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il
Abstract

Disordered eating behaviors occur at high rates among adolescent girls of all ethnicities and are
associated with increased risk of eating disorders. Maternal influences such as maternal
disordered eating, childhood feeding practices, and the mother-teen relationship quality have
been implicated as risk factors for disordered eating in adolescent girls, but few studies have
examined the interplay of these influences within a single model, controlling for adolescent age.
To address this gap, the current study proposed a theoretical model and tested a series of
moderated mediation pathways from maternal disordered eating to disordered eating behaviors in
female adolescents. The model was examined using an existing dataset from a diverse sample of
100 mother-daughter dyads, with adolescents aged 10 to 18 years. Contrary to expectations,
mothers’ and adolescents’ disordered eating were not significantly related. Results provided
partial support for paths between disordered maternal eating and unhealthy feeding, as well as
unhealthy feeding and disordered adolescent eating. Specifically, model paths were supported
when both variables were reported by the same informant (i.e., mother or daughter) but not when
variables were reported by different informants (i.e., mother and daughter). Mother-daughter
closeness moderated the feeding—adolescent eating association, such that greater emotional
feeding was associated with more emotional eating among adolescents reporting average or low
closeness, but not high closeness. Mother-daughter discord was not a significant moderator of
model paths. Findings suggest that a close mother-daughter relationship may serve as a buffer
against the negative impact of unhealthy feeding behaviors in adolescent disordered eating. In
addition, results underscore the importance of informant perspective in dyadic research and
suggest that individuals understand and interpret their own and others’ behaviors through an

internally consistent lens.
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Chapter 1: Introduction and Review of Literature

Disordered eating refers to a range of unhealthy or pathological eating patterns, from
milder eating disturbances to clinical eating disorders (EDs; Sundgot-Borgen & Torstveit, 2010).
Though the lifetime prevalence of diagnosable EDs is relatively low, disordered eating is
pervasive in Western societies and tends to increase throughout adolescence (Bartholdy et al.,
2017; Croll, Neumark-Sztainer, Story, & Ireland, 2002; Stice, Agras, & Hammer, 1999).
Preliminary evidence supports the construct validity of an eating continuum, from undisturbed
eating to subclinical disordered eating to EDs (Stice, Ziemba, Margolis, & Flick, 1996; Tylka &
Subich, 1999). Eating pathology that does not meet criteria for any of the major EDs still
warrants clinical attention because subclinical eating pathology raises one’s risk of developing an
ED (Stice, Marti, & Durant, 2011). Moreover, “other specified ED” and “unspecified ED” are
the most common ED diagnoses in clinical and community samples, with symptom severity and
functional impairment comparable to bulimia nervosa (BN) and binge eating disorder (Smink,
van Hoeken, Oldehinkel, & Hoek, 2014).

Problematic or disordered eating styles fall into two broad categories: unhealthy weight
control behaviors and disinhibited eating (Neumark-Sztainer et al., 2010). Unhealthy weight
control behaviors include a range of cognitive and behavioral strategies aimed at controlling
weight or promoting weight loss (Birch & Davison, 2001). These strategies include various
forms of dietary restraint (e.g., counting calories, eating very little, fasting or skipping meals), as
well as extreme weight control behaviors such as vomiting or using laxatives or diuretics
(Neumark-Sztainer et al., 2010). Whereas unhealthy weight control behaviors indicate
overregulation of eating and weight, disinhibited eating describes a pattern of eating that is

underregulated by hunger and satiety (Braet & van Strien, 1997). Eating behaviors in this



category include binge eating and eating in response to emotions or external cues (van Strien,
Fritjers, Bergers, & Defares, 1986)

Research is still elucidating the complex etiology of disordered eating (for a review, see
Culbert, Racine, & Klump, 2015), but it is clear that numerous biological, psychological, and
social factors interact to influence eating pathology (Culbert et al., 2015; Jacobi, Hayward, de
Zwaan, Kraemer, & Agras, 2004). Studying developmental pathways to disordered eating is
particularly important among adolescent girls, the demographic most likely to develop
subclinical and clinical eating pathology (Slane, Klump, MacGue, & Iacono, 2014; Smink, van
Hoeken, & Hoek, 2012). In the most recent large-scale study of adolescents, conducted in
Europe, about 40% to 43% of the sample reported at least one disordered eating symptom, and
about 58% of this subgroup were girls (Bartholdy et al., 2017).

Though disordered eating has historically been associated with young White females, it
occurs at high rates among all ethnic groups and is in fact elevated among some ethnic minorities
(Croll et al., 2002; Rodgers et al., 2017). Among adolescent girls, Hispanic individuals have
reported the most frequent binge eating, whereas American Indian girls have reported the highest
rates of unhealthy weight control behaviors (Croll et al., 2002). Black adolescent girls have
reported lower rates of both types of disordered eating than adolescent girls of other ethnicities
(Croll et al., 2002). Interestingly, ethnic differences in disordered eating may depend on weight
status: Rodgers et al. (2017) found no ethnic differences in disordered weight control behaviors
among adolescent girls who were not overweight or obese; however, among those who were
overweight or obese, disordered weight control behaviors were reported more frequently by
those identifying as Black, Latina/o, or “Other” than by their White counterparts. Thus, as a

whole, research has clearly and consistently demonstrated that EDs and disordered eating are not



just “white girl problems” in modern Western society; instead, they affect high proportions of
girls and women of all ethnicities.

To combat the high rates of disordered eating among adolescent girls, it is important to
understand its etiology. Theoretical and empirical literature suggest that parental factors likely
influence the development of eating pathology. Most studies have focused on the role of
mothers, though the father-daughter relationship appears influential, as well (Botta & Dumlao,
2009; Leonidas & dos Santos, 2014). Drawing on attachment and family systems perspectives,
early theories of anorexa nervosa (AN) viewed maternal traits such as insensitivity, rigidity, and
intrusiveness as crucial to the development of food restriction (Bruch, 1971, 1973; Minuchin,
Rosman, & Baker, 1978). Today, leading researchers refute the claim that mothers or parents
cause EDs (Le Grange, Lock, Loeb, & Nicholls, 2010); however, several parenting variables
have been identified as potential risk factors for a range of disordered eating behaviors (Jacobi et
al., 2004; Rodgers & Chabrol, 2009). These variables include child feeding practices (Haycratft,
Goodwin, & Meyer, 2014), pressuring the child to be thin (Levine, Smolak, & Hayden, 1994;
Rodgers & Chabrol, 2009), parental disordered eating or modeling of eating pathology (Pike &
Rodin, 1991; Rodgers & Chabrol, 2009), parental weight status (Allen, Byrne, Forbes, & Oddy,
2009), parental warmth and psychological control (Krug et al., 2016; Rozenblat et al., 2017), and
the overall parent-child relationship quality (Blodgett Salafia, Schaefer, & Haugen, 2014; Haines
et al., 2016). Moreover, some research suggests that mothers may be more influential than
fathers in the development of daughters’ eating pathology (Rodgers, Faure, & Chabrol, 2009;
Snoek, Engels, Janssens, & van Strien, 2007; Zubatsky, Berge, & Neumark-Sztainer, 2015).

