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The Satter Feeding Dynamics Model recommends optimizing feeding and parenting and support-
ing cach child in growing in the way that is genetically and metabolically appropriate at any weight
level. According to the Feeding Dynamics Model of child overweight definition, prevention, and
treatment, the underlying cause of today’s trends toward increasing child overweight is disruption in
the feeding relationship and in parenting overall (Satter, 1996, 2005b). The conventional approach
of diagnosing overweight, managing energy balance, and striving for weight maintenance or weight
loss (Centers for Disease Control, 2000b) exacerbates those distortions in feeding and parenting.

The fundamemal principle of the Feeding Dynamics Model is that, provided parents guide
the feeding process based on information coming from the child and are reasonably skillful with
feeding, children eat as much or as little as they need based on their internal processes of hunger,
appetite, and satiety (Adair. 1984; Fomon, Filer, Thomas. Anderson, & Nelson, 1975) and grow
predictably (Hamill et al., 1979; Zack, Harlan, Leaverton, & Cornoni-Huntley, 1979) in accordance
with their genetic endowment (Garn & Clark, 1976; Pictilanen et al., 2001).

Effective feeding is based on a division of responsibility (Satter, 1986). For the infant, the par-
ent does the what of feeding, the infant does everything else: how often, how much, at what tempo,
and what level of skill. Beyond infancy, the parent is responsible for the whai, when, and where of
feeding and the child is responsible for the how much and whether of eating. Adolescents gradually
learn to manage the what, when, and where for themselves, but they continue to depend on parents
to take leadership with feeding and maintain the structure of family meals.

The division of responsibility in feeding is based on rescarch in child nutrition and energy bal-
ance (Davis, 1928; Fomon, 1993; Fomon et al., 1975; Gesell & llg, 1937), child oral-motor (Morris
& Klein, 2000) and psychosocial (Greenspan & Lourie, 1981) development, feeding (Ainsworth
& Bell, 1969; Birch & Fisher, 1995; Birch, Johnson, & Fisher, 1995; Eisenberg, Olson, Neumark-
Sztainer, Story, & Bearinger, 2004), and parenting (Baumrind, 1971; Maccoby & Martin, 1983).
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The division of responsibility is an authoritative model (Baumrind, 1971; Maccoby et al., 1983)
defining the parents’ role as both taking leadership with feeding and giving the child autonomy
with eating. According to Rhee, Lumeng, Appugliese, Kaciroti, and Bradley (2006), authorita-
tive parenting correlates with the lowest incidence of overweight in first-grade children (3.9%) fol-
lowed in overweight incidence by permissive (9.8%), neglectful (9.9%), and authoritarian parenting
(17.1%). Distinctions lie in the ways parents combine the clements of leadership and autonomy.
Authoritative parents balance the two, neglectful and permissive parents give autonomy without
taking leadership, and authoritarian parents take leadership but do not give autonomy.

The Satter Feeding Dynamics Model as it applies to child overweight prevention and man-
agement is outlined in Figure 19.1. The Feeding Dynamics Model is competency based. It is
grounded on well-supported evidence that children have a powerful and resilient ability to main-
tain energy balance and grow in a predictable fashion (Centers for Disease Control, 2000a: Don-
nelly et al., 1996; Fomon et al., 1975; Pietilanen et al., 2001; Rose & Mayer, 1968). However, for
the child to maintain appropriate energy intake, the feeding relationship must be responsive and
supportive (Birch et al.. 1995; Crow, Fawcet1, & Wright, 1980; Neumark-Sztainer, Wall, Story. &
Fulkerson, 2004).

