not suitable 

for calculating Cohen’s d. 

For those who breastfed, there were no 

significant differences between mothers 

with eating disorders and healthy control 
mothers in relation to the duration of 

breastfeeding. 

 



86 

PARENTAL EATING DISORDERS AND PARENTING 

 

Popovic 

(2018) 

Breastfeeding 

for less than 6 
months 

Self-report. Total N = 5,009 6 months, 

18 months. 

OR (95% CI) adjusted for maternal age and 

education: 
ED = 2.81 (1.38, 5.70) 

 

0.57d Mothers with eating disorders were more 

likely to breastfeed their children for less 
than 6 months than healthy control mothers. 

Torgerse
n (2010) 

Breastfeeding 
cessation within 

first 6 months.  

Self-report for each of the 
preceding 6 months.  

 

N = 39 AN; 
334 BN; 

2007 BED; 

42 
EDNOS-p 

N = 36, 
933 

6 months. HR (95% CI): 
AN = 2.07, (1.15, 3.74); adjusted = 2.35, (1.22, 

4.53) 

BN = 1.29, (1.00, 1.67); adjusted = 1.05, (0.79, 
1.38) 

EDNOS-p - = 2.28, (1.29, 4.01); adjusted = 
1.95, (1.08, 3.53) 

BED: = 1.37, (1.24, 1.52); adjusted = 1.01, 

(0.90, 1.13);  

HR:g 
AN = 2.07 

BN = 1.29 

EDNOS-p = 2.28 
BED = 1.37 

Mothers with eating disorders were more 
likely to cease breastfeeding during the first 

6 months compared to healthy control 

mothers. After adjusting for maternal and 
child characteristics this effect only 

remained significant for mothers with AN 
or EDNOS-p. 

 

 

Torgerse
n (2010) 

Predominant 
breastfeeding 

cessation within 

first 6 months 

Self-report for each of the 
preceding 6 months.  

 

N = 39 AN; 
334 BN; 

2007 BED; 

42 
EDNOS-p 

N = 36, 
933 

6 months. HR, (95% CI): 
AN: = 1.14, (0.80, 1.63); adjusted = 1.19, 

(0.81, 1.75) 

BN: = 1.07, (0.94, 1.20); adjusted = 1.03, 
(0.90, 1.17) 

EDNOS-p: = 1.18, (0.83, 1.68); adjusted = 
1.04, (0.70, 1.54) 

BED: = 1.12, (1.06, 1.17); adjusted = 1.02, 

(0.97, 1.08) 
 

HR;g 
AN = 1.14 

BN = 1.07  

EDNOS-p = 1.18  
BED = 1.12 

Mothers with BED were significantly more 
likely than healthy control mothers to cease 

predominant breastfeeding during their 

child’s first six months, but only in 
unadjusted analyses. 

 
 

Waugh 

(1999) 

Continued 

breastfeeding 
until child 1 

year or fully 

weaned 

Interview. N = 10 N = 10 12-48 

months. 

N: 

ED = 6; HC = 10 
χ2 (1) = 5.0, p < .05. 

Data reported not suitable 

for calculating Cohen’s d. 

None of the healthy control mothers 

reported breastfeeding difficulties. All 
healthy control mothers breastfed until their 

child was at least 1 year or fully weaned 

compared to 6 of the mothers with eating 
disorders. 

 

Waugh 
(1999) 

Breastfeeding 
duration 

Interview. N = 10 N = 10 12-48 
months. 

t (18) = 1.53, p = ns. 0.68b For those who breastfed, there was no 
significant difference between mothers with 

eating disorders and healthy control 

mothers in terms of breastfeeding duration. 
 

Wentz 

(2009) 

Average 

duration of 
breastfeeding 

(months) 

Semi-structured interview. N = 27 (57 

offspring) 

N = 31 

(51 
offspring

) 

- Mean (SD): 

MAN = 7.9 (6.0), median: 6.5, range: 0–30; MHC 
= 7.1 (3.4), median: 8.0, range: 0–15 

p = 0.83. 

0.17b Mothers with AN and healthy control 

mothers did not differ significantly in terms 
of breastfeeding duration. 

 

Introduction of solid foods 

 
Hoffman 

(2014) 

Child age at 

which solid 

foods 
introduced 

Toddler diet questionnaire. N = 25 N = 25 6 – 36 

months. 

% (n) at 4 - 6 months: 

ED = 80 (20); HC = 96 (24) 

 
% (n) at 7 months: 

ED = 20 (5); HC = 4 (1) 
 

Fisher’s exact test: p = 0.19, RR (95% CI) = 

0.54 (0.34, 0.88)  

4-6 months: -0.99c 

7 months: 0.99c 

Mothers with eating disorders and healthy 

control mothers did not differ significantly 

in terms of the age at which they introduced 
their offspring to solid foods. There was a 

trend for more offspring of mothers with 
eating disorders to begin solids later than 

seven months.  
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Torgerse

n (2015) 

Introduction of 

solids by 6 
months. 

Self-report. N = 3013 N = 

46,032 

6 months. χ2 = 4.1; df = 4, p = .39 Data reported not suitable 

for calculating Cohen’s d. 

There were no significant differences 

between mothers with eating disorders and 
healthy control mothers in terms of whether 

they had introduced their offspring to solid 

foods by 6 months.  

Schedule feeding 

 

Agras 
(1999) 

Regular 
schedule of 

feeds 

Questionnaire (see Agras et 
al., 1999). 

N = 41 N = 153 Annually 
from age 2 

to age 5 

years. 

 

Mean (SD): 
MED = 0.66 (0.36); MHC = 0.82 (0.26)  

F (1,133) = 8.5, p = .04.  

-0.56b Mothers with eating disorders fed their 
children on a less regular schedule than 

healthy control mothers. 

Duke 

(2004) 

Control of 

eating schedule 

Individual items from Child 

Feeding Questionnaire. 

N = 23 N = 112 7 years. F offspring 

Mean (SD): 
“My child should only be permitted to eat at 

set mealtimes” (agree): 

MED = 3.8 (1.3); MHC = 2.8 (1.5) 
 

“It’s ok for my child to snack and I do not 

worry about it” (disagree): 
MED = 4.0 (1.5); MHC = 4.9 (1.5) 

 

“My child should only be 

permitted to eat at set 
mealtimes” (agree): 0.68b 

“It’s ok for my child to 

snack and I do not worry 
about it” (disagree): -0.60b 

Parents with eating disorders and healthy 

control parents did not differ significantly 
on individual Child Feeding Questionnaire 

items in relation to male offspring. 

However, parents with eating disorders 
were more likely to control their female 

offspring’s eating schedules. 

Evans 
(1995) 

Schedule-
feeding 

Semi-structured interview. N = 10 N = 10 Offspring 
of ED 

parents: M 

= 8.98 
(5.7); 

offspring of 

HC parents: 
M = 7.8 

(5.08). 

 

N schedule-fed: 
ED = 10; HC = 2, p = .001. 

Data reported not suitable 
for calculating Cohen’s d. 

Mothers with eating disorders were 
significantly more likely to schedule-feed 

their children than HC mothers. 

Martini 

(2019) 

Feeding infant 

on a schedule at 

8 weeks 

Infant Feeding 

Questionnaire. 

 
 

N = 28 P-

ED; 25 C-

ED 

N = 46 8 weeks. Median (range): 

P-ED = 2.0 (1-3); C-ED = 2.0 (0.5-3); HC = 

2.0 (1-4). 
 

OR (95% CI): 
P-ED = 0.7 (0.2, 2.5); adjusted (maternal age, 

infant gender, parity, breastfeeding) = 0.8 (0.2, 

3.2), p = ns 
 

C-ED = 1.1 (0.3, 4.8); adjusted (maternal age, 

infant gender, parity, breastfeeding) = 1.1 (0.2, 
5.6), p = ns 

P-ED unadjusted: -0.20d 

P-ED adjusted: -0.12d 

C-ED unadjusted: 0.05d 
C-ED adjusted: 0.05d 

Mothers with current or past eating 

disorders did not differ significantly to 

healthy control mothers in terms of whether 
they were schedule-feeding their offspring 

at 8 weeks. 

Martini 

(2019) 

Feeding infant 

on a schedule at 
6 months 

Infant feeding questionnaire. N = 23 P-

ED; 21 C-
ED 

 

N = 45 6 months. Median (range): 

P-ED = 2.0 (1.5-3.5); C-ED = 2.0 (0.5-3.5); 
HC = 2.0 (0-3.5). 

 

OR (95% CI): 

P-ED unadjusted: 0.00d 

P-ED adjusted: 0.10d    
C-ED unadjusted: 0.32d 

C-ED adjusted: 0.15d   

Mothers with current or past eating 

disorders did not differ significantly to 
healthy control mothers in terms of whether 

they were schedule-feeding their offspring 

at 6 months. 
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P-ED = 1.0 (0.3, 3.3); adjusted (maternal age, 

infant gender, parity, breastfeeding) = 1.2 (0.3, 
4.4), p = ns 

C-ED = 1.8 (0.6, 5.5); adjusted (maternal age, 

infant gender, parity, breastfeeding) = 1.3 (0.3, 
5.1); p = ns 

Restrictive feeding 

 
De Barse 

(2015) 

Restriction Child Feeding Questionnaire.  Total N = 3752 4 years. B (95% CI), adjusted for household income, 

single parenthood and maternal age, 

nationality, educational level, psychiatric 

problems, BMI: 0.04 (−0.07; 0.15), p = ns 

 

Data reported not suitable 

for calculating Cohen’s d. 

There were no significant differences 

between parents with eating disorders and 

healthy control parents in terms of how 

likely they were to use restrictive feeding 

practices with their offspring. 

 
Duke 

(2004) 

Restriction Child Feeding Questionnaire. N = 23 N = 112 7 years. Mean (SD): 

MED = 4.4 (0.9); MHC = 3.6 (1.1) 

 
r: 

ED status as predictor of food restriction: 

All M offspring (n = 72) = 0.09 
All F offspring (n = 63) = 0.25, p < 0.05 

After controlling for child's BMI at birth: r = 

0.24, p = ns; at 4 years, r = 0.24, p = ns; at 7 
years, r = 0.23, p = ns 

 

0.75b Parental eating disorder (along with 

parental hunger and being born outside of 

the USA where the study was conducted), 
predicted restrictive feeding practices for 

female offspring only. Parental eating 

disorder and hunger were no longer 
significant predictors when child BMI was 

controlled for. 

Hoffman 
(2014) 

Feeding style Infant Feeding Style 
Questionnaire. 

N = 25 N = 25 6 – 36 

months. 

Mean (SD) 
Laissez-faire: 

MED=1.84(0.36); MHC=1.89(0.50) 

t (43) =-0.40, p = 0.69 (-0.32, 0.21) 
 

Pressuring feeding style: 

MED=1.78 (0.57); MHC=1.85(0.31) 
t (45) =-0.52, p = 0.61 (-0.34, 0.20) 

 

Restrictive feeding style: 
MED=2.71 (0.46); MHC=2.99 (0.46) 

t (47) =-2.18, p = 0.04 (-0.55, -0.02) 
 

Indulgent feeding style: 

MED=1.27(0.26); MHC=1.18(0.17) 
t (46) = 1.35, p = 0.19 (-0.04, 0.22) 

 

Responsive feeding style: 
MED=4.02(0.33); MHC=4.11(0.43) 

t (46) =-0.74 p = 0.47 (-0.31, 0.14) 

 

Laissez-faire: -0.11b 
Pressuring: -0.15b 

Restrictive: -0.61b 

Indulgent: 0.41b 
Responsive: -0.23b 

Mothers with eating disorders scored lower 
on the restrictive feeding subscale than 

healthy controls. There were no significant 

differences between mothers with eating 
disorders and healthy control mothers in 

relation to laissez-faire, pressuring, 

indulgent or responsive styles. There was 
also a non-significant trend observed for 

mothers with eating disorders to score 

higher scores on the indulgent feeding style 
subscale.  

Lydecker 

(2017) 

Restriction Child Feeding Questionnaire. N = 12 P-

BED; 51 

M-BED 

N = 30 P-

OB; 55 

M-OB; 
61 P-

Approx. 10 

years. 