Despite attention to each of these parenting variables, most studies have only measured

one or two parenting domains at a time. As a result, it has not been possible to examine the



relative strength of each parenting influence or the interplay among them. For example, does a
closer or more positive mother-daughter relationship protect daughters from maternal eating
pathology? Does maternal eating pathology influence daughters’ disordered eating directly, or do
mothers with disordered eating feed their young daughters in ways that contribute to eating
pathology in adolescence? A true understanding of the etiology of disordered eating requires not
just a list of risk factors identified in isolation, but an exploration of complex developmental
pathways, including ways in which parental factors influence and interact with one another
(Rhee, 2008). The current study drew on both theoretical models of disordered eating and prior
empirical work to propose and investigate a pathway to disordered eating that comprises various
maternal influences.
Theoretical Models of Maternal Parenting & Disordered Eating

Since the 1960s, as rates of EDs have proliferated (Cohen, 2006), theories of eating
pathology have grown in parallel. Some theories have focused on individual-level risk factors,
such as negative affect and poor emotion regulation (Cooper, Wells, & Todd, 2004; Hawkins &
Clement, 1984), whereas others have emphasized various levels of external influence, such as
family members, peers, and the media (Bruch, 1973; Levine & Smolak, 1996; Minuchin et al.,
1978; Stice, 1998). The diversity of explanations for eating pathology is consistent with an
ecological systems approach to development (Bronfenbrenner, 1979). In this model, children are
situated within several nested “ecosystems,” from more intimate connections (e.g., family and
peers) to broader sociocultural influences (e.g., media and historical events). These environments
interact with one another, and with a child’s inherent traits, to shape the child’s developmental
trajectory. In keeping with an ecological systems view, newer models of disordered eating have

integrated earlier theories in an effort to explain how EDs arise from the interaction of multiple



levels of influence (e.g., Culbert et al., 2015; Keery, van den Berg, & Thompson, 2004; Treasure
& Schmidt, 2013).

Along with siblings, teachers, and peers, children’s parents occupy their “microsystem,”
the closest and most direct level of influence on development (Bronfenbrenner, 1979). Through
frequent direct contact, parents shape their child’s eating patterns (healthy or unhealthy) through
several means, from the eating behaviors and attitudes they model to the overall quality of
parent-child interactions. The theories that explain these and other parental influences stem from
several disciplines, including developmental, family systems, and social psychology.

Parenting style as context. Developmental and clinical theorists have suggested that
global parenting styles or dimensions provide a social context that influences or moderates the
effect of specific parenting practices (Darling & Steinberg, 1993), including food-specific
parenting practices (Kremers et al., 2013; Vollmer & Mobley, 2013). Thus, a mother’s typical
style of parenting, including degree of warmth and manner of asserting control (Baumrind, 1991;
Maccoby & Martin, 1983) may influence whether her adolescent develops disordered eating in
response to other parenting behaviors, such as unhealthy feeding or modeling disordered eating
attitudes and behaviors. In keeping with this view, Kremers et al. (2013) have advocated a
“contextual higher-order moderation approach” (p. S-22) to studying parental influences on
eating behavior. This approach involves operationalizing parenting at different levels and
assessing the impact of lower-level, “proximal” parenting factors, such as feeding practices,
within the context of higher-level, more “distal” factors, such as parenting style. Similar to
parenting style, the parent-child relationship quality may be another distal factor that moderates
the effect of eating-specific parenting behaviors. Whereas parenting style largely reflects what

parents do (Karavasilis, Doyle, & Markiewicz, 2003), the parent-child relationship quality



pertains to how the parent and child fee/, as well as behave, in relation to one another. This two-
person, affective variable is worth exploring, as the impact of parenting behaviors likely depends
on adolescent as well as parent variables, including the adolescent’s temperament (Thomas &
Chess, 1977) and the manner in which the adolescent interprets their parents’ behaviors
(Karavasilis et al., 2003).

Developmental/attachment theory. According to developmental and attachment
theories, feeding is the earliest form of mother-child nurturance. The central developmental task
of infancy is to learn that others regularly satisfy one’s basic needs (Erikson, 1959). Whether this
trust develops and gives rise to a secure attachment (Bowlby, 1969) depends largely on the
caregiver’s (often the mother’s) consistency as a source of physical sustenance and emotional
comfort (Ainsworth & Bell, 1969; Bowlby, 1969). The second task of development, establishing
autonomy (Erikson, 1959), also develops through mealtimes, as children are increasingly trusted
to serve and feed themselves, with parents setting developmentally appropriate limits
(Mogharreban & Nahikian-Nelms, 1996; Satter, 1986). Thus, from the earliest moments of life
through the teenage years, mothers set limits and express affect (e.g., warmth, indifference,
resentment) through the feeding relationship.

Building on the views of Erikson and Bowlby, Hilde Bruch (1971, 1973) proposed an
influential psychodynamic model of EDs. She asserted that maternal intrusiveness, along with
inadequate responses to an infant’s signals of hunger and other needs, gives rise to ego deficits in
the developing child. For example, infants who have experienced intrusive or insensitive
caregiving go on to develop a weak sense of autonomy and difficulty distinguishing hunger from
other arousal states (i.e., poor interoceptive awareness). The first of these ego deficits, a poor

sense of autonomy, purportedly predisposes the infant to later food refusal and development of



AN as a form of self-assertion, whereas the second deficit, confusion of hunger with other
arousal states, may lead to emotional eating and obesity. Prospective studies have supported the
role of some of the ego deficits proposed by Bruch as risk factors for EDs, such as poor
interoceptive awareness (Gustafsson, Edlund, Kjellin, & Norring, 2010; Killen et al., 1996;
Leon, Fulkerson, Perry, & Early-Zald, 1995) and perfectionism (Boone, Soenens, & Braet, 2011;
Gustafsson et al., 2010; Mackinnon et al., 2011), but evidence is weaker for other risk factors,
such as poor self-efficacy (Bardone-Cone, Abramson, Vohs, Heatherton, & Joiner, 2006; Leon et
al., 1995; Lilenfeld, Wonderlich, Riso, Crosby, & Mitchell, 2006). Moreover, there is only weak
evidence for a link between early rearing experiences and later EDs, largely because the theory is
difficult to test longitudinally or retrospectively (Keel, 2017). Regardless, psychodynamic
models of EDs provide a strong theoretical basis for examining the roles of maternal feeding,
caregiving, and attachment quality in the development of daughters’ disordered eating. Indeed,
adults and adolescents with EDs have elevated rates of insecure attachment, and attachment
anxiety is associated with greater ED severity and poorer ED prognosis (Milan & Acker, 2014;
Tasca, Ritchie, & Balfour, 2011).

Family systems theory. Around the same time that Bruch emphasized early caregiving
in the etiology of EDs, Minuchin and colleagues developed a psychosomatic family model of
EDs (S. Minuchin et al., 1978), which similarly attributed EDs, and AN in particular, to family
characteristics. However, drawing on family systems theory, Minuchin’s team of researchers
focused on interactions beyond infancy, and they emphasized dysfunction in the family unit and
its patterns of interaction rather than mothers’ behavior in particular. Minuchin believed that
“[p]atterns in a system are circular rather than linear” (Minuchin, 1985, p. 290):

It is an epistemological error to state that an overprotective mother is creating anxieties in
her child. Rather, mother and child have created a pattern in which (starting anywhere)



the child's fears trigger concerned behavior in the mother, which exacerbates the child's

fears, which escalates the mother's concern, and so forth. The irreducible unit is the cycle

of interaction. (Minuchin, 1985, p. 290)

The psychosomatic family model of EDs identified a family system characterized by
rigidity, enmeshment, overinvolvement, and conflict avoidance as the prerequisite context for the
development of AN (Minuchin et al., 1978). Though Minuchin and colleagues acknowledged
interactions with other influences (e.g., physiological vulnerability), the emphasis was on
dysfunctional family processes as both a necessary developmental context and the target of
treatment.