Based on this assumption of competency with energy regulation and growth, the feeding
dynamics definition of child overweight is not high weight per se, but weight acceleration: abnormal
upward weight divergence for the individual child. The principle of conservation of growth, which
provides the theoretical basis for growth charts, indicates that most children, most of the time,
grow along a particular growth trajectory (Centers for Disease Control, 2000a; Fomon et al., 1975;
Hamill et al., 1979; Legler & Rose, 1998; Pictilanen et al.,, 2001; Zack et al., 1979). That trajectory
may be low, in the middle, or high—even above the 95th body mass index (BMI) percentile defined
as the cutoff point for child overweight. Thus, consistent growth at any trajectory is normal. Abrupt,
rapid, and ongoing acceleration (crossing upward across percentiles) is not (Legler & Rose, 1998).
This perspective avoids labeling as overweight the child whose weight/height, or BMI, is above a
certain percentile but who is growing consistently. It also identifics for carly intervention the child
whose measurements fall closer to the mean, but whose weight is nonetheless diverging from his
previously established growth pattern (Centers for Disease Control, 2000a; Committee on Nutri-
tion, 2003; Legler & Rose, 1998).

NORMAL GROWTH AND DEVELOPMENT

From the feeding dynamics perspective, to prevent child overweight from birth, feed optimally,
support normal growth and development, and avoid disruptive influences. For the infant and young
child, and to a lesser extent for older children, nourishing is synonymous with nurturing. Symboli-
cally, in terms of actual time spent, and in terms of consequences to normal growth and develop-
ment, feeding is of primary importance during a child’s early life. Appropriate feeding supports
the child in achieving developmental 1asks at every stage as well as instills positive cating attitudes
and behaviors. Problems with feeding can impair normal growth and development. but on a more
profound level, they can reflect distortions in parent-child interaction that interfere with the child’s
positive psychosocial development.

Feeding is parenting, and appropriate feeding allows children to achieve developmental tasks at
every stage (Satter, 1995). Health care professionals who understand the principles and practices of
optimal, stage-related feeding (Satter, 2000a) can concretely teach good parenting within the feed-
ing context. Good parenting with feeding is observing a division of responsibility in feeding, guid-
ing the feeding process based on information coming from the child with respect to inclinations for
eating and physical abilities, and accepting the child's constitutionally endowed growth (even when
that growth exceeds standard cutoff points) (Satter, 2006).
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Many of today’s children are getting too heavy. This is clearly indicated by population-wide surveys
showing increasing percentages of children whose BMI plots in excess of diagnostic cutoff percentiles,
Those trends indicate that environmental influences are disrupting children’s ability to regulate cnergy
balance and grow consistently.

Perspective: The feeding dynamics model of child overweight is competency-based. It is grounded
on well-supported evidence that children have a powerful and resilient ability to maintain energy
balance and grow in a predictable fashion, provided the feeding relationship is appropriate.

Definition: The feeding dynamics definition of child overweight is not high weight per se, but weight
acceleration: Abnormal upward weight divergence for the individual child. The child is compared
only to himself, not to statistical cutoff points established for the purpose of population-wide
cvaluation.

Exploring causation: The feeding dynamics model considers medical and psychosocial issues,
food selection, parenting, the feeding relationship, and child development. In identifying
causes of weight acceleration, the feeding dynamics question is:
a. Not, how do we get this child to lose weight?
b.  But rather, what is happening in this child’s environment to undermine his considerable
ability to regulate energy balance and grow predictably?

Typical causes: Clinically and from an examination of the research literature, it emerges that there
are four typical causes, alone or in combination, for a child’s weight acceleration:

a. Misinterpretation of normal growth.

b. Restrained feeding and circumstances that mimic restrained feeding.

¢. Poor feeding practices.

d. Stress.

Prevention: Preventing weight acceleration mandates supporting normal growth and development
and avoiding disruptive influence by:
a.  Optimizing feeding from birth and throughout the growing-up years by maintaining a
division of responsibility in feeding.
Maintaining a division of responsibility in activity.
<. Supporting parents in accepting consistent weight, even if that weight is at or above levels
defined as “overweight” or “at risk of overweight”

Treatment: Treatment of child overweight from feeding dynamics perspective involves:

a. Careful assessment of the individual child to identify causes of weight acceleration.

b. Constructing and enacting a treatment plan to correct those causes, supporting patents
in optimizing feeding and activity and holding steady with feeding during their child's
transition to internally regulated eating.

c. Letting the child's weight establish its own level in response to a. and b. Depending on
the child’s metabolic patterns, this weight trajectory may stabilize at the current level
or gradually decrease.

l-or more information, see Ellyn Satter’s Your Child's Weight: Helping without Harming.