 

Mean (SD): 

MP-BED = 3.72 (0.80); MM-BED = 3.51 (1.39); 

MP-OB = 3.23 (1.05); MM-OB = 3.30 (1.37); MP-

HW = 3.36 (1.33); MM-HW = 3.37 (1.21) 

F (329) = 0.89, p = .412, np2 = .005 

P-BED compared to P-

HW: 0.29b 

M-BED compared to M-
HW: 0.11b 

There were no significant differences 

between parents with BED, obese, and 

healthy weight parents in relation to 
restrictive feeding practices. 
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HW; 121 

M-HW 
 

 

Reba-

Harrelson 
(2010) 

Restriction Child Feeding Questionnaire. N = 16 AN; 

95 BN; 
598 BED 

11,562 36 months. Mean (SD): 

MAN = 2.13 (0.74); MBN = 2.57 (0.83); MBED = 
2.54 (0.77); MHC = 2.35 (0.77) 

F (5, 9808) = 11.30; R2 = .01, p < .0001 

 
Tukey-Kramer adjusted Mean (SE): 

MAN = 2.10 (0.21); MBN = 2.64 (0.09); MBED = 
2.58 (0.04); MHC = 2.40 (0.02) 

AN: -0.29b 

BN: 0.29b 
BED: 0.25b 

Mothers with BN and mothers with BED 

reported higher levels of restrictive feeding 
than healthy control mothers. There was a 

non-significant trend for mothers with AN 

to report less restrictive feeding than 
healthy control mothers. 

Pressure to eat 

 

De Barse 
(2015) 

Pressure to eat Child Feeding Questionnaire. Total N = 3760 4 years. B (95% CI): 
ED = −0.20 (-0.32, -0.09), p < 0.001. 

 

AN = −0.30 (-0.49; -0.11), p < 0.01. 
BN = −0.15 (-0.31; 0.01), p = ns. 

AN+BN = −0.17 (-0.39; 0.05), p = ns. 

Data reported not suitable 
for calculating Cohen’s d. 

Mothers with eating disorders used less 
pressure to eat than healthy control mothers. 

This was particularly the case for mothers 

with AN. 

Duke 

(2004) 

Pressure to eat Child Feeding Questionnaire. N = 23 N = 112 7 years. Means not reported. 

 

r: 
ED status as predictor of pressure to eat: 

All M offspring (n = 72) = 0.06, p = ns 

All F offspring (n = 63) = 0.00, p = ns 

Data reported not suitable 

for calculating Cohen’s d. 

There were no significant differences 

between parents with eating disorders and 

healthy control parents in relation to 
pressure to eat. 

Lydecker 

(2017) 

Pressure to eat Child Feeding Questionnaire. N = 12 P-

BED; 51 

M-BED 

N = 30 P-

OB; 55 

M-OB; 
61 P-

HW; 121 
M-HW 

 

Approx. 10 

years. 

 

Mean (SD): 

MP-BED = 2.56 (0.75); MM-BED = 2.46 (1.11); 

MP-OB = 2.46 (1.22); MM-OB = 2.23 (1.32); MP-

HW = 2.80 (0.94); MM-HW = 2.46 (1.15) 

F (329) = 1.58, p = .208, np2 = .010 

P-BED compared to P-

HW: -0.26b 

M-BED compared to M-
HW: 0b 

There were no significant differences 

between parents with BED, obese, and 

healthy weight parents in relation to 
pressure to eat. 

 

Reba-
Harrelson 

(2010) 

Pressure to eat Child Feeding Questionnaire. N = 16 AN; 
95 BN; 

597 BED 

N = 
11,547 

36 months. Mean (SD): 
AN = 2.44 (0.93); BN = 2.55 (0.99); BED = 

2.57 (0.97); HC = 2.47 (0.89) 

F (5, 9808) = 11.30; R2 = .01, p < .0001 
 

Tukey-Kramer adjusted Means (SE): 

MAN = 2.33 (0.24); MBN = 2.55 (0.10); M-BED 
= 2.53 (0.04); MHC = 2.47 (0.02) 

F (5, 9793) = 1.04, R2 = .03, p = ns 

AN: -0.03b 
BN: 0.09b 

BED: 0.11b 

Mothers with eating disorders and healthy 
control mothers did not differ significantly 

in relation to pressure to eat. Mothers with 

AN reported less pressured feeding 
behaviour than mothers with BN, BED and 

healthy control mothers, though this 

difference was not statistically significant. 

Monitoring 

 
De Barse 

(2015) 

Monitoring Child Feeding Questionnaire. Total N = 3753 

 

4 years. B (95% CI): 

0.09 (−0.01, 0.20), p = ns 

Data reported not suitable 

for calculating Cohen’s d. 

There were no significant differences 

between parents with eating disorders and 

healthy control parents in relation to 
monitoring. 
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Lydecker 

(2017) 

Monitoring Child Feeding Questionnaire. N = 12 P-

BED; 51 
M-BED 

N = 30 P-

OB; 55 
M-OB; 

61 P-

HW; 121 
M-HW 

Approx. 10 

years. 

 

Mean (SD): 

MP-BED = 3.44 (1.10); MM-BED = 3.48 (1.14); MP-

OB = 3.01 (1.24); MM-OB = 3.32 (1.15); MP-HW = 

3.05 (1.24); MM-HW = 3.24 (1.15) 

F (329) = 1.57, p = 0.210, np2 = .010 

P-BED compared to P-

HW: 0.32b 
M-BED compared to M-

HW: 0.21b 

There were no significant differences 

between parents with BED, obese, and 
healthy weight parents in relation to 

monitoring. 

Perceived responsibility 

 
Lydecker 

(2017) 

Perceived 

responsibility 

Child Feeding Questionnaire. N = 12 P-

BED; 51 

M-BED 

N = 30 P-

OB; 55 

M-OB; 

61 P-

HW; 121 

M-HW 

Approx. 10 

years. 

 

Mean (SD): 

MP-BED = 4.42(0.74); MM-BED = 4.20(0.83); MP-

OB = 3.29(0.90); MM-OB = 4.13(0.72); MP-HW = 

3.66 (0.94); MM-HW = 4.16 (0.88) 

F (329) = 3.69, p = 0.026, np2 = .022 

P-BED compared to P-

HW: 0.83b 

M-BED compared to M-

HW: 0.05b 

Parents with BED reported perceptions of 

greater feeding responsibility than obese 

parents 

Using food for non-nutritive purposes 

 

Agras 
(1999) 

Using food for 
non-nutritive 

purposes 

Questionnaire. N = 41 N = 153 Annually 

from age 2 

to age 5 

years. 

Mean (SD): 
MED = 25.2 (12.6); MHC = 20.2 (12.2) 

F (1, 134) = 6.25, p = .01 

0.41b Mothers with eating disorders reported 
more use of food for non-nutritive purposes 

than healthy control mothers. 

Martini 

(2019) 

Using food to 

calm infant's 

fussiness 

Infant feeding questionnaire. N = 23 P-

ED; 21 

C-ED 

 

N = 45 8 weeks. Mean (SD): 

MP-ED = 2.0 (1.0); MC-ED = 2.0 (1.0); MHC = 2.1 

(1.0) 

B (95% CI): 

P-ED = -0.1(-0.6, 0.4); adjusted (maternal age, 

parity, breastfeeding, and infant sex) = -0.1 (-
0.6, 0.5) 

 

C-ED = -0.1(-0.7, 0.4); adjusted = -0.1 (-0.7, 
0.5) 

P-ED: -0.1b 

C-ED: -0.1b 

There were no significant differences 

between mothers with past or current eating 

disorders and healthy control mothers in 

relation to their use of food to calm their 

child’s ‘fussiness’ at 8 weeks. 

Martini 

(2019) 

Using food to 

calm infant's 
fussiness 

Infant feeding questionnaire. N = 28 P-

ED; 25 
C-ED 

 

N = 46 6 months. Mean (SD): 

MP-ED = 1.8 (1.0); MC-ED = 1.4 (1.0); MHC = 1.6 
(1.2) 

B (95% CI): 

P-ED = 0.2 (-0.4, 0.8); adjusted (maternal age, 
parity, breastfeeding, and infant sex) = 0.1 (-

0.4, 0.7) 

 
C-ED = -0.2 (-0.8, 0.4); adjusted = -0.2 (-0.8, 

0.4) 

P-ED: 0.18b 

C-ED: -0.18b 

There were no significant differences 

between mothers with past or current eating 
disorders and healthy control mothers in 

relation to the use of food to calm their 

child’s ‘fussiness’ at 6 months. 

Body image and body dissatisfaction 
 

Evans 

(1995) 

Maternal 

perception of 
their children’s 

current body 

size 

Child figure drawings, 

extended by Evans and le 
Grange (1995) to include 

toddler figure drawings. 

N = 10 N = 10 Offspring 

of ED 
parents: M 

= 8.98 

(5.7); 
offspring of 

HC parents: 

Mean (SD): 

MED = 3.65 (1.0); MHC = 3.79 (0.9) 

-0.15b Mothers with eating disorders and healthy 

control mothers did not differ in their 
perceptions of their children’s body sizes. 
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M = 7.8 

(5.08). 
 

Evans 

(1995) 

Maternal 

misperception 
of child’s 

current body 

size 

Child figure drawings, 

extended by Evans and le 
Grange (1995) to include 

toddler figure drawings. 

N = 10 N = 10 Offspring 

of ED 
parents: M 

= 8.98 

(5.7); 
offspring of 

HC parents: 
M = 7.8 

(5.08). 

 

N: 

ED = 11 of 18 offspring; HC = 7 of 20 
offspring 

 

0.31c Mothers with eating disorders and healthy 

controls tended to misperceive (both over- 
and under-estimate) their children’s size. 

Mothers with eating disorders tended to 

misperceive their children’s size to a greater 
extent, but this was not statistically 

significant. 
 

Evans 

(1995) 

Maternal ideal 

child body size 

Child figure drawings, 

extended by Evans and le 

Grange (1995) to include 
toddler figure drawings. 

N = 10 N = 10 Offspring 

of ED 

parents: M 
= 8.98 

(5.7); 

offspring of 
HC parents: 

M = 7.8 

(5.08). 
 

Mean (SD): 

MED = 3.44 (0.8); MHC = 3.62 (0.6) 

-0.25b Mothers with eating disorders and healthy 

control mothers did not differ in relation to 

their reported ideal child’s body size. 

Evans 

(1995) 

Maternal 

satisfaction with 

child’s current 

body size 

Child figure drawings, 

extended by Evans and le 

Grange (1995) to include 

toddler figure drawings. 

N = 10 N = 10 Offspring 

of ED 

parents: M 

= 8.98 

(5.7); 
offspring of 

HC parents: 

M = 7.8 
(5.08). 

 

Mean (SD): 

MED = 0.21 (0.8); MHC = 0.17 (0.6) 

0.06b Mothers with eating disorders and healthy 

control mothers did not differ in terms of 

their satisfaction with their children’s 

current body size. 

Stein 
(1996) 

Accuracy of 
maternal 

perception of 

infant body 
shape 

Perception of Body Shape 
Schemata. 

N = 34 N = 39 
DEP; 61 

HC 

12-14 
months. 

Spearman’s rank correlation: 
ED = 0.52, p < 0.01 

DEP = -0.11 

HC = 0.01 
F (2,131) = 4.91, p < 0.01. 

 

0.47e Mothers with eating disorders perceived 
their child’s shape accurately, whilst 

mothers with depression and healthy control 

mothers did not. 

Stein 
(1996) 

Maternal 
selection of 

preferred infant 

shape 

Perception of Body Shape 
Schemata. 

N = 34 N = 39 
DEP; 61 

HC 

12-14 
months. 

Data not reported. Not calculated (data not 
reported). 

There were no significant differences 
between mothers with eating disorders, 

depression and healthy control mothers in 

relation to preferred infant body shape. For 
mothers with eating disorders, severity of 

eating disorder psychopathology was 

associated with preference for a thinner 
baby. 

 

Stein 
(1996) 

Maternal 
dissatisfaction 

Perception of Body Shape 
Schemata. 

N = 34 N = 39 
DEP; 61 

HC 

12-14 
months. 

F (2,131) = 0.51, p = ns 
 

Proportion dissatisfied: 

0.19c There were no significant differences 
between mothers with eating disorders, 

depression and healthy control mothers in 
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with infant 

shape 

N (%) 

ED = 6 (17.6%); DEP = 6 (15%); HC = 8 
(13.1%) 

χ2= 0.44, df = 2, p = ns 

 

terms of levels of dissatisfaction with their 

infant’s shape. 

Waugh 

(1999) 

Maternal rating 

of child’s 

attractiveness 

Questionnaire (see Waugh & 

Bulik, 1999). 

N = 10 N = 10 12-48 

months. 

χ2 (2) = 0.9, p = ns Data reported not suitable 

for calculating Cohen’s d. 

Mothers with eating disorders and healthy 

control mothers all rated their child’s 

physical attractiveness as average or 
greater. 

 
Waugh 

(1999) 

Maternal report 

of importance 

of child’s 
attractiveness 

Questionnaire (see Waugh & 

Bulik, 1999). 

N = 10 N = 10 12-48 

months. 

Data not reported. Not calculated (data not 

reported). 

There were no differences between mothers 

with eating disorders and healthy control 

mothers in terms of reported importance of 
the physical appearance of their offspring. 