In the decades since Bruch and Minuchin proposed their theories, leading ED researchers
have publicly refuted the view that mothers or families cause EDs, pointing to a lack of empirical
evidence (Le Grange et al., 2010). In correlational studies, lower family functioning has been
associated with greater odds of disordered eating (Haines et al., 2016) and has differentiated
families of adolescents with AN from those of controls (Wallis et al., 2017). However,
correlational studies do not rule out the likely possibility that EDs and disordered eating
contribute to poorer family functioning, as well as (or instead of) the reverse pattern (Haines et
al., 2016; Wallis et al., 2017). Regardless, even those researchers that reject a causal role of
family factors have argued that family interactions play a crucial role in maintaining EDs and are
an central target of ED treatment (Lock, Le Grange, Agras, & Dare, 2001; Treasure & Schmidt,
2013).

“Direct” and “indirect” influences: Verbal pressure and modeling. Most researchers
have assumed that parents primarily influence their child or adolescent’s disordered eating
through two primary modes of influence, one “direct” and one “indirect” (Abraczinskas, Fisak,

& Barnes, 2012; Fulkerson et al., 2002; Vincent & McCabe, 2000). By this view, the direct



influence is verbal pressure or verbal communication, which refers to parental comments about
the child’s weight or eating, such as encouraging dieting or remarking on her weight
(Abraczinskas et al., 2012; Fulkerson et al., 2002; Rodgers & Chabrol, 2009). By contrast, the
indirect influence is parental modeling (Bandura, 1977), whereby parents “indirectly” (i.e.,
implicitly and usually unintentionally) communicate body-related values and expectations to
their child through their own eating- or weight-related behaviors and attitudes, such as dieting or
expressing body dissatisfaction (Abraczinskas et al., 2012; Fulkerson et al., 2002; Wertheim,
Mee, & Paxton, 1999). This model is somewhat limited by its overly simplistic categories and
ambiguous distinctions; for example, verbal comments may contain an “indirect” or implied
message (as in, “Are you sure you want to eat that?”’), and modeling may occur through verbal as
well as non-verbal behaviors (e.g, “I really shouldn’t be eating this”). Despite its limitations, the
model captures important modes of parental influence and has driven substantial research. In
fact, modeling and verbal pressure were the two dimensions to emerge from principal
components analysis of all published measures of parental influence on disordered eating, and
both were associated with adolescent eating disturbance in a nonclinical sample (Abraczinskas et
al., 2012).

Overall, findings are mixed regarding the modeling effects of maternal disordered eating
behaviors on those of their daughters; there is stronger evidence for the modeling effects of
maternal body dissatisfaction on daughters’ body dissatisfaction (Rodgers & Chabrol, 2009). By
contrast, there is consistent evidence for the effects of maternal verbal pressure on daughters’
disordered eating (Rodgers & Chabrol, 2009), but so far this research has focused on restrictive
rather than disinhibited eating as an outcome (e.g., Dixon, Adair, & O’Connor, 1996; Keel,

Fulkerson, & Leon, 1997; Ricciardelli, McCabe, & Banfield, 2000). One study did find that
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adolescent girls’ perceptions of social pressure to be thin predicted the onset of subthreshold and
threshold binge eating disorder over a seven-year period, but social pressure combined parental
influences with those of peers, dating partners, and the media (Stice, Marti, & Durant, 2011).

Feeding theories. In addition to global parenting, modeling, and verbal communication,
mothers shape their daughter’s eating through feeding behaviors. Because young children cannot
provide nutritious meals and snacks for themselves, caregivers have no choice but to influence
and regulate their child’s eating. Caregivers, often mothers, must make decisions about when,
which, and how much food they provide; which aspects of eating the child may decide for
herself; and which types of interactions occur around meals and snacks (Satter, 1986). These
mother-child interactions are thought to influence the child’s eating habits through both global,
affective mechanisms and food-specific, behavioral pathways. Regarding global mechanisms,
parental feeding influences the infant and young child’s development of ego capacities, including
awareness of feelings and a sense of competence and trust in having needs met (Bruch, 1971;
Satter, 1986). Given the relational complexity of feeding interactions, psychodynamic theorists
view “the feeding relationship [as] characteristic of the overall relationship” (Satter, 1986), such
that problems characteristic of feeding interactions, such as misattunement or domineeringness,
appear in other parent-child interactions, as well (Satter, 1986).

Nutrition and child development researchers have also proposed specific feeding
practices thought to influence the development of eating habits (Collins, Duncanson, & Burrows,
2014). Though infants and young children are able to self-regulate their caloric intake, this
ability appears to fade by later childhood and adulthood (Rhee, 2008). As a result, theorists have
examined parental feeding behaviors that may support or undermine the developing child’s

ability to regulate eating based on hunger and satiety (Birch & Fisher, 1998, 2000; Fisher &
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Birch, 1999). The feeding practices that have received the greatest attention are feeding for
emotion regulation (i.e., emotional feeding), monitoring, and a variety of controlling feeding
practices, including restrictive feeding, pressure to eat, and use of food as a reward (Collins et
al., 2014; Jansen, Daniels, & Nicholson, 2012; Rhee, 2008). Though feeding has largely been
examined in relation to health and nutritional outcomes (Gubbels et al., 2009; Rhee, 2008; Van
Der Horst et al., 2007; Vollmer & Mobley, 2013), theorists have also proposed links between
parental feeding practices and restrictive or disinhibited eating in children and adolescents
(Ventura & Birch, 2008).

Emotional feeding has often been implicated as a risk factor for the development of
children’s disinhibited eating in response to negative emotions (i.e., emotional eating; Macht,
2008). The concept of emotional feeding dates back to Bruch (1964), who proposed that
caregivers who regularly use food to soothe a crying infant, regardless of the infant’s level of
hunger, may lead the developing child to associate food with emotional comfort, setting the stage
for emotional eating, overeating, and obesity. In support of the hypothesis that emotional feeding
teaches children to use food for emotion regulation, studies have linked parental emotional
feeding to emotional eating in young children (Blissett, Haycraft, & Farrow, 2010; Tan & Holub,
2015), older children (Braden et al., 2014), and adolescents (Goldstein, Tan, & Chow, 2017).