" To find references, further information and handouts, g go to www.EllynSatter.com and click on Child Overweight.

Figure 19.1
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Homeostasis and Attachment: Infancy

Encourage parents to feed on demand, based on information coming from the infant with respect
to timing, tempo, amount, and level of skill. Feeding in this tuned-in, responsive fashion allows the
infant to cat as much or as little as he needs, provides the experience of eating as being pleasant and
rewarding, supports the infant’s ability to calm and organize himself, gives him a sense of being
loved, and provides the experience of autonomy—of being respected as an individual.

Separation-Individuation: Toddler Years

Separation-individuation begins toward the end of the first year as the child begins to make the
transition from the demand feeding of an infant to the meals-plus-snacks routine of an older
child. The infant who has started this transition cares deeply about feeding himself. The toddler
who is well into separation-individuation is skeptical of new food and tests limits by begging
for food handouts between meals. Include the toddler in family meals and sit-down snacks at
predictable times, allow him to eat what and how much he wants from what grownups provide,
but do not let him panhandle for food between meals. Provide meals that are considerate of the
child’s limitations and capabilities without catering 10 his likes and dislikes or limiting the menu
to foods the child readily accepts. Feeding in this authoritative fashion gives security, as it sup-
ports the toddler’s experience of being a separate person and continues to make eating rewarding
by avoiding introducing conflict and anxiety around cating. It also supports the toddler’s task of
somatopsychological differentiation: of learning to sort out his feelings and sensations and apply
the proper solution.

Initiative and Industry: Preschool and School-Age Child

Continuing to give the preschooler or school-age child both structure and autonomy allows him to
follow his own inclinations with eating at the same times as he pleases his parents. Teach parents
to maintain the structure of family meals and sit-down snacks. To avoid precipitating heightened
interest in “forbidden food™ (Fisher & Birch, 2002), encourage parents to include a variety of
food, including high-fat. high-sugar food. When the child enters the upper grades, support his
eating competence by gradually teaching him to manage the timing and choosing of his own
after-school snack.

Identity: Adolescent

The feeding dynamics goal is 10 gradually teach the adolescent to manage the what. when, and
where of feeding, equipping her 10 manage food after she leaves home. However, this teaching is
within the context of parents continuing to take primary responsibility for family food manage-
ment. This responsibility includes having regular family meals and laying out the expectation that
the adolescent will participate in those meals.

CAUSES OF WEIGHT ACCELERATION

Application of the Feeding Dynamics Model encourages providers and parents to avoid treating the
symptom of weight acceleration with food restriction. Instead, it stresses asking the fundamental
guestion: What is interfering with this child’s normal ability to eat as much as he or she needs to
grow in a consistent fashion? That is, what is disrupting this individual child’s energy homeostasis
and distorting his normal growth trajectory? To answer this question, the Feeding Dynamics Model
considers medical and psychosocial issues, food selection, parenting, the feeding relationship, and
child development (Davies et al., 2006; Satter, 1996, 2005a). Clinically. and from an examination
of the research literature, it emerges that there are four typical causes, alone or in combination, for
a child’s weight acceleration.
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1. Misinterpretation of Normal Growth

Clinical observations indicate that in many, if not most, cases the child’s “weight problem” is in the
eyes of the beholder: health professionals. parents or even extended families. neighbors, and society
in general. Sometimes the child is not even large, but is simply the child of heavy parents and there-
fore perceived as being “at risk™ of becoming overweight. The often casual labeling of the child
as overweight sets off a chain of events, including food restriction and struggles around feeding,
undermines the child’s ability to regulate food intake, and creates the very problem the overweight
“diagnosis” is intended to address.