 

Waugh 
(1999) 

Maternal 
attempts to 

change child’s 

appearance 

Questionnaire (see Waugh & 
Bulik, 1999). 

N = 10 N = 10 12-48 
months. 

N ‘yes’: 
ED = 2; HC = 0 

Data reported not suitable 
for calculating Cohen’s d. 

None of the healthy control mothers 
reported having atempted to change their 

children’s appearance, compared to two 

mothers with eating disorders. 
 

Waugh 

(1999) 

Maternal 

perception of 
current child 

body 

Toddler figure drawings, 

based on those developed by 
Evans and le Grange (1995).  

N = 10 N = 10 12-48 

months. 

χ2(3) = 6.0, p = ns Data reported not suitable 

for calculating Cohen’s d. 

Mothers with eating disorders and healthy 

control mothers did not differ significantly 
in relation to the current child body figure 

they selected. 

 

Waugh 

(1999) 

Maternal ideal 

child body 

Toddler figure drawings, 

based on those developed by 

Evans and le Grange (1995).  

N = 10 N = 10 12-48 

months. 

χ2(3) = 3.1, p = ns Data reported not suitable 

for calculating Cohen’s d. 

Mothers with eating disorders and healthy 

control mothers did not differ significantly 

in relation to the ideal child body figure 
they selected. One mother with an eating 

disorder selected a slightly thinner figure to 

that selected to represent the current figure 
of their child. 

Weight concern 

 

Agras 
(1999) 

Concern about 
child’s weight 

Questionnaire (see Agras et 
al., 1999). 

N = 14 F 
offspring 

and 28 M 
offspring 

N = 76 F 
offspring 

and 77 M 
offspring  

 

Annually 
from 2 to 5 

years. 

Mean (SD): 
M offspring: 

MED = 40.5 (12.6); MHC = 55.6 (13.5). 
F offspring: 

MED = 42.1 (12.1); MHC = 41.3 (14.8) 

 
ED status x offspring sex: F (1,134) = 12.0, p = 

.001 

 

M offspring: -1.14b 
F offspring: 0.06b 

Mothers with eating disorders reported 
significantly higher concern for their female 

offspring’s weight than healthy control 
mothers. Offspring BMI did not differ 

between groups. 

Lydecker 

(2017) 

Concern about 

child weight 

Child Feeding Questionnaire. N = 12 P-

BED; 51 

M-BED 

N = 30 P-

OB; 55 

M-OB; 
61 P-

HW; 121 

M-HW 

Approx. 10 

years. 

 

Mean (SD): 

MP-BED = 2.58 (1.75); MM-BED = 2.08 (1.29); 

MP-OB = 1.52 (0.77); MM-OB = 1.72 (10.2); MP-

HW = 1.64 (1.07); MM-HW = 1.55 (0.98) 

F (329) = 7.32, p = .001, np2 = .043 

 

BED compared to OB: p = .010 

BED compared to HW: p = .001 

P-BED compared to P-

HW: 0.78b 

M-BED compared to M-
HW: 0.49b 

Parents with BED reported greater concern 

about their child’s weight than obese and 

healthy weight parents. 
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Martini 

(2019) 

Maternal 

concern about 
infant 

undereating or 

becoming 
underweight at 

8 weeks 

Infant Feeding 

Questionnaire. 

N = 27 P-

ED; 25 C-
ED 

N = 44 8 weeks. Median (range): 

P-ED = 1.0 (0-2.8); C-ED = 1.0 (0-4); HC = 
0.5 (0-2) 

OR (95%CI) 

P-ED = 2.3 (0.8, 6.7); adjusted (maternal age, 
parity, breastfeeding, and infant sex) =2.2 (0.7, 

6.9) 

C-ED = 1.2 (0.4, 4.0); adjusted (maternal age, 
parity, breastfeeding, and infant sex) = 1.1 

(0.3, 4.2) 

 

P-ED unadjusted: 0.46d 

P-ED adjusted: 0.44d 
C-ED unadjusted: 0.10d 

C-ED adjusted: 0.05d 

Mothers with current or past eating 

disorders did not differ significantly to 
healthy control mothers in relation to 

having high concern about their infant 

undereating or becoming underweight at 8 
weeks. 

 

Martini 

(2019) 

Maternal 

concern about 

infant 
undereating or 

becoming 

underweight at 
6 months 

Infant Feeding 

Questionnaire. 

N = 23 P-

ED; 21= C-

ED 

N = 45 6 months. Median (range): 

P-ED = 0.8 (0.3 – 2.0); C-ED = 1.0 (0-3.3); HC 

= 0.5 (0-2.8) 
OR (95% CI) 

P-ED = 1.4(0.4, 4.6); adjusted (maternal age, 

parity, breastfeeding, and infant sex) =1.1(0.3, 
4.3) 

C-ED = 3.0(1.0, 9.3); adjusted (maternal age, 

parity, breastfeeding, and infant sex) =2.4(0.5, 
8.6) 

 

P-ED unadjusted: 0.19d 

P-ED adjusted: 0.05d 

C-ED unadjusted: 0.61d 
C-ED adjusted: 0.48d 

Mothers with current or past eating 

disorders did not differ significantly to 

healthy control mothers in relation to high 
concern about their infant undereating or 

becoming underweight at 6 months. 

 

Martini 

(2019) 

High concern 

about infant 

overeating or 

becoming 
overweight at 8 

weeks 

Infant Feeding 

Questionnaire. 

N = 28 P-

ED; 25 C-

ED 

 

N = 46 8 weeks. Median (range): 

P-ED = 0.5 (0 – 2.7); C-ED = 0.0 (0-2.0); HC 

= 0.0 (0-2) 

OR (95%CI) 
P-ED = 4.1(1.5, 11.6) p > 0.01; adjusted 

(maternal age, parity, breastfeeding, and infant 

sex) =3.2(1.1, 10.0) p < 0.05 
C-ED = 1.9(0.6, 5.9); adjusted (maternal age, 

parity, breastfeeding, and infant sex) =3.3(0.9, 

11.8)  
 

P-ED unadjusted: 0.78d 

P-ED adjusted: 0.64d 

C-ED unadjusted: 0.35d 

C-ED adjusted: 0.66d 

Mothers with past eating disorders had 

increased odds compared to healthy control 

mothers of reporting high concern about 

their infant overeating or becoming 
overweight at 8 weeks. Weights were 

similar for children of mothers who did and 

did not report high concern. 

Martini 

(2019) 

High concern 

about infant 
overeating or 

becoming 

overweight at 6 
months 

Infant Feeding 

Questionnaire. 

N = 23 P-

ED; 21= C-
ED 

N = 45 6 months. Median (range): 

P-ED = 0.3 (0 – 2) p < 0.01; C-ED = 0.7 (0-2); 
HC = 0.0 (0-2) 

OR (95% CI) 

P-ED = 3.5(1.1, 11.2) p < 0.05; adjusted 
(maternal age, parity, breastfeeding, and infant 

sex) =4.3 (1.1, 16.8) p < 0.05 

C-ED = 7.2(2.2, 23.6) p < 0.01; adjusted 
(maternal age, parity, breastfeeding, and infant 

sex) =8.1(2.2, 27.7) p < 0.01 

 

P-ED unadjusted: 0.69d 

P-ED adjusted: 0.80d 
C-ED unadjusted: 1.09d 

C-ED adjusted: 1.15d 

Mothers with past and current eating 

disorders had increased odds compared to 
healthy control mothers of reporting high 

concern about their infant overeating or 

becoming overweight at 6 months. Weights 
were similar for children of mothers who 

did and did not report high concern. 

Wentz 

(2009) 

Maternal 

concern about 

child's weight 

Semi-structured interview. N = 27 (57 

offspring) 

N = 31 

(51 

offspring
) 

- N: 

ED = 5; HC = 0, p = 0.02. 

Data reported not suitable 

for calculating Cohen’s d. 

Great concern about their child’s weight 

was significantly more common among 

mothers with AN compared to healthy 
control mothers. 3 mothers with AN 

reported concern about their male offspring 
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being underweight, and 2 about their female 

offspring being overweight. 

Modelling of eating behaviours 

 

Martini 
(2019) 

Verbal 
modelling at 1 

year 

Parental Modelling of Eating 
Behaviours Scale. 

N = 18 P-
ED; 13 C-

ED 

N = 30 1 year. Mean (SD): 
MP-ED = 3.7 (1.1); MC-ED = 3.5 (1.4); MHC = 3.9 

(1.1) 

b (95%CI): 
ED = -0.2 (-0.9,0.4); adjusted (maternal age, 

education, parity and infant sex) = -0.1 (-0.7, 

0.5), p = ns 

 

P-ED: -0.18b 
C-ED: -0.33b 

There was no significant difference between 
mothers with and without eating disorders 

in relation to verbal modelling of eating 

behaviours at 1 year. 

Martini 

(2019) 

Verbal 

modelling at 2 
years  

Parental Modelling of Eating 

Behaviours Scale. 

N = 21 P-

ED; 11 C-
ED 

N = 37 2 years. Median (range): 

P-ED = 3.8 (1.7-6.5); C-ED = 3.7 (1-4.7); HC 
= 4.2 (1-6) 

OR (95% CI): 

ED = 0.5 (0.2,1.5); adjusted (maternal age, 
education, parity, and infant sex) = 0.7 (0.2, 

2.0), p = ns 

 

Unadjusted: -0.38d 

Adjusted: -0.20d 

There was no significant difference between 

mothers with and without eating disorders 
in relation to verbal modelling of eating 

behaviours at 2 years. 

Martini 

(2019) 

Unintentional 

modelling at 1 

year 

Parental Modelling of Eating 

Behaviours Scale. 

N = 18 P-

ED; 13 C-

ED 

N = 30 1 year. Median (range): 

P-ED = 2.7 (1-5.7); C-ED = 2.0 (1-4); HC = 

3.0 (1-7)  
OR (95% CI): 

ED = 0.8 (-0.3, 2.5); adjusted (maternal age, 

education, parity, and infant sex) = 1.3 (-0.3, 
5.2) 

 

Unadjusted: -0.12d 

Adjusted: 0.15d 

There was no significant difference between 

mothers with and without eating disorders 

in relation to unintentional modelling of 
eating behaviours at 1 year. 

Martini 
(2019) 

Unintentional 
modelling at 2 

years 

Parental Modelling of Eating 
Behaviours Scale. 

N = 21 P-
ED; 11 C-

ED 

N = 37 2 years. Median (range): 
P-ED = 2.3 (1.3-5); C-ED = 2.3 (1-5.3; HC = 

3.3 (1-5) 

OR (95% CI): 
ED = 0.4 (1.1,1.2); adjusted (age, education, 

parity, and infant sex) = 0.4 (0.1,0.8) 

p < 0.05 
 

Unadjusted: -0.51d 
Adjusted: -0.51d 

There was a significant association between 
being a mother with an eating disorder and 

lower odds of high unintentional modelling 

scores at 2 years. 

Martini 
(2019) 

Behavioural 
modelling at 1 

year 

Parental Modelling of Eating 
Behaviours Scale. 

N = 18 P-
ED; 13 C-

ED 

N = 30 1 year. Mean (SD): 
MP-ED = 5.2 (0.9); MC-ED = 5.0 (1.2); MHC = 5.3 

(0.9) 

b (95% CI): 
ED = -0.1 (-0.6, 0.4); adjusted (age, education, 

parity, and infant sex) = -0.1 (-0.6, 0.4) 

 

P-ED: -0.11b 
C-ED: -0.30b 

There was no significant difference between 
mothers with and without eating disorder in 

relation to behavioural modelling of eating 

behaviours at 1 year. 

Martini 

(2019) 

Behavioural 

modelling at 2 

years  

Parental Modelling of Eating 

Behaviours Scale. 

N = 21 P-

ED; 11 C-

ED 

N = 37 2 years. Mean (SD): 

MP-ED = 5.2 (1.4); MC-ED = 5.3 (1.0); MHC = 5.2 

(1.1) 
b (95% CI): 

ED = 0.1 (-0.5, 0.7); adjusted (age, education, 

infant gender and parity) = 0.2 (-0.4, 0.8) 

P-ED: 0b 

C-ED: 0.09b 

There was no significant difference between 

mothers with and without eating disorders 

in relation to behavioural modelling of 
eating behaviours at 2 years. 

Dietary intake 
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Easter 

(2013) 

Nutrient content Estimated from Food 

Frequency Questionnaires. 

N = 140 

AN; 175  
BN; 71 

AN+BN 

N = 9037 3, 4, 7 and 

9 years. 

Data presented only for significant results. For 

full nutrient content data, see Easter et al., 
(2013).  