In addition to emotional feeding, overly restrictive feeding practices may also interfere
with children’s self-regulation in eating, leading to unhealthy eating behaviors (Faith, Scanlon,
Birch, Francis, & Sherry, 2004; Rhee, 2008). Restrictive feeding includes a variety of actions,
such as denying a child a second serving, controlling portion sizes, keeping certain foods out of
the home, and designating particular foods off-limits or allowed only under specific

circumstances (Musher-Eizenman & Holub, 2007; Rhee, 2008). At least two different theories
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exist regarding the possible impact of these practices. On the one hand, restrictive feeding may
lead to greater restrained eating by encouraging dietary restraint (Edmunds & Hill, 1999). On the
other hand, restrictive feeding, though intended to promote nutritious eating or weight control
(Musher-Eizenman & Holub, 2007), may be counterproductive, instead leading to disinhibited
eating and greater intake of restricted foods (Birch & Fisher, 1998; Ventura & Birch, 2008). By
placing excessive value on “forbidden” foods, restrictive feeding practices may cause children to
override their hunger and satiety cues and overindulge in highly palatable foods (Birch & Fisher,
1998, 2000; Fisher & Birch, 1999; Rhee et al., 2015). Thus, existing theories suggest that
restrictive feeding may lead to dietary restraint, disinhibition, or both. Ogden and colleagues
have suggested that the impact of controlling feeding practices may depend on whether
restriction is overt (i.e., limiting food in ways the child can easily perceive) or covert (i.e.,
undetected by the child, such as bypassing snack food aisles at the grocery store; Brown, Ogden,
Vogele, & Gibson, 2008; Ogden, Reynolds, & Smith, 2006). Nevertheless, at least some forms
of restrictive feeding appear likely to contribute to disordered eating behaviors, such as dietary
restraint or disinhibited eating.

Integrative theories involving social pressure and modeling. Though many theorists
focus on a particular influence, experts generally recognize that the family is only one of many
important influences on eating behavior and pathology. Whereas attachment, feeding, and family
systems models emphasize family factors, integrative models explicitly treat the family as only
one of many important influences on eating behavior. Integrative models vary in terms of the risk
factors identified and the relationships specified among risk factors, but most propose that

parental or familial influences, typically verbal pressure and modeling, combine with other



13

sociocultural influences (e.g., peers, media), as well as psychological and biological factors (e.g.,
genetics, perfectionism), to influence eating behaviors.

Two of the most prominent integrative theories are the dual pathway model of bulimic
pathology (Stice, 2001) and the tripartite influence model of AN and BN (Keery et al., 2004).
According to the dual pathway model, sociocultural pressures to be thin combine with thin-ideal
internalization to produce body dissatisfaction, which in turn leads to dieting and negative affect,
which then results in bulimia symptoms (binge eating, compensatory behaviors, and
overvaluation of weight and shape). In this model, parents are seen as only one form of
sociocultural influence or pressure, along with family, friends, dating partners, and the media
(Stice, 2001). The tripartite influence model is a similar but competing model (Keery et al.,
2004), which posits three sources of sociocultural influence—parents, peers, and the media—that
lead to restriction and bulimic symptoms through two mediational pathways: thin-ideal
internalization and engagement in appearance comparison to others. In contrast to the dual
pathway model, the tripartite influence model recognizes that parents and others may contribute
to eating pathology not only through pressure to be thin (i.e., criticism or teasing), but also
through modeling, as well as parental “emotional investment” in the daughter’s thinness (as
perceived by the daughter). The research teams of both Stice (2001) and Keery et al. (2004) have
evaluated their models in comparison to the other, and both found that their own model better fit
their own data. Regardless of which model is superior, these and other integrative models fill an
important role by attempting to describe more complex relationships among several variables,
including sociocultural and psychological influences. Nevertheless, they are limited in that they

tend to treat parental influence or even sociocultural influence as a unitary construct, rather than
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separating out forms of parental influence and examining their distinct influences as well as the
interplay among them.

Integrating theories of maternal influence. Each theory described above offers
valuable insights about a particular aspect of maternal behavior that may contribute to, or protect
against, eating pathology in adolescent daughters. However, these pathways do not operate in
isolation. Developing effective interventions requires a nuanced understanding of the ways in
which mother-daughter attachment, family functioning, controlling and emotional feeding,
modeling, and verbal pressure interact with and influence one another. Accordingly, researchers
have called for further study of the interactions between specific feeding behaviors and global
parenting or family functioning (Jansen et al., 2012; Rhee, 2008).

As mentioned previously, developmental psychologists have argued that global parenting
styles create a socioemotional context that influences the effect of specific parenting practices on
adolescent outcomes (Darling & Steinberg, 1993; Joyce & Zimmer-Gembeck, 2009; Kremers et
al., 2013). The mother-daughter relationship quality may be another important socioemotional
context that influences the effect of food-specific parenting practices. For example, restrictive
feeding may be less detrimental when mothers and daughters have a close, warm relationship. In
this context, restriction could be experienced as a form of care, leading daughters to develop
more competent, less harsh forms of eating self-regulation. Beyond just studies of moderators,
Jansen et al. (2012) have argued that understanding the complex reciprocal relationships and
interactions among parenting, feeding, and eating requires “more sophisticated modelling that
integrates mediation and moderation analyses” (p. 977) and incorporates covariates such as

parental weight status and child temperament.
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The current study addresses gaps in prior research by examining the interplay of several
maternal parenting variables in relation to adolescent girls’ eating pathology (see Figure 1 for a
theoretical model). Drawing on developmental theory and prior literature, the study proposes a
model of disordered eating in which mothers’ own pathological eating behaviors exert direct
influences on adolescent daughters’ pathological eating (e.g., modeling and genetics; path ¢ in
Figure 1), as well as indirect influences through earlier childhood feeding patterns, recalled
retrospectively by mothers and daughters (paths A and B). Moreover, the model proposes that
the mother-daughter relationship quality, including closeness and discord, moderates the
pathways from maternal disordered eating and childhood feeding to daughters’ disordered eating.
such that low closeness and high discord have a detrimental or exacerbating effect. More detailed

path models are presented following the hypotheses.

Closeness

Childhood

feeding
:/A< B
N C 5| Adolescent
Maternal DE DE

Figure 1. Theoretical model of direct and indirect effects of maternal DE on adolescent DE
through childhood feeding, moderated by parent-child relationship quality.
Empirical Research on Maternal Influences on Adolescent Disordered Eating

Each of the theories described thus far corresponds to one or more conceptual links (or
arrows in Figure 1) in the integrated model proposed in this study. Currently, there are varying
degrees of empirical support for each piece of the integrated model, with the strongest evidence

of links between mothers’ and daughters’ disordered eating (path c¢; Pike & Rodin, 1991;
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Rodgers et al., 2009), as well as between maternal feeding practices and daughters’ disordered
eating (path b; Faith et al., 2004; Rhee, 2008; Ventura & Birch, 2008). However, even those
associations have been inconsistent, largely due to differences in conceptualization and
measurement across studies, as many have pointed out (Jansen et al., 2012; Mitchell, Brennan,
Hayes, & Miles, 2009; Rodgers et al., 2009; Vollmer & Mobley, 2013). Moreover, the causal
direction of these associations is largely unknown due to a predominance of cross-sectional
studies rather than prospective studies and bidirectional models (Birch & Fisher, 2000; Faith,
2004). Finally, much of our knowledge of maternal influences on eating, especially feeding
practices, comes from studies of infants, toddlers, and preschoolers (Fisher & Birch, 1999;
Hughes, Power, Orlet Fisher, Mueller, & Nicklas, 2005; McPhie et al., 2012). Fewer studies have
examined school-aged children (Ventura & Birch, 2008), and even fewer have examined
adolescents (Loth, MacLehose, Fulkerson, Crow, & Neumark-Sztainer, 2014). Despite these
limitations, the following section reviews empirical findings relevant to the model’s proposed
associations among maternal influences and daughters’ disordered eating, with special attention
to adolescent studies when available.