However, clinical observations must be considered hypothetical until they are tested by research.
Research, in fact, confirms these observations. Diagnosing overweight appears to distort feeding
and growth. Irrespective of actual weight status, the weight of infants (Burdette, Whitaker, Hall,
& Daniels, 2006) and children (Faith et al., 2004) tends to accelerate when parents perceive them
as overweight and are concerned about it. Also irrespective of actual weight status, when children
perceive themselves as overweight, even 5-year-olds try to restrict their food intake and their weight
accelerates (Shunk & Birch, 2004). Associations among girls’ weight concerns, body dissatisfac-
tion, and weight status increase with age (Davison, Markey, & Birch, 2003). In a group of similar-
size children, the ones who perceived themselves as overweight felt flawed in every way: not smart.
not physically capable, and not good about themselves (Davison & Birch, 2001).

Despite the fact that no cure exists, early diagnosis of child overweight is emphasized (Com-
mittee on Nutrition, 2003) and clinicians decry parental refusal 10 accept the overweight diagnosis
(Jain etal., 2001). According to expert committec consensus, at risk of overweight for children ages
2 to 20 years is a BMI for age between the 85th and 95th percentiles and overweight is a BMI for
age at or above the 95th percentile. According to the expert committee, “An appropriate final goal
for all children and adolescents who are overweight or at risk for overweight is a BMI for age below
the 85th percentile” (Barlow & Dietz, 1998). A child is also considered at risk for overweight if
one or both parents has a BMI of 30 or greater (Expert Panel on the Identification, Evaluation, and
Treatment of Overweight and Obesity in Adults, 1998). A currently convened expert committee is
considering reclassifying children whose BMI is at or above the 85th percentile from “at risk of
overweight™ to “overweight™ (Moynihan, 2006).

Arbitrary BMI cutoffs deliver false positives. While statistical cutoff points are appropriate for
the purpose of population-wide evaluation, they are not appropriate for the diagnosis of individual
children. According to the Feeding Dynamics Model, that diagnosis can only be made on the basis
of longitudinal growth tracking and identification of weight acceleration. Children growing at the
85th and 95th pereentiles are unusual, but not necessarily abnormal (Hamill et al., 1979). Five per-
cent of a given population of children normally plot at the 95th percentile or above and 15% plot
at the 85th percentile or above. According to 2003-2004 National Health and Examination Survey
(NHANES) data, 18% of children currently have a BMI at the 951h percentile or above (Ogden et
al., 2006). The reality is that 5% of children belong statistically in that category, reducing the actual
incidence of disproportionately high BMI to 13%, a figure that is still concerning.

Body mass index cutoffs deliver false positives for physically dense children as well. Since
BMI measures body density, not body fat. lean children with relatively heavy bones or high muscle
mass may plot in diagnostic ranges. This is particularly evident in certain cthnic groups. Hispanic
children are short, broad, and solidly built, and as a result, their median BMI falls at roughly the
85th percentile of Centers for Disease Control (CDC) growth charts (Ryan, Roche, & Kuczmarski,
1999). The same applies to Navaho children (Eisenmann et al.. 2000). Peruvian children have low
body fat, but high weight/height because of their short stature, high muscle mass, and a resultant
high percentage of body water (Boutton et al., 1987). As Wright, Parker. Lamont. and Craft (2001)
found in the Thousand Familics longitudinal study. while BMI—that is, body density—tracks from
childhood to adulthood, body fatness does not.
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Concern about tendencies for “overweight” infants (defined as weight/length in the 95th per-
centile or greater) to become overweight adults (BMI 25 or greater) is based on similar flaws in
statistical logic, as well as misunderstanding of normal growth processes. Body weight tends to
be transmitted genetically (Bouchard et al., 1990; Garn & Clark, 1976; Pietilanen et al., 2001;
Stunkard, Harris, Pedersen, & McClearn, 1990). Given genetic transmissibility, it is logical for large
infants and children of large parents to grow fast and become large adults. Such patterns, rather
than being a warning sign of impending adult obesity (Stettler, Kumanyika, Katz, Zemel, & Stall-
ings, 2003; Stettler et al., 2005; Stettler, Zemel, Kumanyika, & Stallings, 2002), simply describe
normal growth. (The logical likelihood that an “overweight” child would become an “overweight™
or “obese” adult becomes particularly apparent when cutoff points for both child and adult “over-
weight” are expressed in similar, nonpejorative terms. The 95th percentile is roughly two standard
deviations above the mean. The current cutoff point for the diagnosis of adult overweight is set at
the mean: a BMI of 25. Little wonder then that a child whose BMI is +2 SD would grow up to be an
adult whose BMI is above the mean!