Coefficient (95% CI): 

Log energy (kj) 3-9 years 
AN = -0.011 (-0.070, 0.048), p = .718; adjusted 

(total energy intake, maternal age, education, 

ethnicity, household income, parity, offspring 
sex) = -0.006 (-0.065, 0.053), p = .834 

BN = -0.044 (-0.095, 0.008) p = 0.96; adjusted 
= -0.044 (-0.095, 0.007), p = .092. 

AN+BN = 0.075 (-0.006, 0.156), p = .069; 

adjusted = 0.083 (0.004, 0.163), p = .040 
Time X BN = 0.008 (0.0002, 0.016), p = .044; 

adjusted = 0.009 (0.001, 0.017), p = .037.  

 
Log fat (g) 3-9 years 

AN = 0.002 (-0.023, 0.028), p = .856; adjusted 

= 0.003 (-0.009, 0.016), p = .592 
BN = -0.007 (-0.030, 0.017), p = .568; adjusted 

= -0.015 (-0.027, -0.003), p = .013 

AN+BN = -0.018 (-0.053, 0.016), p = .285; 
adjusted = -.0013 (-0.031, 0.006), p = .170. 

 

Log carbohydrates (g) 3-9 years 

AN = -0.005 (-0.024, 0.014), p = .613; adjusted 

= -0.002 (-0.011, 0.007), p = .676 

BN = 0.005 (-0.012, 0.022), p = .579; adjusted 
= 0.009 (0.0009, 0.018), p = .031 

AN+BN = 0.008 (-0.017, 0.034), p = .519; 

adjusted = 0.010 (-0.003, 0.023); p = .137 
 

Log starch (g) 3-9 years 

AN = -0.0002 (-0.042, 0.042), p = .992; 
adjusted = -0.006 (-0.028, 0.016), p = .609 

BN = 0.034 (-0.002, 0.071), p = .067; adjusted 

= 0.026 (0.008, 0.045), p = .006. 
AN+BN = -0.010 (-0.064, 0.043), p = .707; 

adjusted = 0.018 (-0.009, 0.05), p = .197 

 

Data reported not suitable 

for calculating Cohen’s d. 

Although there were no statistically 

significant between group differences in 
unadjusted analyses, after adjustment for 

confounding variables children of mothers 

with AN+BN had a higher energy intake 
than children of healthy control mothers. 

Compared to the children of healthy control 

mothers, children of mothers with BN had a 
higher carbohydrate and starch intake, and 

lower fat intake. For the children of mothers 
with BN, energy intake increased over time, 

compared with the children of healthy 

control mothers. 

Nguyen 

(2017) 

Infant diet 

quality score 

Semi-quantitative 211-item 

Food Frequency 

Questionnaires. 

N = 266 N = 4558 Median = 

12.9 (IQR: 

12.7 – 14.0) 
months. 

B (95% CI) = 0.13 (0.00; 0.25) p < 0.05; 

adjusted (maternal age, ethnicity, education, 

BMI, household income) = 0.13 (0.01; 0.26) p 
< 0.05; further adjusted for maternal 

psychiatric symptoms = 0.15 (0.02; 0.27) p < 

0.05 
 

Data reported not suitable 

for calculating Cohen’s d. 

Children of mothers with eating disorders 

had a higher diet quality score than children 

of healthy control mothers. When analyses 
were restricted to Dutch participants, the 

association between maternal eating 

disorders and child diet quality became non-
significant. 

 

Waugh 
(1999) 

Recommended 
Daily Intake 

(RDI) 

3-day food diary completed 
by mother. RDI calculated 

using Diet Cruncher. 

N = 10 N = 10 12-48 
months. 

Data presented only for significant results. For 
full data see Waugh and Bulik, (1999). 

Sodium (mg): 

Sodium: -1.00b 
Thiamine: -1.26b 

Children of healthy control mothers 
consumed significantly more sodium and 
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MED = 1,364.4 (629.0); MHC = 1,908.0 (442.3) 

t = 2.2, p = .05 
 

Thiamine (mg): 

MED = 0.7 (0.1); MHC = 0.9 (0.2) 
t = 2.6, p = .05 

thiamine than children of mothers with 

eating disorders. 

General diet type 

 
Easter 

(2013) 

Health 

conscious/veget

arian dietary 

pattern 

Food Frequency 

Questionnaires. 

N = 140 

AN; 175  

BN; 71 

AN+BN 

N = 9037 3, 4, 7 and 

9 years. 

Health-conscious dietary pattern 

Coefficient (95% CI): 

AN = 0.293, (0.153, 0.434), p <.001; adjusted 

(maternal age, education, ethnicity, household 

income, parity, and offspring sex) = 0.355, 

(0.162, 0.547), p < .001. 
 

BN: = 0.323, (0.196, 0.450), p <.001; adjusted 

(maternal age, education, ethnicity, household 
income, parity, and offspring sex) = 0.209, 

(0.044, 0.373), p = .013. 

 
AN+BN: = 0.439, (0.244, 0.635), p <.001; 

adjusted (maternal age, education, ethnicity, 

household income, parity, and offspring sex) 
=0.131, (-0.131, 0.395), p = .326. 

 

Time: = -0.003 (0.08, -0.0001), p = .063; 
adjusted = -0.003 (-0.007, 0.0003), p = .072. 

 

Sex: = -0.003 (-0.0001, 0.063) p = .086; 
adjusted = -0.052 (-0.084, -0.019) p = .002. 

 

Male x AN: = -0.03 (0.01, 0.07) p = .051; 
adjusted = -0.298 (-0.558, -0.037) p = .025 

 

Male x BN: = 0.04 (0.01, 0.10) p = .001; 
adjusted = 0.147 (-0.100, 0.395) p = .242. 

 
Male x AN+BN: = 0.06 (-0.001, -0.05) p = 

.005; adjusted = 0.398 (0.033, 0.762) p = .033. 

 

Data reported not suitable 

for calculating Cohen’s d. 

Children of mothers with eating disorders 

ate more “health conscious/vegetarian” 

diets than those of healthy control mothers, 

at all data collection points. After 

adjustment for covariates, differences 

remained significant for children of mothers 
with AN and mothers with BN. Male 

offspring of mothers with AN were less 

likely to follow this dietary pattern than 
female offspring, while male offspring of 

mothers with AN+BN were more likely to 

follow this diet compared with female 
offspring. 

Easter 

(2013) 

Traditional 

dietary pattern 

Food Frequency 

Questionnaires. 

N = 140 

AN; 175  

BN; 71 
AN+BN 

N = 9037 3, 4, 7 and 

9 years. 

Coefficient (95% CI): 

AN = -0.217, (-0.433, -0.001), p = .052; 

adjusted = -0.241, (-0.463, -0.018), p = .031 
 

BN = -0.350, (-0.456, 0.154), p < .001.; 

adjusted = -0.372, (-0.560, -0.184), p < .001 
 

AN+BN = -0.329, (-0.626, -0.034), p = .026; 

adjusted = -0.279, (-0.592, 0.032), p = .071 
 

Data reported not suitable 

for calculating Cohen’s d. 

Children of mothers with eating disorders 

ate less of the “traditional” dietary pattern 

compared to children of controls, at all data 
collection points. After adjustment for 

covariates, differences remained significant 

for the children of mothers with AN and of 
mothers with BN, and a trend persisted for 

the children of mothers with AN+BN. For 

children of mothers with eating disorders, 
“traditional” diet scores increased from 3 to 

9 years, in contrast to the children of 
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Time = -0.002 (-0.006, 0.001), p = .147; 

adjusted = -0.005 (-0.008, -0.001), p = .009. 
 

Time x AN = 0.028 (-0.003, 0.060) p = .081; 

adjusted = 0.034 (0.003, 0.066) p = .035. 
 

Time x BN = 0.044 (0.015, 0.073), p = .003; 

adjusted = 0.049 (0.024, 0.074) p <.001 
 

Time x AN+BN = 0.061 (0.019, 0.104) p = 
.005; adjusted = 0.048 (0.003, 0.092) p = .033 

 

healthy control mothers whose scores 

decreased over time. 

Easter 
(2013) 

Processed 
dietary pattern 

Food Frequency 
Questionnaires. 

N = 140 
AN; 175  

BN; 71 

AN+BN 

N = 9037 3, 4, 7 and 
9 years. 

Coefficient (95% CI): 
AN = -0.044, (-0.187, 0.098), p = .539; 

adjusted = 0.012, (-0.122, 0.145), p = .86. 

 
BN = -0.089, (-0.217, 0.037), p = .165; 

adjusted = -0.074, (-0.194, 0.046), p = .22. 

 
AN+BN = -0.048, (-0.246, 0.149), p = .634; 

adjusted = 0.047, (-0.143, 0.237), p = .62. 

 
Time = 0.007 (0.010, 0.003), p < .001; adjusted 

= 0.012 (0.018, 0.005), p < .001 

Data reported not suitable 
for calculating Cohen’s d. 

Children of mothers with eating disorders 
did not differ significantly from children of 

healthy control mothers in relation to scores 

on the “processed” dietary pattern. 

Hoffman 

(2014) 

Restrictive 

special 

approaches to 

feeding 

Toddler diet questionnaire. N = 25 N = 25 6 – 36 

months. 

N (%): 

Any special approach 

ED=22 (88); HC=15 (60) 

Fisher’s exact test: p = 0.05, RR (95% CI) 
=2.58, (0.92-7.20) 

 

Specific special approach – low processed 
ED = 15 (60); HC=9 (36) 

Fisher’s exact test: p = 0.16, RR (95% CI) 

=1.62, (0.92-2.89) 
 

Specific special approach – organic only 

ED = 8 (32); HC= 5 (20) 
Fisher’s exact test: p = 0.52, RR (95% CI) 

=1.34, (0.77-2.33) 

 
Specific special approach – no added sugar 

ED=9 (36); HC=8 (32) 

Fisher’s exact test: p = 0.99, RR (95% CI) = 
1.09, (0.62-1.93) 

 

Specific special approach – no animal products 
ED=1 (4); HC=1 (4) 

Fisher’s exact test: p = 0.99, RR (95% CI) 

=1.00, (0.24-4.11) 
 

Specific special approach – gluten free 

Any special approach:  
0.87c 

Low processed: 0.54c 

Organic only:  0.35c 
No added sugar: 0.10c 

No animal products: 0c 

Gluten free: Data reported 
not suitable for calculating 

Cohen’s d. 

Lactose free: N/A 
Low fat: Data reported not 

suitable for calculating 

Cohen’s d. 
Low carb: N/A 

Other special approach: 0c 

Mothers with eating disorders were more 

likely to report a special feeding approach 

than healthy control mothers. The special 

feeding approach most commonly reported 
was limiting the amount of processed food. 

There were no significant differences 

between mothers with eating disorders and 
healthy control mothers in relation to the 

percentage who reported feeding organic 

only, no added sugar, gluten-free, lactose-
free, low fat, low carbohydrate, or vegan 

foods. 
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ED=0; HC=1 (4) 

Fisher’s exact test: p = 0.99 
 

Specific special approach – lactose free 

ED=0; HC=0 
 

Specific special approach – low fat 

ED=0; HC = 1 (4) 
Fisher’s exact test: p = 0.99 

 
Specific special approach – low carb 

ED = 0; HC = 0 

 
Specific special approach – other 

ED = 6 (24); HC = 6 (24) 

Fisher’s exact test: p = 0.99, RR (95% CI) 
=1.00 (0.52, 1.91) 

 

Torgerse
n (2015) 

Associations 
between 

maternal ED 

and homemade 
vegetarian 

infant diet 

Questionnaire (see Torgersen 
et al., 2015). 

N = 44 AN; 
436 BN; 

2475 BED; 

58 
EDNOS-p 

 

N = 
46,032 

6 months. OR (95% CI): 
AN = 1.31, (0.43, 3.97); adjusted (maternal 

age, education, breastfeeding at 6 months, 

colic, milk allergies) =2.08, (0.62, 6.95) 
 

BN = 0.67 (0.36, 1.24); adjusted = 0.82 (0.45, 

1.50) 

 

EDNOS-p: Not estimated 

 
BED: = 0.77 (0.60-0.99); adjusted = 0.88 

(0.68, 1.14) 

 

AN unadjusted: 0.15d 
AN adjusted: 0.40d 

BN unadjusted: -0.22d 

BN adjusted: -0.11d 
BED unadjusted: -0.14d 

BED adjusted: -0.07d 

Using commercial jarred baby food as the 
referent, infants of mothers with BN had 

significantly lower odds of eating a 

“homemade traditional” diet compared to 
infants of healthy control mothers, and this 

effect persisted after controlling for 

covariates. Children of mothers with BED 

were less likely to eat a “homemade 

vegetarian” diet than commercial food 

compared with children of healthy control 
mothers. However, this finding became 

non-significant when covariates were 

controlled for. There were no significant 
associations between being a child of a 

mother with AN or EDNOS-p and any of 

the dietary classes. 