Associations between disordered eating in mothers and in adolescent girls.
Connections between parents’ and their children’s eating pathology are likely due to multiple
factors, including genetic predispositions, modeling, and eating- or weight-related pressure
(Culbert et al., 2015). Though several studies support a positive association between mothers’
and adolescents daughters’ body dissatisfaction (Rodgers & Chabrol, 2009), evidence is mixed
regarding associations between mothers’ and adolescent daughters’ pathological eating
behaviors. With regard to milder forms of dietary restriction, many studies (with exceptions; cf.,

Elthag, Tynelius, & Rasmussen, 2010) have failed to find consistent associations between
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mothers’ and adolescents’ dieting (Dixon et al., 1996; Keery, Eisenberg, Boutelle, Neumark-
Sztainer, & Story, 2006), and in one study the significant association became non-significant
when controlling for daughters’ body mass index (BMI; Fulkerson et al., 2002). On the other
hand, adolescent girls’ reports of more extreme restrictive behaviors (e.g., fasting and skipping
meals) have been associated with maternal reports of their own dieting and weight-loss behaviors
in several studies (Benedikt, Wertheim, & Love, 1998; Keery et al., 2006; Neumark-Sztainer et
al., 2010; Vincent & McCabe, 2000). Other studies have shown associations between mothers’
and adolescent daughters’ bulimic symptoms, including binge eating and compensatory
behaviors (Pike, 1995; Rodgers & Chabrol, 2009; Stice et al., 1996; Wertheim, Koerner, &
Paxton, 2001).

Regarding emotional eating, a small number of studies have shown positive associations
between emotional eating in mothers and adolescent daughters (Elfhag et al., 2010; Snoek et al.,
2007), as well as mothers and 2- to 10-year-old children (Krdller, Jahnke, & Warschburger,
2013). Even as early as preschool, maternal self-reports of overeating and emotional eating have
been associated with children’s disinhibited eating in the laboratory (i.e., eating in the absence of
hunger; Cutting, Fisher, Grimm-Thomas, & Birch, 1999). Moreover, a longitudinal study
demonstrated that emotional eating among mothers of 2-year-olds predicted increases in their
child’s emotional eating by age 3 via both direct and indirect pathways (Rodgers et al., 2014).

Though few relevant longitudinal studies have been conducted with adolescents, the
small amount of longitudinal evidence mirrors and bolster that of cross-sectional research. That
is, parental eating pathology does not appear to predict increases in dieting throughout

adolescence (Byely, Archibald, Graber, & Brooks-Gunn, 2000), but it does appear to predict
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adolescent onset of binge eating (Stice, Presnell, & Spangler, 2002) and increases in binge eating
and purging (Stice, 1998).

To summarize, there is considerable evidence of positive associations between mothers’
and adolescent daughters’ disinhibited eating (i.e., binge eating, overeating, and emotional
eating), as well as mothers’ and adolescents’ compensatory or extreme weight-loss behaviors.
However, more longitudinal studies are needed to determine to what extent these associations are
due to maternal modeling versus to what extent third variables, such as genetics (Stice, 2002),
contribute to concordance in eating pathology between mothers and daughters. Regarding more
mild restriction, there is little evidence of associations between mothers’ and daughters’ dieting,
perhaps because dieting is normative among females (Rodin, Silberstein, & Striegel-Moore,
1984), with up to 75% of adult women reporting having dieted in their lifetime (French, Jeftery,
& Murray, 1999; Jeffery, Adlis, & Forster, 1991; Slof-Op °t Landt et al., 2017), and 55-58% of
adolescent females reporting dieting within the past year (Neumark-Sztainer, Wall, Larson,
Eisenberg, & Loth, 2011).

Associations between maternal disordered eating and child feeding practices.
Several studies have investigated how maternal eating pathology impacts or relates to child
feeding behaviors. In a recent review, McPhie and colleagues (McPhie, Skouteris, Daniels, &
Jansen, 2014) identified seven such studies, the majority of which found at least partial support
for positive associations between maternal eating pathology and feeding practices, with one
exception (cf., Haycraft & Blissett, 2011). Almost all studies have been cross-sectional, however,
so the directionality and causal pathways remain unclear (McPhie et al., 2014). Moreover, with

some exceptions (cf., Hughes et al., 2005), most studies have included predominantly non-
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Hispanic, White families, so results cannot be generalized to other racial and ethnic groups
(Francis, Hofer, & Birch, 2001).

Several cross-sectional studies have shown positive associations between maternal
restrained eating and restrictive feeding, mostly during early childhood. Birch and colleagues
have demonstrated that restrictive or restrained eating attitudes and behaviors, self-reported by
mothers (Fisher & Birch, 1999) and both parents combined (Birch & Fisher, 2000; Francis et al.,
2001), were associated with greater maternal restrictive feeding of preschoolers (Fisher & Birch,
1999) and 5-year-olds (Birch & Fisher, 2000; Francis et al., 2001), independent of child weight
status. In a more recent study of Australian mothers and children ages 2 to 6 years, maternal
dietary restraint and overvaluation of weight and shape were significantly associated with
restrictive child feeding practices; however, only overvaluation of weight and shape retained its
significant association when controlling for demographic variables (Damiano, Hart, & Paxton,
2016). Interestingly, research has not supported associations between maternal eating pathology
and restrictive feeding of sons during the years from preschool to middle childhood (Blissett &
Haycraft, 2008; Duke, Bryson, Hammer, & Agras, 2004; McPhie et al., 2014).

Compared to restrictive feeding, emotional feeding has received less attention as a
potential correlate or consequence of maternal disordered eating. Nevertheless, at least two
cross-sectional studies have found positive associations between emotional eating in mothers (or
parents who were mostly mothers) and emotional feeding of preschool to school-aged children,
controlling for maternal BMI (Wardle, Sanderson, Guthrie, Rapoport, & Plomin, 2002) or child
age and weight status (Tan & Holub, 2015). Thus, just as restrained eating pathology has been
associated with a corresponding pattern of restrictive feeding, emotional or disinhibited eating

has been associated with a corresponding pattern of emotional feeding. However, there is little
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evidence of “crossover” relationships between maternal eating and feeding styles; that is, studies
have not supported an association between maternal disinhibited eating and restrictive feeding
(Fisher & Birch, 1999), or between maternal restrained eating and emotional feeding (Damiano
et al., 2016).

Child feeding and adolescent eating. Extensive research has examined the theory that
maternal feeding practices influence child eating habits (Jansen et al., 2012; Ventura & Birch,
2008). Importantly, however, the majority of these studies have been cross-sectional, so
significant associations likely reflect a bidirectional process in which the child’s eating and
mother’s feeding reciprocally influence each other (Faith et al., 2004; Jansen et al., 2012; Rhee,
2008, 2009). Moreover, preschoolers and school-aged children have received the most empirical
attention, so there is still little evidence that childhood feeding is associated with adolescent
eating outcomes. Regardless, existing literature provides preliminary support for an association
between maternal feeding during childhood and disordered eating in adolescent daughters.