While large parents tend to have large children, growth also tends to diverge toward the mean.
Relatively small infants become larger later in childhood, and relatively large infants become
smaller (Garn, Pilkington, & Lavelle, 1984). Unless the process is disrupted by food restriction, the
tendency in childhood is toward slimming. Less than 25% of infants who plot in the 95th percentile
weight/length plot in that same percentile as young adults. The percentages of overweight retained
into adulthood among preschool children was 26% to 41%, and among 9- to 15-ycar-olds was 42%
to 63% (Serdula et al., 1993; Whitlock, Williams, Gold, Smith, & Shipman, 2005). Conversely,
there is no basis for the assumption that a person who leaves childhood slim will be slim for life.
More than 79% of obesec 36-year-olds first became obese in early adult life. Individuals who became
obese at between 11 and 36 years of age were often not the most overweight in childhood (Braddon,
Rodgers, Wadsworth, & Davies, 1986).

2. Restrained Feeding and Circumstances That Mimic Restrained Feeding

Clinical observations show that the onset of a child’s weight acceleration often coincides with the
institution or exacerbation of food restriction. Children whose food intake is restricted become
preoccupied with food and are prone to overeat when they get the opportunity. Even during infancy,
parents who perceive their child as being overweight are at risk of restricting food intake (and being
given advice to restrict), thereby creating the very condition that they fear. Children arc a captive
audience with respect to food access. Children become afraid of going hungry when their food
intake is restricted for the purpose of weight management, because of erratic or unreliable feeding,
or when economic circumstances limit the parents’ ability to provide. Parents who are chronic diet-
ers and overconcerned about their own weight or health are particularly prone to restrict a child’s
food intake, either consciously or unconsciously.

When distortions in feeding and parenting are corrected and stay corrected, children change
and stay changed. Children recover their sensitivity to their internal regulators of food intake when
parents restore a division of responsibility in feeding, provided parents extinguish all efforts, direct
and indirect, to manage the amount and type of food the child eats. Once children experience
parents as being trustworthy, they rediscover their internal regulators of hunger, appetite, and sati-
ety. How long that takes depends on the child’s age. Toddlers, preschoolers, and young school-age
children take 2 to 4 weeks. Older school-age children take 6 to 8 weeks and benefit from being in
sessions with their parents so together they can work out the kinks in establishing the division of
responsibility in feeding. Adolescents take 10 to 12 weeks and do best when parents and children
are seen separately from one another. Parents address feeding and parenting; the child learns to
internally regulate within the context of the parents’ supportive limits.

Rescarch verifies these clinical observations. Restrained eating and feeding—the chronic ten-
dency to eat and provide less food or less-appealing food than desired—has become normative in
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our culture, with 64% of men and 78% of women attempting to lose or maintain weight at any one
time (Serdula et al., 1999). While food restriction may be normative, it hardly represents *“compe-
tent” eating. Competent eating is providing regular and reliable access to ample and rewarding food
and eating enough to be satisfied. both aesthetically and calorically, based on the utility of biopsy-
chosocial processes: hunger and the need to survive, appetite and the desire for subjective reward,
and the biological tendency to maimain a preferred and stable body weight (Satter, 2007).