Torgerse

n (2015) 

Associations 

between 

maternal ED 
and homemade 

traditional 

infant diet 

Questionnaire. N = 44 AN; 

436 BN; 

2475 BED; 
58 

EDNOS-p 

 

N = 

46,032 

6 months. OR (95% CI): 

AN: Not estimated 

 
BN = 0.58 (0.35, 0.96); adjusted (maternal age, 

education, breastfeeding at 6 months, colic, 

milk allergies) = 0.60 (0.36, 0.99) 
 

EDNOS-p = 0.56, (0.14, 2.31); adjusted = 

0.63, (0.15, 2.773.35) 
 

BED = 0.94 (0.78, 1.13); adjusted = 0.96, 

(0.80, 1.16) 
 

BN unadjusted: -0.30d 

BN adjusted: -0.28d 

EDNOS-p unadjusted: -
0.32d 

EDNOS-p adjusted: -0.26d 

BED unadjusted: -0.03d 
BED adjusted: -0.02d 

Torgerse

n (2015) 

Associations 

between 
maternal ED 

and high variety 

food infant diet 

Questionnaire. N = 44 AN; 

436 BN; 
2475 BED; 

58 

EDNOS-p 
 

N = 

46,032 

6 months. OR (95% CI): 

AN = 1.12 (0.44, 2.88); adjusted (maternal age, 
education, breastfeeding at 6 months, colic, 

milk allergies) =1.230.83 (0.49, 3.112.62) 

 
BN = 0.98 (0.68, 1.40); adjusted = 0.95 (0.66, 

1.384) 

AN unadjusted: 0.06d 

AN adjusted: 0.11d 
BN unadjusted: -0.01d 

BN adjusted: -0.03d 

EDNOS-p unadjusted: 
0.22d 

EDNOS-p adjusted: 0.20d 
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EDNOS-p = 1.50 (0.68, 3.32); adjusted =1.43, 
(0.63, 3.244.11) 

 

BED = 1.00 (0.85, 1.18); adjusted = 1.000.97 
(0.85, 1.18) 

 

BED unadjusted: 0d 

BED adjusted: 0d 

Torgerse
n (2015) 

Associations 
between 

maternal ED 
and commercial 

infant cereal 

Questionnaire. N = 44 AN; 
436 BN; 

2475 BED; 
58 

EDNOS-p 

 

N = 
46,032 

6 months. OR (95% CI): 
AN = 0.55 (0.23, 1.31); adjusted (maternal age, 

education, breastfeeding at 6 months, colic, 
milk allergies) = 0.79 (0.32, 1.97) 

 

BN = 0.73 (0.57, 9.41); adjusted = 0.78 (0.60, 
1.02) 

 

EDNOS-p =0.59 (0.29, 1.21); adjusted = 0.95 
(0.44, 2.05) 

 

BED = 0.91 (0.81, 1.01); adjusted =1.010.99 
(0.90, 1.13) 

AN unadjusted: -0.33d 
AN adjusted: -0.13d 

BN unadjusted: -0.17d 
BN adjusted: -0.14d 

EDNOS-p unadjusted: -

0.29d 
EDNOS-p adjusted: -0.03d 

BED unadjusted: -0.05d 

BED adjusted: 0.01d 

Food frequencies 

 

Agras 
(1999) 

Number of daily 
feeds 

Infant Feeding Report. N = 14 F 
offspring 

and 28 M 

offspring 

N = 76 F 
offspring 

and 77 M 

offspring  
 

Monthly 
from birth 

until 

weaned. 

Data not reported. Not calculated (data not 
reported). 

There were no significant differences 
between mothers with eating disorders and 

healthy control mothers in relation to the 

number of daily feeds provided. 

Easter 

(2013) 

Consumption of 

snacks 

Food Frequency 

Questionnaires. 

N = 140 

AN; 175  
BN; 71 

AN+BN 

N = 9037 3 years. Coefficient (95 % CI): 

AN adjusted (maternal age; education; 
ethnicity; household income; parity; offspring 

sex) = -0.461, (-0.227, 0.135), p = .614; BN 

adjusted = -0.007, (-0.145, 0.159), p = .922; 
AN+BN adjusted = 0.903, (-0.139, 0.320), p = 

.441. 

 

Data reported not suitable 

for calculating Cohen’s d. 

Consumption of snacks did not differ 

significantly between children of mothers 
with eating disorders and those of healthy 

controls. 

Hoffman 

(2014) 

Child never eats 

sweets 

Toddler diet questionnaire. N = 25 N = 25 6-36 

months. 

N (%): 

ED = 7 (28); HC = 6 (24), p = 0.99 
RR (95% CI) = 1.11 (0.61, 2.02) 

0.11c There were no significant differences 

between mothers with eating disorders and 
healthy control mothers in relation to the 

percentage who reported that their child 

never ate sweets. 
 

Hoffman 

(2014) 

Child never 

drinks juice 

Toddler diet questionnaire. N = 25 N = 25 6-36 

months. 

N (%): 

ED = 16 (64); HC= 14 (56), p = 0.77 
RR (95% CI) = 1.18 (0.66, 2.14) 

0.18c There were no significant differences 

between mothers with eating disorders and 
healthy control mothers in relation to the 

percentage who reported that their child 

never consumed juice. 
 

Hoffman 

(2014) 

Number of 

meals per day 

Toddler diet questionnaire. N = 25 N = 25 6-36 

months. 

Mean (SD): 

MED = 3.00 (0.58); MHC = 3.28 (0.61) 
t (48) = -1.66, p = 0.10, (-0.62, 0.06) 

-0.47b There were no significant differences 

between mothers with eating disorders and 
healthy control mothers in relation to the 
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reported number of meals eaten by children 

per day. 
 

Hoffman 

(2014) 

Number of 

snacks per day 

Toddler diet questionnaire. N = 25 N = 25 6-36 

months. 

Mean (SD): 

MED=1.76 (0.97); MHC=2.00 (0.76) 
t (48) =-0.97, p = 0.34 (-0.74, 0.26) 

-0.28b There were no significant differences 

between mothers with eating disorders and 
healthy control mothers in relation to the 

reported number of snacks eaten by children 

per day. 
 

Hoffman 
(2014) 

Protein 
consumed 

(times per day) 

Toddler diet questionnaire. N = 25 N = 25 6-36 
months. 

Mean (SD): 
MED=2.73 (0.93); MHC=2.42(0.65) 

t (44) = 1.31, p = 0.19 (-0.17, 0.79) 

0.39b There were no significant differences 
between mothers with eating disorders and 

healthy control mothers in relation to the 

reported daily frequency of protein foods 
consumed by children. 

 

Hoffman 
(2014) 

Fruit and 
vegetables 

consumed 

(times per day) 

Toddler diet questionnaire. N = 25 N = 25 6-36 
months. 

Mean (SD): 
MED=3.00 (1.10); MHC=3.36 (0.99) 

t (47) =-1.20, p = 0.24 (-0.96, 0.24) 

-0.34b There were no significant differences 
between mothers with eating disorders and 

healthy control mothers in relation to the 

reported daily frequency of fruits and 
vegetables consumed by children. 

Child eats what the family eats 

 

Hoffman 
(2014) 

Child eats what 
the family eats 

Toddler diet questionnaire. N = 25 N = 25 6-36 
months. 

N (%): 
Child eats what family eats most of the time: 

ED = 12 (48); HC= 17 (68) 

 
Child eats what family eats sometimes: 

ED= 5 (20); HC= 6 (24) 

 
Child eats what family eats rarely: 

ED= 8 (32); HC=2 (8)  

 
Fishers Exact Test P = 0.11, Gamma value = 

0.43 

Most of the time: -0.46c 
Sometimes: -0.13c 

Rarely: 0.93c 

There was a trend observed for more 
mothers with eating disorders to report that 

their child ‘rarely’ eats what the family eats, 

while more healthy control mothers 
reported their child eats what the family 

eats ‘most of the time’. 

Difficulties in feeding interactions 
 

Cimino 

(2016) 

Mother-child 

feeding 

interactions 

Scale for the Assessment of 

Feeding Interactions. 

N = 102 

P+M BED 

(51 

offspring); 

104 M-
BED (52 

offspring); 

100 P-BED 
(50 

offspring). 

N = 102 

(51 

offspring

). 

Time 1: 18 

months; 

Time 2: 36 

months. 

Mean (SD): 

Mothers affective state: 

Time 1: 

MP+M BED = 24.16 (2.01); MM-BED = 17.54 

(5.83); MP-BED = 11.58 (4.05); MHC = 9.83 
(4.52) 

Time 2: 

MP+M-BED = 23.86 (2.55); MM-BED = 16.40 
(3.65); MP-BED = 9.63 (3.02); MHC = 2.74 (1.14) 

Group: F (3, 200) = 438.63, p = 0.000 

Time: F (1,200) = 55.92, p = 0.000 
Group by Time: F (3,2) = 19.02, p = 0.000. 

 

Interactive conflict: 
Time 1: 

Mothers affective state: 

Time 1: 

P+M BED compared to 

HC: 4.10b 

P-BED compared to HC:  
0.41b 

M-BED compared to HC:  
1.48b 
Time 2: 

P+M BED compared to 

HC: 10.69b 
P-BED compared to HC:   
3.03b 

M-BED compared to HC: 
5.03b 

Dyads with healthy control parents had 

significantly lower scores on subscales 

(suggesting less difficulties) compared to 

the dyads where one or more parent had 

BED. The greatest difficulties in mother-
child feeding interactions were observed in 

dyads where both parents had BED, 

followed by the dyads where the mother 
had BED, and then the dyads where the 

father had BED. 

Feeding difficulties decreased between 18 
and 36 months. A significant decrease was 

observed for the dyads with healthy control 

parents in relation to all subscales. 
Significant decreases were seen for dyads 
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MP+M BED = 22.14 (2.01); MM-BED = 16.60 

(5.50); MP-BED = 10.76 (3.67); MHC =7.97 (4.30) 
Time 2: 

MP+M BED = 21.24 (2.35); MM-BED =15.24 (2.89); 

MP-BED =10.43 (2.60); MHC = 2.44 (1.07) 
Group: F (3, 200) = 431.42, p = 0.000 

Time: F (1,200) = 41.09, p = 0.000  

Group by Time: F (3,2) = 13.93, p = 0.000 
 

Food refusal behaviour: 
Time 1: 

MP+M BED = 13.02 (1.45); MM-BED = 9.68 (2.70); 

MP-BED =5.94 (2.35); MHC=5.24 (2.18) 
Time 2: 

MP+M BED = 12.14 (1.74); MM-BED =9.03 (2.04); 

MP-BED =5.39 (1.37); MHC=1.47 (0.67) 
Group: F (3,200) = 391.31, p = 0.000 

Time: F (1,200) = 63.84, p = 0.000 

Group by Time: F (3,2) = 17.88, p = 0.000 
 

Dyad’s affective state: 

Time 1: 
MP+M BED = 15.13 (1.62); MM-BED =9.95 (3.52); 

MP-BED =6.35 (2.40); MHC=4.30 (2.64) 

Time 2: 

MP+M BED =13.70 (1.83); MM-BED =9.12 (2.09); 

MP-BED =5.70 (1.39); MHC=1.47(0.75) 

Group: F (3,200) = 457.79, p = 0.000 
Time: F (1,200) = 51.48, p = 0.000 

Group by Time: F (3,2) = 6.12, p = 0.001 

 

Interactive conflict: 
Time 1: 

P+M BED compared to 

HC: 4.22b 
P-BED compared to HC: 

0.70b 

M-BED compared to HC: 
1.75b 

Time 2: 
P+M BED compared to 

HC: 10.30b 

P-BED compared to HC: 
4.03b 

M-BED compared to 

HC:5.85b 
 

Food refusal behaviour: 

Time 1: 
P+M BED compared to 

HC:4.20b 

P-BED compared to HC: 
0.31b 

M-BED compared to HC: 

1.81b   

Time 2: 

P+M BED compared to 

HC: 8.09b 
P-BED compared to HC: 

3.65b 

M-BED compared to HC: 
4.96b 

 

Dyad’s affective state: 
Time 1: 

P+M BED compared to 

HC: 4.94b 
P-BED compared to HC: 

0.81b 

M-BED compared to HC: 
1.81b 

Time 2: 

P+M BED compared to 
HC: 8.75b 

P-BED compared to HC: 

3.80b 
M-BED compared to HC: 

4.85b 

 

where both parents had BED in relation to 

food refusal behaviour and the dyad’s 
affective state. Significant decreases were 

seen for dyads in which the mother had 

BED in relation to interactive conflict and 
the dyad’s affective state. A significant 

decrease was observed for the dyads where 

the father had BED in relation to maternal 
affective state. 