Regarding emotional eating, only one study appears to have examined associations with
childhood feeding in an adolescent sample. Using the same dataset as the current study,
Goldstein et al. (2017) found that recollections of early emotional feeding showed positive
associations with adolescent emotional eating. In cross-sectional and experimental studies of
preschool and school-aged children, emotional feeding has shown significant positive
associations with emotional eating, or eating in response to experimentally induced negative
mood, controlling for demographic and other confounding variables (Blissett et al., 2010; Braden
et al., 2014). In a longitudinal study of 323 mother-child dyads from Australia (Rodgers et al.,

2014), maternal emotional feeding at age 2 predicted increases in emotional eating from age 2 to
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3, supporting Bruch's (1964) view that very young children can be taught to associate food with
emotional comfort.

Compared to emotional feeding, a greater number of studies have examined the impact of
restrictive feeding on child and adolescent eating, but the results have been less consistent (Faith
et al., 2004; Rhee, 2008; Ventura & Birch, 2008). Among infants and toddlers, evidence suggests
an association between controlling parental feeding and healthier child eating (e.g., less
snacking; Sleddens, Kremers, De Vries, & Thijs, 2010), but even these associations appear to
depend on child characteristics (Gubbels et al., 2009). By later childhood and adolescence, when
children have greater autonomy over eating, parental restriction is one of the strongest and most
consistent correlates of disinhibited eating and obesity (Faith et al., 2004; Joyce & Zimmer-
Gembeck, 2009; Mitchell, Farrow, Haycraft, & Meyer, 2013; Ventura & Birch, 2008), though
there have been a few exceptions (cf., Robinson, Kiernan, Matheson, & Haydel, 2001). This
pattern lends preliminary support to the theory that controlling feeding is counterproductive,
undermining children’s self-regulation in eating (Birch & Fisher, 1998, 2000; Fisher & Birch,
1999). Nevertheless, cross-sectional studies cannot rule out the reverse causal pathway, in which
children’s disinhibited eating leads mothers to adopt more restrictive feeding practices out of
health or weight concerns (Faith, 2004). In fact, one study found that excessive rates of weight
gain in girls preceded increases in mothers’ controlling feeding rather than vice versa,
controlling for demographic variables (Rhee et al., 2009). More typically, however, research has
supported reciprocal directions of influence (Birch & Fisher, 2000; Faith, 2004; Rodgers et al.,
2013), and several experimental and prospective studies have suggested that restrictive feeding
in early childhood increases disinhibited eating and risk for overweight, particularly in girls

(Rhee, 2008; Ventura & Birch, 2008).
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Few studies have examined associations between adolescent eating and maternal
restrictive feeding, and evidence from these few studies has been weaker than the findings
examining younger children. In contrast to the gender pattern typically found, Loth et al. (2014)
found fewer cross-sectional associations between disordered eating behaviors and controlling
parental feeding practices among adolescent girls than boys. Nevertheless, among girls, greater
maternal restrictive feeding was associated with significantly greater odds of engaging in
extreme weight control behaviors. In another cross-sectional study of adolescents (Haycraft et
al., 2014), girls’ reports of parental restrictive feeding did not show significant associations with
overall eating pathology when controlling for weight status and other controlling feeding
practices (e.g., pressure to eat, monitoring). Notably, however, both of these studies assessed
concurrent parental feeding practices rather than feeding in earlier childhood. Compared to
parents of adolescents, parents of younger girls may have more opportunities to control or
restrict their daughter’s eating and more success in doing so. Thus, more research is needed to
assess whether restrictive feeding of young daughters is related to the emergence of disordered
eating by adolescence, using retrospective or longitudinal designs.

In an attempt to explain discrepant findings, researchers have begun to explore potential
moderators of the associations between restrictive feeding and disinhibited eating or weight
status (e.g., Faith et al., 2004). Based on these moderator analyses, restrictive or controlling
feeding appears most strongly or consistently related to disinhibited eating among girls or
mother-daughter dyads (Faith et al., 2004), among children who are already overweight or
biologically at risk of becoming overweight (Rhee, 2008), when overt rather than covert
restriction is assessed (Mitchell et al., 2013; Ogden et al., 2006), and when restriction rather than

general controlling feeding is assessed (Faith et al., 2004).
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Your research project, entitled Body Talk and Body Image in Mother-Daughter Relationships, has
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Enrollment of 150 pairs of mother/daughter subjects to participate in the approved protocol.

Use of the following study measures: Appendix C: Child Version — Figure Array Test; Body
Dissatisfaction Scale; Drive for Thinness; Eating Attitudes Test; Anti-Fat Attitudes Questionnaire;
Brief Symptoms Inventory (Depression, Anxiety, and Hostility Subscale); Rosenberg Self-Esteem
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study instruments, you must submit a Human Subjects Approval Request Form. These forms are
available through IRBNet on the UHSRC website.

Problems: All major deviations from the reviewed protocol, unanticipated problems, adverse events,
subject complaints, or other problems that may increase the risk to human subjects or change the
category of review must be reported to the UHSRC via an Event Report form, available through IRBNet
on the UHSRC website

Follow-up: If your Expedited research project is not completed and closed after three years, the UHSRC
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Appendix B: Informed Consent Form

Appendix B Subject ID:

Informed Consent Form: Health and Mother-Daughter Relationships

Investigator: Chong Man Chow, Ph.D.
Phone: 734-487-2037
Email: cchow(@emich.edu

Purpose:
The purpose of this study is to investigate how mothers and daughters discuss with each other
about their eating behaviors and feelings towards weight.

Description of Project:

This study has three major parts. First, you will be asked to complete a series of questionnaires
that ask about your typical interactions with your mother/daughter regarding your eating behaviors,
feelings towards weight, and psychological health. Second, both of you will be asked to participate in a
video-recorded interaction. During the interaction, you will be asked to take turn to discuss about
different issues regarding your body and weight. Third, you will complete a short survey about your
interaction. The study should take approximately 90 minutes to complete.

We would like to video record you for this study. If you are video recorded, it will be possible to
identify you through your image and voice. If you agree to be video recorded, sign the appropriate line at
the bottom of this form.

Possible Risks:

You may feel uncomfortable when answering the survey or being video-recorded for the
discussion session. You may choose not to respond or to discontinue your participation whenever you feel
uncomfortable with the procedures.

Compensation to the Participant:
Each dyad will receive $40 total for your participation.

Potential Benefits:
You will not directly benefit from participating in this research. Your participation, however, may
help researchers to understand the development of eating behaviors and body image in close relationships.

Alternatives to Participation:
You do not have to participate in this research study to earn course credit. If you choose not to
participate, please contact your instructor for alternate ways to obtain course credits.

Records of Participation in this Research:

All of the information participants provide to investigators as part of this research will be
protected and held in confidence. Only researchers who are IRB certified and related to this project can
access the database; data will not be shared with course instructors. Every possible effort will be made to
preserve confidentiality regarding this data. Your name will not be associated in any way with the
research reports (e.g., articles, conference presentations). All data set and recorded videos will be stored
securely in researchers’ computer hard drives located in the Psychology Department at EMU.

Publications Associated with this Research:
The results of this research may appear in publications or presented at conferences, but individual
participants will not be identified.
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Appendix B Subject ID:

Contact People:

Participants who want more information about this research may contact any of the investigator
listed at the top of this document. Participants who want more information about their rights as a
participant or who want to report a research related injury may contact:

Eastern Michigan University
Human Subjects Review Committee

Human.subjects@emich.edu
734-487-3090

Alternatively, you could also seek help from the EMU’s Counseling and Psychological Services by
calling 734-487-1118 or visit 313 Snow Health Center.