Food restriction with respect to either amount (Faith, Scanlon, Birch, Francis, & Sherry, 2004)
or type (Fisher & Birch, 2002) of food precipitates a counterregulatory effect and the child's weight
accelerates. Girls who were classified as at risk for overweight at age § years reported significantly
higher levels of restraint. disinhibition, weight concern, and body dissatisfaction by age 9 years
(Shunk & Birch, 2004). The Eating in the Absence of Hunger (EAH) protocol measures disinhibi-
tion with eating by giving children a standard lunch, then giving free access to snack foods. In EAH
trials, young girls (ages 5 10 7 years) whose access to “palatable™ foods (high-sugar, high-fat snack
foods) was restricted by parents were more likely to eat those foods—and feel badly about it—than
girls who were not restricted. Negative feelings were associated not with the amount eaten, but with
the feeling that parents did not want them eating those foods (Fisher & Birch, 2000). Restricted
girls were also more likely to be overweight than unrestricted girls (Birch & Fisher, 2000). Being
overweight at age 5 years potentiated parents” tendency to restrict and children’s tendency 1o eat in
the absence of hunger at 7 and 9 years of age (Birch, Fisher, & Davison, 2003). Food restriction,
in turn, increases the tendency in adults and children to use food for emotional reasons (Herman,
Polivy, & Esses, 1987). Interpersonal stress increases snacking in children whose food intake has
been restricted, but decreases it in unrestrained children (Roemmich, Wright, & Epstein, 2002).

The counterregulatory impact of food restriction on body weight is particularly evident in pre-
adolescents and adolescents. The BMI of 12- to 14-year-old girls was significantly correlated with
the degree of dietary restraint: as restraint went up, so did BMI (Hill, Rogers, & Blundell, 1989).
In the 4 years of high school, girls who identificd themselves during their freshman year as using
dietary restraint, self-labeled dieting, exercise for weight-control purposes, and appetite suppressant/
laxative abuse were at increased risk for obesity onset (Stice, Cameron, Killen, Hayward, & Taylor,
1999). Thirteen- 1o 16-year-olds who restricted themselves became heavier, whether their weight
reduction efforts were healthful (more fruits, vegetables, and whole grains, less fat, more activity) or
unhealthful (extreme food restriction, diuretics, laxatives, diet pills, vomiting) (Neumark-Sztainer
et al., 2006). Sixteen- to 19-year-olds who were told by their doctor that they were overweight were
more likely to initiate food restriction (Kant & Miner, 2007). Professionally administered weight
management programs appear to have similar limitations with respect to achieving target eating
and weight outcomes. Among children 8 to 13 years of age, intensive. generally family-based,
short-term (1 year or less) behavioral approaches produced modest to no changes in BMI. Extensive
reviews of weight management interventions found, at most, a 10% decrease in participant BMI
values, a decrease that was rarely maintained for more than 1 year (Epstein, Myers, Raynor, & Sacl-
ens, 1998: Whitlock et al., 2005). To arrive at these generalizations about weight loss, all reported
outcomes were converted to reduction in BMI. For instance, a reported 17% reduction in percent
overweight converts to a 10% reduction in BMI.

For a child. any feeding practice that fails to reassure the child of getting enough to eat mimics
restrained feeding and precipitates a counterregulatory effect. Erratic or inconsistent family meals
correlate with increased rates of child overweight (Taveras et al., 2005). Food-insecure children—
those whose parents cannot feed them reliably—also display food preoccupation and tendencies to
weight gain (Alaimo, Olson, & Frongillo, 2001). Food insecurity growing out of poverty correlates
with increased child overweight in 15- to 17-year-olds, but not 12- to t4-year-olds (Miech et al.,
2006). In low-income children, tendencies to overweight are neutralized by access to food assis-
tance programs, such as food stamps, school nutrition, and Women, Infants, and Children (WIC)
(Jones, Jahns, Laraia, & Haughton, 2003).
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Parents” own eating attitudes and behaviors impact children’s eating and body weight. In the
Framingham Children’s longitudinal study, parents who displayed high levels of disinhibited eating,
especially when coupled with high dietary restraint, appeared to foster the development of excess
body fat in their children. Children whose parents had particularly high scores on both restraint and
disinhibition had particularly large increases in BMI (Hood et al., 2000). Overweight mothers felt
responsible and were likely to monitor the amounts and types of food their children ate. Mothers’
bulimia correlated with controlling feeding practices in daughters and fathers’” body dissatisfaction
correlated with monitoring of sons’ food intake (Blissett, Meyer, & Haycraft, 2006). Infants (Bus-
dette et al., 2006) and children (Spruijt-Metz, Lindquist, Birch, Fisher, & Goran, 2002) of mothers
who had high concern about their child’s overcating or becoming overweight produced children
with greater fat mass than did those mothers who did not have high concern.