102 

PARENTAL EATING DISORDERS AND PARENTING 

 

Cimino 

(2016) 

Father-child 

feeding 
interactions 

Scale for the Assessment of 

Feeding Interactions. 

N = 102 

P+M BED 
(51 

offspring); 

104 M-
BED (52 

offspring); 

100 P-BED 
(50 

offspring). 

N = 102 

(51 
offspring

) 

Time 1: 18 

months; 
Time 2: 36 

months. 

Mean (SD): 

Fathers affective state: 
Time 1: 

MP+M BED = 24.85 (2.93); MM-BED =12.15 (4.45); 

MP-BED = 18.58 (5.85); MHC = 9.84 (4.43) 
Time 2: 

MP+M BED =22.87 (2.55); MM-BED =9.92 (2.64); 

MP-BED =20.16 (2.06); MHC = 2.78 (1.09) 
Group: F (3,200) = 455.03, p = 0.000 

Time: F (1,200) = 53.75, p = 0.000 
Group by Time: F (3,200) = 28.60, p = 0.000 

 

Interactive conflict: 
Time 1: 

MP+M BED =22.19(2.47); MM-BED =11.34(4.26); 

MP-BED =17.04(5.09); MHC=7.96(4.28) 
Time 2: 

MP+M BED =20.21(2.40); MM-BED =11.13(2.36); 

MP-BED =18.08(1.94); MHC=2.45(1.06) 
Group: F (3,200) = 416.69, p = 0.000 

Time: F (1,200) = 31.46, p = 0.000 

Group by Time: F (3,200) = 23.04, p = 0.000 
 

Food refusal behaviour: 

Time 1: 

P+M BED =12.86(1.85); M-BED =6.29(2.51); 

P-BED =10.09(2.79); HC=5.26(2.20) 

Time 2: 
P+M BED =12.35 (1.90); M-BED =5.53 

(1.43); P-BED =10.92 (1.23); HC=1.51 (0.62) 

Group: F (3,200) = 416.56, p = 0.000 
Time: F (1,200) = 35.70, p = 0.000 

Group by Time: F (3,200) = 30.27, p = 0.000 

 
Dyad’s affective state: 

Time 1: 

MP+M BED =14.97(1.75); MM-BED =6.97(2.40); 
MP-BED =10.39(3.48); MHC=4.27(2.60) 

Time 2: 

MP+M BED =13.02(1.80); MM-BED =6.07(1.37); 
MP-BED =11.82(1.05); MHC=1.45 (0.70) 

Group: F (3,200) = 537.21, p = 0.000 

Time: F (1,200) = 28.61, p = 0.000 
Group by Time: F (3,200) = 21.24, p = 0.001 

Fathers affective state: 

Time 1: 
P+M BED compared to 

HC: 4.00 b 

P-BED compared to HC: 
1.69b 

M-BED compared to HC: 

0.52b 
Time 2:  

P+M BED compared to 
HC: 10.25b 

P-BED compared to HC: 

10.58b 
M-BED compared to HC: 

3.52b 

 
Interactive conflict: 

Time 1: 

P+M BED compared to 
HC: 4.07b 

P-BED compared to HC: 

1.93b 
M-BED compared to HC: 

0.79b 

Time 2: 

P+M BED compared to 

HC: 9.57b 

P-BED compared to HC: 
10.03b 

M-BED compared to HC: 

4.73b 
 

Food refusal behaviour: 

Time 1: 
P+M BED compared to 

HC: 3.74b 

P-BED compared to HC: 
1.92b 

M-BED compared to HC: 

0.44b 
Time 2: 

P+M BED compared to 

HC: 7.67b 
P-BED compared to HC: 

9.69b 

M-BED compared to HC: 
3.64b 

 

Dyad’s affective state: 
Time 1: 

Dyads with healthy control parents had 

significantly lower scores on subscales 
(suggesting less difficulties) compared to the 

dyads where one or more parent had BED. 

The greatest difficulties in father-child 
feeding interactions were observed in dyads 

where both parents had BED, followed by 

the dyads where the father had BED, and 
then the dyads where the mother had BED. 

Feeding difficulties decreased between 18 
and 36 months. There was a significant 

decrease in difficulties over time for the 

dyads with healthy control parents in relation 
to all of the subscales. For the dyads where 

both parents had BED, there was a 

significant decrease in relation to paternal 
affective state, interactive conflict, and the 

dyad’s affective state. For dyads in which 

only the mother had BED there was a 
significant decrease over time in relation to 

paternal affective state, food refusal, and the 

dyad’s affective state. For the dyads where 
only the father had BED, a significant 

increase over time was observed for paternal 

affective state, food refusal behaviour, and 

the dyad’s affective state. 
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P+M BED compared to 

HC: 4.83b 
P-BED compared to HC: 

2.00b 

M-BED compared to HC: 
1.08b 

 

Time 2: 
P+M BED compared to 

HC: 8.47b 
P-BED compared to HC: 

11.64b 

M-BED compared to HC: 
4.23b 

 

Cimino 
(2018) 

Mother-child 
feeding 

interactions 

Scale for the Assessment of 
Feeding Interactions. 

N = 50 
P+M BED; 

50 M-BED; 

50 P-BED 

N = 50  Time 1: 18 
months; 

Time 2: 36 

months. 

Mean (SD): 
Mothers affective state: 

Time 1: 

MP+M BED = 23.92 (2.21); MM-BED = 18.01 
(4.93); MP-BED = 12.41 (3.14); MHC = 9.43 

(3.52) 

Time 2: 
MP+M BED = 22.21(2.51); MM-BED =17.01 (2.09); 

MP-BED = 10.31 (1.76); MHC = 2.14 (1.22) 

 

Interactive conflict: 

Time 1: 

MP+M BED = 22.41 (2.23); MM-BED =15.90 (4.91); 
MP-BED =11.71 (2.59); MHC = 7.81 (3.33) 

Time 2: 

MP+M BED =21.51 (1.89); MM-BED =15.21 (0.98); 
MP-BED =11.09 (2.11); MHC=2.51 (1.34) 

 

Food refusal behaviour: 
Time 1: 

MP+M BED =12.25 (1.45); MM-BED = 9.53 (2.56); 

MP-BED = 6.52 (3.01); MHC = 5.04 (3.08) 
Time 2: 

MP+M BED = 11.98 (2.01); MM-BED = 9.13 (2.32); 

MP-BED = 6.49 (2.17); MHC =1.89 (1.1) 
 

Dyad’s affective state: 

Time 1: 
MP+M BED =14.92 (2.12); MM-BED = 9.15 (2.92); 

MP-BED = 7.47 (2.21); MHC = 4.32 (2.91) 

Time 2: 
MP+M BED =13.61(2.31); MM-BED = 8.98 (1.01); 

MP-BED = 6.44(3.19); MHC = 2.01 (1.61) 

 
Time 1 SVIA Total mother-child feeding 

interactions: 

Mother’s affective state: 
Time 1: 

P+M BED compared to 

HC: 4.93b 
P-BED compared to HC: 

0.89b 

M-BED compared to HC: 
2.00b 

Time 2: 

P+M BED compared to 

HC: 4.18b 

P-BED compared to HC: 

0.32b 
M-BED compared to HC: 

2.62b 

 
Interactive conflict: 

Time 1: 

P+M BED compared to 
HC: 5.15b 

P-BED compared to HC: 

1.31b 
M-BED compared to HC: 

1.93b 

Time 2: 
P+M BED compared to 

HC: 11.60b 

P-BED compared to HC: 
4.85b 

M-BED compared to HC: 

10.82b 
 

Food refusal behaviour: 

Time 1:  
P+M BED compared to 

HC: 3.00b 

In families where both parents had BED, 
there were significant correlations with 

parental BED and children’s affective 

difficulties. BED in both parents influenced 
children’s affective and anxiety difficulties 

via mother-child feeding interactions. 

Maternal-only BED was significantly and 
directly correlated with children’s affective 

and autism spectrum difficulties. Maternal 

BED also influenced children’s affective and 

anxiety difficulties via the quality of mother-

child feeding interactions. Paternal-only 

BED had no main effect on children’s 
psychopathology but influenced children’s 

oppositive/defiant difficulties through 

father-child feeding interactions. 
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MP+M BED = 74.38; MM-BED = 55.99; MP-BED = 

34.11; MHC = 27.46 

P-BED compared to HC: 

0.49b 
M-BED compared to HC: 

1.59b 

Time 2: 
P+M BED compared to 

HC: 6.23b 

P-BED compared to HC: 
2.67b 

M-BED compared to HC: 
3.99b 

 

Dyad’s affective state: 
Time 1: 

P+M BED compared to 

HC: 4.16b 
P-BED compared to HC: 

1.22b 

M-BED compared to HC: 
1.66b 

Time 2: 

P+M BED compared to 
HC: 5.83b 

P-BED compared to HC: 

1.75b 

M-BED compared to HC:  
5.19b   
 

Cimino 

(2018) 

Father-child 

feeding 

interactions 

Scale for the Assessment of 

Feeding Interactions. 

N = 50 

P+M BED; 

50 M-BED; 
50 P-BED 

N = 50  Time 1: 18 

months; 

Time 2: 36 
months. 

Mean (SD): 

Father’s affective state: 

Time 1: 
MP+M BED = 24.15 (2.62); MM-BED = 13.05 

(4.45); MP-BED = 17.64(4.75); MHC = 9.54 (4.12) 

Time 2: 
MP+M BED = 22.31 (2.58); MM-BED = 10.23 (1.79); 

MP-BED = 18.02 (3.41); MHC = 3.89 (2.43) 

 
Interactive conflict: 

Time 1: 

MP+M BED = 22.86 (1.87); MM-BED = 12.26 
(3.18); MP-BED = 16.42 (4.89); MHC = 7.47 

(3.92) 

Time 2: 
MP+M BED = 21.01 (2.73); MM-BED =12.19 (2.15); 

MP-BED = 17.16 (3.88); MHC = 3.01 (1.35) 

 
Food refusal behaviour: 

Time 1:  

MP+M BED = 12.78 (1.79); MM-BED = 8.18 (1.82); 
MP-BED = 11.01 (1.89); MHC = 5.41 (2.36) 

Time 2: 

Father’s affective state: 

Time 1: 

P+M BED compared to 
HC: 4.23b 

P-BED compared to HC: 

1.82b 
M-BED compared to HC: 

0.82b 

Time 2: 
P+M BED compared to 

HC: 7.35b 
P-BED compared to HC: 
4.77b 

M-BED compared to HC: 

2.97b 
 

Interactive conflict: 

Time 1: 
P+M BED compared to 

HC: 5.01b 

P-BED compared to HC: 
2.02b 
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MP+M BED = 12.35 (3.01); MM-BED =7.55 (3.41); 

MP-BED = 11.21 (2.11); MHC = 2.81 (1.78) 
 

Dyad’s affective state: 

Time 1: 
MP+M BED =13.47 (2.05); MM-BED =7.89 (2.51); 

MP-BED =9.81 (2.43); MHC = 4.15 (2.23) 

Time 2: 
MP+M BED = 12.31(2.77); MM-BED =7.08 (2.34); 

MP-BED = 9.79 (2.51); MHC = 1.98 (3.76) 
 

Time 1 SVIA Total Father-child feeding 

interactions: 
MP+M BED = 74.34; MM-BED =37.26; MP-BED = 

56.81; MHC = 27.49 

M-BED compared to HC: 

1.34b 
Time 2:  

P+M BED compared to 

HC: 8.36b 
P-BED compared to HC: 

4.87b 

M-BED compared to HC: 
5.11 b 

 
Food refusal behaviour: 

Time 1: 

P+M BED compared to 
HC: 3.52 b 

P-BED compared to HC: 

2.62b 
M-BED compared to HC: 

1.31b 

Time 2: 
P+M BED compared to 

HC: 3.86b 

P-BED compared to HC: 
4.30b 

M-BED compared to HC: 

1.74b 

 

Dyad’s affective state: 

Time 1: 
P+M BED compared to 

HC: 4.35b 

P-BED compared to HC: 
2.43b 

M-BED compared to HC: 

1.58b 
Time 2: 

P+M BED compared to 

HC: 3.13b 
P-BED compared to HC: 

2.44b 

M-BED compared to HC:  
1.63b 

Responses to hunger and satiety cues 

 
Hoffman 

(2013) 

Maternal 

responsiveness 

to child 
receptiveness 

cues 

The Responsiveness to Child 

Feeding Cues Scale. 

N = 25 (10; 

10 BN) 

N = 25 6-36 

months. 

Mean (SD): 

MED = 4.56 (0.96); MAN = 4.40 (0.84); MBN = 

4.50 (1.27); MHC = 4.40 (0.91) 
ED compared to HC: t (48) = 0.60 p < 0.55 

 

Post-hoc tests: 
AN compared to BN: p = 1. 