Voluntary participation:

Participation in this research study is your choice. You may refuse to participate at any time, even
after signing this form, with no penalty or loss of benefits to which you are otherwise entitled. You may
choose to leave the study at any time with no loss of benefits to which you are otherwise entitled, and it
will not affect your standing at EMU. If you leave the study, the information you provided will be kept
confidential. You may request, in writing, that your identifiable information be destroyed. However, we
cannot destroy any information that has already been published.

Statement of Consent:

I have read this form. I have had an opportunity to ask questions and am satisfied with the
answers | received. I give my consent to participate in this research study.

Signatures

Name of Subject

Signature of Subject Date

I agree to be video recorded for this study.

Signature of Subject Date
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Appendix B Subject ID:

Parent Consent:
I have read this form. I have had an opportunity to ask questions and am satisfied with the
answers [ received. I give my permission for my child to participate in this study.

Signatures

Name of subject’s parent

Signature of subject’s parent Date

I agree to allow my child to be video recorded for this study.

Signature of subject’s parent Date
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Appendix C: Comprehensive Feeding Practices Questionnaire
(Musher-Eizenman & Holub, 2007)
Parent Retrospective Version
Parents take many different approaches to feeding their children and may have different concerns
about feeding depending on their child. While answering the following questions, please think back to

when your child was between 5- to 10-years old. Please answer the following questions as honestly as
possible with this child in mind.

never, rarely, sometimes, mostly, always (Emotion Regulation)
disagree, slightly disagree, neutral, slightly agree, agree (The remaining subscales)

Subscale

Emotion Regulation

Emotion Regulation

Emotion Regulation

Food as a Reward

Food as a Reward
Food as a Reward
Pressure
Pressure
Pressure

Pressure

Restriction for Health

Restriction for Health

Restriction for Health

Restriction for Health

Restriction for Weight

Restriction for Weight

Question

When this child gets fussy, is giving him/her something to eat or drink the first
thing you do?

Do you give this child something to eat or drink if s/he is bored even if you think
s/he is not hungry?

Do you give this child something to eat or drink if s/he is upset even if you think
s/he is not hungry?

I offer sweets (candy, ice cream, cake, pastries) to my child as a reward for good
behavior.

I withhold sweets/dessert from my child in response to bad behavior.

I offer my child his/her favorite foods in exchange for good behavior.
My child should always eat all of the food on his/her plate.

If my child says, “I’m not hungry,” I try to get him/her to eat anyway.
If my child eats only a small helping, I try to get him/her to eat more.

When he/she says he/she is finished eating, I try to get my child to eat one more
(two more, etc.) bites of food.

If I did not guide or regulate my child’s eating, s’he would eat too much of his/her
favorite foods.

If I did not guide or regulate my child’s eating, s’he would eat too many junk foods.

I have to be sure that my child does not eat too much of his/her favorite foods.

I have to be sure that my child does not eat too many sweets (candy, ice cream,
cake, or pastries).

I have to be sure that my child does not eat too many high-fat foods.

I encourage my child to eat less so he/she won’t get fat.



Restriction for Weight

Restriction for Weight

Restriction for Weight

Restriction for Weight

Restriction for Weight

Restriction for Weight
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I give my child small helpings at meals to control his/her weight.

If my child eats more than usual at one meal, I try to restrict his/her eating at the
next meal.

I restrict the food my child eats that might make him/her fat.
There are certain foods my child shouldn’t eat because they will make him/her fat.

I don’t allow my child to eat between meals because I don’t want him/her to get fat.

I often put my child on a diet to control his/her weight.
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College Student Retrospective Version

Instructions: While answering the following questions, please think back to when you were

between 5- to 10-years old.

never, rarely, sometimes, mostly, always (Child Control, Emotion Regulation, &

Monitoring subscales)

disagree, slightly disagree, neutral, slightly agree, agree (The remaining subscales)

Subscale

Emotion Regulation

Emotion Regulation

Emotion Regulation

Food as a Reward

Food as a Reward
Food as a Reward
Pressure
Pressure
Pressure

Pressure

Restriction for Health

Restriction for Health

Restriction for Health

Restriction for Health

Restriction for Weight
Restriction for Weight
Restriction for Weight

Restriction for Weight

Question

When you got fussy, was giving you something to eat or drink the first thing your
parent did?

Did your parent give you something to eat or drink if you were bored even if s/he
thought you were not hungry?

Did your parent give you something to eat or drink if you were upset even if s/he
thought you were not hungry?

My parent offered sweets (candy, ice cream, cake, pastries) to me as a reward for
good behavior.

My parent withheld sweets/dessert from me in response to bad behavior.
My parent offered me my favorite foods in exchange for good behavior.
My parent believed I should always eat all of the food on my plate.

If I said, “I’'m not hungry,” my parent tried to get me to eat anyway.

If I ate only a small helping, my parent tried to get me to eat more.

When I said [ was finished eating, my parent tried to get me to eat one more (two
more, etc.) bites of food.

My parent believed if s/he did not guide my eating, [ would eat too much of my
favorite foods.

My parent believed if s/he did not guide or regulate my eating, | would eat too
many junk foods.

My parent had to be sure that I did not eat too much of my favorite foods.

My parent had to be sure that I did not eat too many sweets (candy, ice cream, cake,
or pastries).

My parent had to be sure that I did not eat too many high-fat foods.
My parent encouraged me to eat less so I wouldn’t get fat.
My parent gave me small helpings at meals to control my weight.

If T ate more than usual at one meal, my parent tried to restrict my eating at the next
meal.



Restriction for Weight

Restriction for Weight

Restriction for Weight

Restriction for Weight

114

My parent restricted the food I ate that might have made me fat.

My parent believed there are certain foods I shouldn’t eat because they would make
me fat.

My parent didn’t allow me to eat between meals because they didn’t want me to get
fat.

My parent often put me a diet to control my weight.



Everyone
behaviors
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Appendix D: Dutch Eating Behaviour Questionnaire
(van Strien, Fritjers, Bergers, & Defares, 1986)
has different eating behaviors. Please rate how often you engage in these eating

1=never 2=seldom 3 =sometimes 4 =often 5= very often

Restrained Eating

1

2

3.
weight?

4.
3.
6.
7.
8.
9.
1

. When you have put on weight, do you eat less than you usually do?
. Do you try to eat less at mealtimes than you would like to eat?

How often do you refuse food or drink offered because you are concerned about your

Do you watch exactly what you eat?

Do you deliberately eat foods that are slimming?

When you have eaten too much, do you eat less than usual the following day?

Do you deliberately eat less in order not to become heavier?

How often do you try not to eat between meals because you are watching your weight?
How often in the evenings do you try not to eat because you are watching your weight?

0. Do you take into account your weight with what you eat?

Emotional Eating

11
12
13
14
15
16
17
happen?
18
19

. Do you have the desire to eat when you are irritated?

. Do you have a desire to eat when you have nothing to do?

. Do you have a desire to eat when you are depressed or discouraged?

. Do you have a desire to eat when you are feeling lonely?

. Do you have a desire to eat when somebody lets you down?

. Do you have a desire to eat when you are cross?

. Do you have a desire to eat when you are approaching something unpleasant to

. Do you get the desire to eat when you are anxious, worried or tense?
. Do you have a desire to eat when things are going against you or when things have

gone wrong?

20
21
22
23

. Do you have a desire to eat when you are frightened?

. Do you have a desire to eat when you are disappointed?

. Do you have a desire to eat when you are emotionally upset?
. Do you have a desire to eat when you are bored or restless?

External Eating

24
25
26
27
28
29
delicious?
30

. If food tastes good to you, do you eat more than usual?

. If food smells and looks good, do you eat more than usual?

. If you see or smell something delicious, do you have a desire to eat it?

. If you have something delicious to eat, do you eat it straight away?

. If you walk past the baker, do you have the desire to buy something delicious?
. If you walk past a snackbar or a cafe, do you have the desire to buy something

. If you see others eating, do you also have the desire to eat?
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31. Can you resist eating delicious foods?
32. Do you eat more than usual, when you see others eating?
33. When preparing a meal are you inclined to eat something?
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Appendix E: The Network of Relationships—Relationship Quality Version
(Buhrmester & Furman, 2008)

Description. The NRI-RQV is a combination of the Network of Relationships Inventory
(Furman & Buhrmester, 1985) and a family relationship measure developed by Buhrmester,
Camparo & Christensen (1991). This 30-item survey has ten scales with 3 items per scale. It
assesses 5 positive features, including companionship, disclosure, emotional support, approval,
and satisfaction, and 5 negative relationship features including, conflict, criticism, pressure,
exclusion and dominance.

Companionship (COM)

1 How often do you spend fun time with this person?
11 How often do you and this person go places and do things together?

21 How often do you play around and have fun with this person?

Intimate Disclosure (DIS)
2 How often do you tell this person things that you don’t want others to know?

12 How often do you tell this person everything that you are going through?

22 How often do you share secrets and private feelings with this person?

Pressure (PRE)

3 How often does this person push you to do things that you don’t want to do?
13 How often does this person try to get you to do things that you don’t like?

23 How often does this person pressure you to do the things that he or she wants?

Satisfaction (SAT)

4 How happy are you with your relationship with this person?
14 How much do you like the way things are between you and this person?

24 How satisfied are you with your relationship with this person?

Conflict (CON)
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5 How often do you and this person disagree and quarrel with each other?
15 How often do you and this person get mad at or get in fights with each other?

25 How often do you and this person argue with each other?

Emotional Support (SUP)
6 How often do you turn to this person for support with personal problems?

16 How often do you depend on this person for help, advice, or sympathy?

26 When you are feeling down or upset, how often do you depend on this person to cheer
things up?

Criticism (CRI)
7 How often does this person point out your faults or put you down?

17 How often does this person criticize you?

27 How often does this person say mean or harsh things to you?

Approval (APP)
8 How often does this person praise you for the kind of person you are?

18 How often does this person seem really proud of you?

28 How much does this person like or approve of the things you do?

Dominance (DOM)
9 How often does this person get their way when you two do not agree about what to do?

19 How often does this person end up being the one who makes the decisions for both of
you?

29 How often does this person get you to do things their way?
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Exclusion (EXC)
10 How often does this person not include you in activities?

20 How often does it seem like this person ignores you?

30 How often does it seem like this person does not give you the amount of attention that you want?

Scoring. Scales are scored are created by averaging the 3 items making up the scale.
Two additional factors can be computed:

Closeness: the mean of the companionship, disclosure, emotional support, approval, and

satisfaction scales.

Discord: the mean of the conflict, criticism, pressure, exclusion and dominance scales.

Use of the Measure: You have permission to use and copy the measure that is included
below. You can adjust the measure to assess the relationships you’re interested in. You can also
eliminate the unneeded items if using the short form or only some scales. Please retain all three
items on a scale if you are deriving scale scores, and retain all the scales/items to derive factor
scores.

Reliability of Scales
Sixth Grader’s Self-report ratings.
Male Female | Romantic
Scale Friend Friend Friend Sibling Mother Father
Companionship .89 (223) | .89 (213)| .84(47) .81 (199) 76 (221) 78 (221)
Disclosure 90 (221) | 92 (212)| .80(47) .86 (197) .80 (219) .78 (219)
Pressure 73 (222) | .68 (213)| .90 (47) .76 (198) 75 (220) 71 (220)
Satisfaction .89 (222) | .89 (213)| .83(47) .89 (198) .86 (220) 91 (220)
Contflict 72(223) | 74 (213)| .73 (47) .86 (199) .80 (221) 75 (221)




120

Emotional Support | .81 (221) | .90 (213)| .80(47) | .83(197) | .78(219) | .83 (219)
Criticism 79(222) | 74 213)| 65(47) | .82(197) | .76(219) | .71(219)
Approval 77(222) | 80 (213)| .70(47) | .76(197) | .72(220) | .71 (220)
Dominance 72(222) | 77(209)| .82(44) | .73(197) | .60(219) | .59 (219)
Exclusion 53(222) | 52211)| 49(47) | .69(197) | .67(220) | .57 (220)
Closeness 93(219) | 95(210)| .93(47) | .91(194) | .89(217) | .90 (217)
Discord 84(220) | .84 (205)| .86(44) | .88(194) | .82(216) | .80(216)

Note: Values are Cronbach’s Alpha Coefficients (N = 223). Participants were
predominantly white (80%) 11-12 year-old children from the suburban public schools in
Richardson, Texas (near Dallas).
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Appendix F: Associations Between Demographics and Primary Variables

F-1. Correlations Between Continuous Demographic Variables and Primary Variables (n = 88-96)

Mother Mother Restrictive  Emotional Adolescent Adolescent  Closeness Discord
restrained emotional feeding feeding restrained  emotional
eating eating eating eating
Demographic
Variable
) A: .09 A: .06 A: 14 A: .05
Mother education .02 .03 .19 13
M: .05 M: .04 M: -.09 M: .06
A: .01 A: -.06 A: 25% A: -.04
Household 10 10 03 -01
income M: -.04 M: .03 M: -.04 M: -.03
A: 18 A: -.09 A: .07 A: .04
Adolescent BMI 5 06 03 .04
percentile M: 37%  M: .09 M: 14 M: -.07
A: .16 A: .01 A: 10 A: .07
Mother BMI .02 -.05 -.13 -.14
M: .08 M: -.05 M: 25% M: -14
A 21% A: 24% A =17 A: 31%*
Adolescent age -.02 -.01 R YA 34%*
M: .00 M: .02 M: -28%%  M: .06
A: 11 A: .16 A: .07 A: 18
Mother age .16 14 25% 21%
M: -.06 M: 20 M: -.24% M: 13

Note. A = adolescent report. M = mother report.

*p <.05. **p < .01. ***p < .001.
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F-2. Descriptive Statistics by Ethnicity, for Variables Significantly Related to Ethnicity

White African American  Mixed Race/Other

M (SD) M (SD) M (SD)
Adolescent Restrained Eating 2.4 (.65) 2.4 (.73) 3.04 (.92)

n=48 n =730 n=20
Restrictive Feeding (Adolescent Report) 2.0 (.59) 2.2 (.83) 2.6 (.86)

n=47 n=29 n=20