 

0.17b There were no significant differences 

between mothers with eating disorders and 

healthy control mothers in relation to 
responsiveness to child receptiveness cues 

during feeding, nor between eating disorder 

subtypes (AN compared to BN). 
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Hoffman 

(2013) 

Maternal 

responsiveness 
to child fullness 

cues 

The Responsiveness to Child 

Feeding Cues Scale. 

N = 25 (10 

AN; 10 
BN) 

N = 25 6-36 

months. 

Mean (SD): 

MED = 3.56 (0.96); MAN=4.10 (0.74); MBN = 
3.20 (0.92); MHC = 3.84 (1.0) 

ED compared to HC: t (48) = -0.97, p < 0.33 

 
Post-hoc tests: 

AN compared to BN: p < 0.24 

 

-0.29b There were no significant differences 

between mothers with eating disorders and 
healthy controls in relation to 

responsiveness to fullness cues during 

feeding. 

Martini 

(2019) 

High awareness 

of infant's 
hunger and 

satiety cues at 8 

weeks 

Infant Feeding 

Questionnaire. 

N = 27 P-

ED; 25 C-
ED 

N = 44 8 weeks. Mean (SD): 

MP-ED = 3.1 (0.7); MC-ED = 3.4 (0.7); MHC = 3.5 
(0.4) 

 

B (95% CI): 
P-ED = -0.3 (-0.6, -0.03) p < 0.05; adjusted 

(maternal age, parity, breastfeeding, and infant 

sex) = -0.3 (-0.6, -0.01) p < 0.05 
 

C-ED = -0.1 (-0.4, 0.2); adjusted (maternal 

age, parity, breastfeeding, and infant sex) = 0.0 
(-0.3, 0.4) 

 

P-ED: -0.75b 

C-ED: -0.19b 

Mothers with past eating disorders reported 

less awareness compared to healthy control 
mothers of infant hunger and satiety cues at 

8 weeks. 

Martini 
(2019) 

High awareness 
of infant's 

hunger and 

satiety cues at 6 

months 

Infant Feeding 
Questionnaire. 

N = 23 P-
ED; 21 

C-ED 

N = 45 6 months. Mean (SD): 
MP-ED = 3.3 (0.5); MC-ED = 3.4 (0.8); MHC = 3.5 

(0.6)  

 

B (95% CI): 

P-ED = -0.2 (-0.5, 0.1); adjusted (maternal age, 

parity, breastfeeding, and infant sex) = -0.2 (-
0.5, 0.1) 

 

C-ED = -0.0 (-0.3, 0.3); adjusted (maternal 
age, parity, breastfeeding, and infant sex) = 0.1 

(-0.2, 0.5) 

P-ED: -0.35b 
C-ED: -0.15b 

Mothers with current or past eating 
disorders did not differ significantly to 

healthy control mothers in terms of reported 

awareness of infant’s hunger and satiety 

cues at 6 months. 

Expressed emotion 

 
Stein 

(1994) 

Negative 

expressed 
emotion toward 

child during 

mealtime 

Event sampled observations. 

Rate of events per hour. 

N = 34 N = 24 12-14 

months. 

Mean (range): 

MED = 3.27 (0-27); MHC = 0.90 (0-21) 
Mann-Whitney U test: z = 3.15, p < .01 

0.91f Mothers with eating disorders expressed 

negative emotion more frequently than 
healthy control mothers during mealtimes. 

Precursors of negative expressed emotion 

were related to maternal perceptions of 
mess on the part of the child (48% of 

episodes); parental concern about the 

amount of food consumed or how it was 
eaten (41%); and food refusal behaviour 

(11%). 

 
Stein 

(1994) 

Positive 

expressed 

emotion toward 
child during 

mealtime 

Event sampled observations. 

Rate of events per hour. 

N = 34 N = 24 12-14 

months. 

Mean (range): 

MED = 16.32 (0-95); MHC = 15.63 (0-60) 

Mann-Whitney U test: z = .39, p = ns 

0.10f There were no significant differences 

between mothers with eating disorders and 

healthy control mothers in relation to 
positive expressed emotion during 

mealtime. 
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Waugh 

(1999) 

Maternal 

behaviours 
during mealtime 

- mean 

percentage of 
intervals for 

maternal 

behaviour 
categories 

during the 

mealtime 
observation task 

Mealtime Observation 

Schedule. 

N = 10 N = 10 12-48 

months. 

Mean (SD): 

Praise 
MED = 2.4 (2.2); MHC = 3.6 (4.6) 

t = 0.7, p = ns 

 
Contact 

MED = 10.8 (12.0); MHC = 6.7 (6.4) 

t = 0.9, p = ns 
 

Instructions 

MED = 12.9 (11.0); MHC = 11.2 (6.1) 
t = 0.4, p = ns 

 

Eating comments 
MED = 8.6 (4.7); MHC = 20.8 (12.0) 

t (18) = 3.0, p = .01 

 
Present food 

MED = 18.5 (24.6); MHC = 8.7 (7.7) 

t = 1.2, p = ns 
 

Remove food 

MED = 1.3 (1.8); MHC =1.8 (2.3) 

t = 0.5, p = ns 

 

Social attention 
MED = 40.6 (22.2); MHC = 41.4 (25.5) 

t = 0.1, p = ns 

 
Noninteraction  

MED = 16.3 (21.1); MHC = 11.5(15.0) 

t = 0.6, p = ns 
 

Total negative 

MED = 4.4 (3.7); MHC = 1.7(2.3) 
t = 2.0, p = ns 

Praise: -0.33b 

Contact: 0.43b 
Instructions: 0.19b 

Eating comments: -1.34b 

Present food: 0.54b 
Remove food: -0.24b 

Social attention: -0.03b 

Noninteraction: 0.26b 
Total negative: 0.88b 

 

Healthy control mothers made more 

positive eating-related comments during 
mealtime (e.g. “this is yummy potato soup”) 

than mothers with ED. There was a 

tendency for mothers with eating disorders 
to be more negative, though this was not 

statistically significant. Mothers with eating 

disorders and healthy control mothers did 
not differ significantly in relation to any of 

the other behavioural categories. 

Intrusiveness 

 
Stein 

(1994) 

Maternal 

intrusiveness 

during mealtime 

Event sampled observations. 

Rate of events per hour. 

N = 34 N = 24  12-14 

months. 

Mean (range): 

MED=8.91 (0-36); MHC=1.20 (0-6) 

Mann-Whitney U test: z = 3.20, p < .01 

0.93f Mothers with eating disorders were more 

intrusive during mealtime than healthy 

control mothers. 

Controlling speech 
 

Stein 

(1994) 

Maternal 

controlling 
statements 

during mealtime 

Event sampled observations. 

% of controlling 
statements as a proportion of 

total number of statements. 

N = 34 N = 24 12 - 14 

months. 

% (SD) controlling statements: 

ED = 27.30 (11.6–52.5); HC = 26.11 (12.2-
44.2) 

Mann-Whitney U test: z = 0.15, p = ns 

 

0.93f There were no significant differences 

between mothers with eating disorders and 
healthy control mothers in relation to the 

proportion of controlling statements made 

during mealtime. 
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Stein 

(2001) 

Maternal 

controlling 
statements 

during mealtime 

Event sampled observations. 

% of controlling 
statements as a proportion of 

the total number of 

statements. 

N = 34 N = 39 

DEP; 61 
HC 

 

12-14 

months. 

% (SD) controlling statements: 

ED = 27.30 (11.48); DEP = 27.85 (12.52); HC 
= 26.00(10.27) 

Between groups: F (2, 131) = 2.70, p = 0.07 

 
Group by situation (play/mealtime) interaction: 

F (2, 131) = 3.11, p < 0.05, ED > HC 

0.04c A trend indicated mothers with eating 

disorders expressed a greater proportion of 
controlling statements than healthy control 

mothers during mealtime. 

The pattern of differences varied across 
playtime and mealtime situations, due to 

particularly high levels of strong verbal 

control exhibited by mothers with eating 
disorders during playtime compared to 

mothers with depression and healthy control 
mothers. 

Stein 

(2001) 

Maternal strong 

verbal control 
during mealtime 

Event sampled observations. 

Rate of events per hour. 

N = 34 N = 39 

DEP; 61 
HC 

 

12-14 

months. 

Mean (SD): 

MED = 56.30 (37.17); MDEP = 38.42 (33.05); 
MHC = 45.19 (33.64) 

 

Between groups: F (2, 131) = 7.74, p <0.01 
 

Group by situation (play/mealtime) interaction: 

F (2, 131) = 3.95 p < 0.05, ED>DEP 

0.32b Mothers with eating disorders engaged in 

more strong verbal control during mealtime 
than mothers with depression and healthy 

control mothers. There was no significant 

difference between the mothers with 
depression and healthy control mothers. 

The pattern of differences varied across 

playtime and mealtime, due to particularly 
high levels of strong verbal control 

exhibited by mothers with eating disorders 

during playtime compared to mothers with 
depression and healthy control mothers. 

 

Stein 

(2001) 

Maternal gentle 

verbal control 

during mealtime 

Event sampled observations. 

Rate of events per hour. 

N = 34 N = 39 

DEP; 61 

HC 

 

12-14 

months. 

Mean (SD): 

MED = 37.01 (21.36); MDEP = 44.31 (24.26); 

MHC = 44.65 (22.18) 

Between groups: F (2, 131) = 1.9, p = ns 
 

Group by situation (play/mealtime) interaction: 

F (2, 131) = 0.60, p = ns 

-0.35b There were no significant differences 

between mothers with eating disorders, 

mothers with depression and healthy control 

mothers in rates of gentle verbal control 
during mealtime. 

Conflict 
 

Stein 

(1994) 

Mother-child 

pairs exhibiting 
episodes of 

marked 
conflictual 

interaction 

during mealtime 
 

Time sampled observations. 

 

N = 34 N = 24  12-14 

months. 

N (%): 

ED = 11 (32.3); HC = 1 (4.2) 
χ2 = 5.2, p < .05 

1.32c Significantly more mealtime conflict was 

observed in dyads where mothers had an 
eating disorder compared to dyads with 

healthy control mothers. 

Stein 

(1999) 

Number of 

conflict 
episodes 

Conflict identified using a 

five-point conflict/harmony 
scale (see Stein et al., 1999). 

N = 34 N = 24 12-14 

months. 

N: 

ED = 49 (20 dyads); HC = 2 (1 dyad). 

Data reported not suitable 

for calculating Cohen’s d. 

20 dyads with mothers with eating disorders 

exhibited 49 episodes of conflict compared 
to one dyad with a healthy control mother, 

which exhibited two episodes of conflict. 

Maternal concern about the way in which 
the infant was eating (e.g. in relation to 

mess) was the most frequently occurring 

antecedent to conflict, followed by 
disagreement over who feeds the infant, and 

finally, instances of food refusal. 
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Stein 

(1999) 

Mother 

acknowledges 
infant cues 

Observations of mother and 

child during infant’s main 
meal of the day: maternal 

responses to antecedents of 

episodes of conflict. 

N = 34 N = 24 12-14 

months. 

ED group episodes (n = 43) with antecedents 

ending in conflict  
n (%): 

Yes = 16 (37.2); No = 27 (62.8) 

 
ED group episodes (n = 55) with antecedents 

not ending in conflict  

n (%): 
Yes = 32 (57.1); No = 23 (42.9) 

 

All ED group episodes (n = 98) 
n (%): 

Yes = 48 (49.0), No = 50 (51.0) 

 
HC group episodes (n =22) with antecedents 

not ending in conflict  

n (%): 
Yes = 21(95.5); No = 1(4.5) 

 

ED group episodes with antecedents ending in 
conflict compared to ED group episodes with 

antecedents not ending in conflict:  χ2 = 4.25, p 

< 0.05; OR (95% CI) = 2.35 (1.04,5.32) 

 

ED group episodes (all) compared to HC group 

episodes not ending in conflict:  χ2 = 15.88, p < 
0.001; OR (95% CI) = 21.88 (2.83, 169.04) 

 

 

 

Mothers with eating disorders 

acknowledged fewer infant cues than 
healthy control mothers. For dyads where 

the mother had eating disorder, in episodes 

where antecedents ended in conflict, 
mothers acknowledged the infant’s cues in 

just over one third of episodes. In episodes 

that did not end in conflict, infant cues were 
acknowledged in 57% of the episodes. 

Stein 
(1999) 

Mother sets 
aside her 

expressed 

concern 

Observations of mother and 
child during infant’s main 

meal of the day: maternal 

responses to antecedents of 
episodes of conflict. 

N = 34 N = 24 12-14 
months. 

ED group episodes (n = 43) with antecedents 
ending in conflict  

n (%): 

Yes = 5 (11.6); No = 38 (88.4) 
 

ED group episodes (n = 55) with antecedents 

not ending in conflict  
n (%): 

Yes = 21 (37.5); No = 34 (62.5) 

 
All ED group episodes (n = 98) 

n (%): 

Yes = 26 (26.5); No = 72 (73.5) 
 

HC group episodes (n =22) with antecedents 

not ending in conflict  
n (%): 

Yes = 20 (90.9); No = 2 (9.1) 

 
ED group episodes with antecedents ending in 

conflict compared to ED group episodes with 

 Mothers with eating disorders were less 
likely to put aside their concerns than 

healthy control mothers. For dyads where 

the mother had an eating disorder, in 
episodes where antecedents ended in 

conflict, mothers set aside their concerns in 

12% of episodes. In contrast, in episodes 
that did not end in conflict, mothers set 

aside their concerns in 38% of the episodes. 

The frequency with which mothers put 
aside their concerns was significantly 

associated with the antecedents not ending 

in conflict.  
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antecedents not ending in conflict: χ2 = 8.73 p 

< 0.01; OR (95% CI) = 4.69 (1.60, 13.82) 
 

ED group episodes (all) compared to HC group 

episodes not ending in conflict:  χ2 = 31.5 p < 
0.001; OR (95% CI) = 27.69 (6.05, 126.76) 

 

Stein 
(1999) 

Mother 
withdraws 

Observations of mother and 
child during infant’s main 

meal of the day: maternal 
responses to antecedents of 

episodes of conflict. 

N = 34 N = 24 12-14 
months. 

ED group episodes (n = 43) with antecedents 
ending in conflict  

n (%): 
Yes = 3 (7.0); No = 40 (93.0) 

 

ED group episodes (n = 55) with antecedents 
not ending in conflict  

n (%): 

Yes = 5 (9.1); No = 50 (90.9) 
 

All ED group episodes (n = 98) 

n (%): 
Yes = 8 (8.2); No = 90 (91.8) 

 

HC group episodes (n =22) with antecedents 
not ending in conflict  

n (%): 

Yes = 0; No = 22 (100) 

 

ED group episodes with antecedents ending in 

conflict compared to ED group episodes with 
antecedents not ending in conflict:  χ2 = 0.14, p 

= ns; OR (95% CI) = 1.33 (0.30, 5.92) 

 
ED group episodes (all) compared to HC group 

episodes not ending in conflict:  χ2 = 1.92 

 

 There were no significant differences 
between mothers with eating disorders and 

healthy control mothers in relation to 
maternal withdrawal in response to 

antecedents.  

Stein 

(2006) 

Mealtime 

conflict 

Conflict identified using a 

five-point conflict/harmony 

scale (see Stein et al., 2006). 

N = 33 N = 23 5 years. Mean (SD): 

MED = 4.41 (0.81); MHC = 4.91 (0.22) 

t = 3.33, p < 0.01. 
 

-0.78b Significantly more mealtime conflict was 

observed in dyads where the mother had an 

eating disorder compared to dyads with 
healthy control mothers. 

 

Stein 
(2006) 

Number of 
mealtime 

disputes 

Questionnaire (see Stein et 
al., 2006). 

N = 33 N = 23 10 years. χ2 = 0.03, p = ns. 
OR = 0.74 (0.21-2.59) 

-0.17d There were no significant differences in 
child reports of parental criticism or 

disputes during mealtimes. 

Frequency of parental vocalisations and parent-child physical contact 
 

Stein 

(1994) 

Frequency of 

maternal vocal 
involvement 

during mealtime 

Time sampled observations. 

 

N = 34 N = 24 12-14 

months. 

Mean (range): 

MED = 5.26 (1-9); MHC = 5.15 (1-9) 
Mann-Whitney U test: z = .52, p = ns 

0.14f There were no significant differences 

between mothers with eating disorders and 
healthy control mothers in the frequency of 

maternal vocalisations during mealtime. 

 
Stein 

(1994) 

Frequency of 

mother-infant 

Time sampled observations. 

 

N = 34 N = 24 12-14 

months. 

Mean (range): 

MED = 1.87 (1-8); MHC = 2.35 (1-9)  

0.33f There were no significant differences 

between mothers with eating disorders and 
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physical contact 

during mealtime 

Mann-Whitney U test: z = 1.23, p = ns healthy control mothers in the frequency of 

mother-child physical contact during 
mealtime. 

 

Stein 
(2001) 

Frequency of 
mother-infant 

physical contact 

during 
mealtime. 

Time sampled observations. 
 

N = 34 N = 39 
DEP; 61 

HC  

 

12-14 
months. 

Mean (SD): 
MED = 1.87 (0.67); MDEP = 2.03 (1.61); MHC = 

2.30 (1.39) 

Between groups: F (2, 131) = 1.18, p = ns 
 

Group by situation (play/mealtime) interaction: 
F (2, 131) = 0.91, p = ns 

-0.36b There were no significant differences 
between mothers with eating disorders, 

mothers with depression and healthy control 

mothers in the frequency of mother-child 
physical contact during mealtime. 

Respiratory Sinus Arrythmia (RSA) 

 

Hoffman 
(2013) 

RSA during 
feeding 

See Hoffman et al., (2013) N = 25 N = 25 6-36 
months. 

Mean (SD): 
Baseline: 

MED = 6.04 (1.32); MHC = 6.47 (1.42). 

t (43) = -1.06, p < 0.30 
 

Mealtime:  MED = 6.08 (1.05); MHC = 5.80 

(1.16) 
 

RSA change: 

F (1,43) = 7.18, p < 0.02 for effect of group 
(ED vs HC) on RSA change. 

Effect of task (play/mealtime) and group by 

task interaction: p = ns. 
 

Post hoc tests: AN compared to BN on RSA 

change: F (1,14) = 0.63, Bonferroni-corrected 
p = 1.00. 

Effect of task and ED subtype by task 

interaction: p = ns. 

Effect of group on RSA 
change: 0.76e 

Mothers with eating disorders and healthy 
control mothers did not differ significantly 

in terms of baseline RSA. Control mothers 

exhibited significantly greater RSA 
withdrawal than mothers with eating 

disorders. There was no significant effect 

for task (playtime/mealtime) and no 
significant group by task interaction. There 

were no significant differences in relation to 

eating disorder subtypes. 

Facilitation 

 

Stein 
(1994) 

Facilitation 
during 

mealtime. 

Time sampled observations.  
 

N = 34 N = 24 12-14 
months. 

Mean (range): 
MED = 1.90 (1-5); MHC = 2.32 (1-5) 

Mann-Whitney U test: z = 2.41, p < .05 

0.67f Mothers with eating disorders were less 
facilitating during mealtime than healthy 

control mothers. 

Children’s representations of family mealtimes 

 

Park 

(2003) 

Children’s 

pretend 
mealtime 

representations 

– positive 
references to 

mother in 

relation to food, 
eating, body 

shape and 

weight 

Pretend mealtime (see Park et 

al., 2003). 

N = 33 N = 24 5 years. N: 

Yes: 
ED = 9; HC = 1 

No: 

ED=24; HC = 22 
Fisher’s exact P = 0.036 

 

 

Yes: 1.19c 

No: -0.78c 

Children of mothers with eating disorders 

expressed more positive representations of 
mothers in relation to issues around feeding, 

eating and the body than children of healthy 

control mothers. 
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Note. AN = anorexia nervosa; AN+BN = anorexia nervosa combined with bulimia nervosa; BED = binge eating disorder; BMI = body mass index; BN = bulimia nervosa; C-ED = current eating disorder; DEP = depression; ED = eating 

disorder; EDNOS-p =  eating disorder not otherwise specified, purging type; F = female; HC = healthy control; HW = healthy weight; M = male; M-BED = maternal BED; M-HW = maternal healthy weight; M-OB = maternal obese; ns = 

non-significant p-value; OB = obese; OP = other psychiatric diagnoses; P-BED = paternal BED; P-ED = past eating disorder; P-HW = paternal healthy weight; P-OB = paternal obese; P+M BED = paternal and maternal binge eating 

disorder; P+M HW = paternal and maternal healthy weight; P+M OB = paternal and maternal obese; RDI = recommended daily intake. 

aEffect sizes refer to overall ED group compared to HC group unless otherwise specified; bCohen’s d calculated from M and SD using https://campbellcollaboration.org/escalc; cCohen’s d calculated using 2 x 2 frequency table via 

https://campbellcollaboration.org/escalc; dCohen’s d converted from OR to d using https://www.escal.site; eCohen’s d calculated using ‘F-Test, 2-Group, equal sample sizes’ via https://campbellcollaboration.org/escalc; fCohen’s d calculated 

using ‘Computation of the effect sizes d, r and η2from χ2 and z test statistics’ via https://www.psychometrica.de/effect_size.html; gEffect size reported by author (data not reported to facilitate re-calculation); hCohen’s d calculated using ‘T-

Test, Equal Sample Sizes’ via https://campbellcollaboration.org/escalc. 

 

Park 

(2003) 

Children’s 

pretend 
mealtime 

representations 

– negative 
references to 

mother in 

relation to food, 
eating, body 

shape and 
weight 

Pretend mealtime (see Park et 

al., 2003). 

N = 33 N = 24 5 years. N: 

Yes: 
ED = 4; HC = 5 

No: 

ED = 29; HC = 18 
Fisher’s exact P = 0.464 

Yes: -0.36c 

No: 0.49c 

There were no significant differences 

between children of mothers with eating 
disorders and children of healthy control 

mothers for the number of negative 

maternal representations expressed in 
relation to issues around feeding, eating and 

the body. 
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Appendix D 

Parenting environment data table 
 

Note. DEP = depression; ED = eating disorder; HC = healthy control; ns = non-significant p-value. 

aEffect sizes refer to overall ED group compared to HC group unless otherwise specified; bCohen’s d calculated from M and SD using https://campbellcollaboration.org/escalc.  

 

First 

author 

(Year) 

Parenting 

construct 

Measurement tool ED 

parent 

group 

Control 

parent 

group(s) 

Offspring 

age at time 

of data 

collection 

Key statistical data Effect size (d)a Summary 

Marital relationship 

Barbin 
(2002) 

Overt marital 
conflict 

O'Leary-Porter Overt Hostility 
Scale. 

N = 22 N = 20 
DEP; 

23 HC 

4-12 years.  Mean (SD): 
MED = 29.10 (6.91); MDEP = 26.06 (6.25); 

MHC = 32.50 (3.22) 

F (2, 57) = 6.60, p < 0.01 

-0.64b There were no significant differences between 
mothers with eating disorders compared to mothers 

with depression and healthy control mothers. 

Mothers with depression reported significantly 
greater overt marital conflict compared to healthy 

control mothers. 

 
Stein 

(1994) 

Marital 

criticism 

Dyadic Adjustment Scale, with 

items to assess marital criticism. 

N = 34 N = 24 12-14 

months. 

Mean (SD): 

Criticism toward partner: MED = 5.62 (2.35); 

MHC = 4.67 (2.44) 
t = 1.48, p = ns 

Criticism received from partner: MED = 4.36 

(2.56); MHC = 3.92 (1.86) 

t = 0.75, p = ns 

 

Criticism toward 

partner: 0.40b 

Criticism from partner: 
0.19b 

There were no significant differences between 

mothers with eating disorders and healthy control 

mothers in relation to reported marital criticism, 
either received from or directed toward their 

spouse. 

Stein 
(2001) 

Marital 
criticism 

Marital criticism scale. N = 34 N = 39 
DEP; 

61 HC 

12-14 
months. 

. 

Mean (SD): 
Criticism received from partner: MED = 4.36 

(2.56); MDEP = 5.08 (2.44); MHC = 4.15 

(2.10) 
F = 1.87, p = ns 

 

0.09b There were no significant differences between 
mothers with eating disorders, mothers with 

depression and healthy control mothers in relation 

to marital criticism received from their spouse. 
 

Stein 
(2006) 

Marital 
criticism 

Dyadic Adjustment Scale, with 
items to assess marital criticism. 

N = 33 N = 23 10 years. Data not reported. Not calculated (data 
not reported). 

There were no significant differences between 
mothers with eating disorders and healthy control 

mothers in relation to marital criticism either 

received from or directed toward their spouse, as 
reported by both mothers and their partners. 

Social support 

 
Barbin 

(2002) 

Availability of 

social support 

Interpersonal Support Evaluation 

List. 

N = 22 N = 20 

DEP; 

23 HC 

4-12 years. Mean (SD): 

MED = 62.47 (11.19); MDEP = 70.53 (16.69); 

MHC = 56.42 (4.34) 
F (2,50) = 6.69, p < 0.01 

0.72b There were no significant differences between 

mothers with eating disorders compared to mothers 

with depression and healthy control mothers. 
Mothers with depression reported significantly less 

social support than mothers with eating disorders 

and healthy control mothers. 