3. Poor Feeding Practices

Poor feeding practices cross the lines of division of responsibility in feeding and, in the process,
undermine children’s eating capability, including their ability to regulate food intake and grow
appropriately. Based on clinical observations, children react to poor feeding practices by becoming
upset—anxious, angry, rebellious—and their emotional arousal precipitates errors in food regula-
tion. Once internal regulatory processes have been undermined, the child is vulnerable to errors in
food regulation and may undereat or overeat. Uncorrected, these errors persist into adolescent and
adult life.

Certainly, restricting a child’s food intake is a poor feeding practice. There are others. Failing
to feed in a developmentally appropriate way is a poor feeding practice: giving solid foods too ecarly,
failing 1o wean when the child is developmentally ready, letting the toddler graze for food, or fail-
ing to maintain the structure of meals and snacks for the older child or adolescent. Poor parenting
with feeding is another. Parents may be permissive or neglectful with feeding on the one hand, or
authoritarian with feeding on the other. A toddler who is allowed to graze for food may overeat and
gain too much weight, undereat and grow poorly, or be such a good regulator that he grows consis-
tently. A headstrong toddler is likely to undereat and grow poorly when his drive for autonomy is
thwarted by overbearing feeding tactics. He becomes so anxious and angry that he simply cannot
sense that he is hungry. In contrast, a compliant toddler in a similar feeding situation may deny his
drive for autonomy, overeat, and gain too much weight.

Parents may do poorly with feeding because they do poorly with their own eating, because they
do not know appropriate feeding practices or are getting inaccurate advice, because they react to a
child’s illness or poor appetite by urging food, or because they are characterologically or situation-
ally too controlling or too chaotic to maintain the division of responsibility in feeding. Failure to
provide the structure of family meals and sit-down snacks is an increasingly common and particu-
larly destructive poor feeding practice.

The research substantiates these clinical observations. An estimated 25% to 45% of typically
developing children and up to 80% of developmentally disabled children present with feeding
problems. Problems include food refusal, difficulty in accepting various food textures, disruptive
mealtime behavior, rigid and bizarre food preferences, less-than-optimal growth, and delays in
self-feeding (Linscheid, Budd, & Rasnake, 2003). From birth, relatively small but healthy children
attract more feeding pressure from their parents and grow less well as a result (Crow et al., 1980).
Some toddlers eat more when they are urged by their parents (Crow et al., 1980; Klesges, Malott,
Boschee, & Weber, 1986), others eat less (Chatoor et al., 2004). Preschoolers who have difficulty
regulating food intake have parents who are controlling of their food intake (Johnson & Birch,
1994). In a study of almost 200 children followed in detail from age 6 months to 16Y2 years, chil-
dren who later became fat compared with children who remained slim ate no more calories and no
more low nutrient-density or sweet foods, were no more likely to have been bottle fed, were started
no earlier on solid foods, were no more likely to have been given high-fat milk, and were no more
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likely to have been raised in single-parent families. However, the risk of later obesity increased with
toddler lack of feeding-time structure, with increased incidence of toddler feeding problems, and
with increased parental concern about obesity (Crawford & Shapiro, 1991).

Failure to provide family meals is a particularly pervasive feeding problem. Currently. one-
quarter of surveyed adolescents report two or fewer family meals a week, half report four or fewer
(Eisenberg et al., 2004), and the incidence decreases as children progress through adolescence
(Center on Addiction and Substance Abuse, 2005). Children with regular family meals do better
nutritionally (Gillman et al., 2000), socially, emotionally, academically (Eisenberg et al., 2004;
Center on Addiction and Substance Abuse, 2005; Council of Economic Advisors, 2000), and with
respect to resistance to overweight (Taveras et al., 2005), drug and alcohol abuse, and early sexual
behavior (Center on Addiction and Substance Abuse, 20035; Council of Economic Advisors, 2000).
Meal time is far more powerful in predicting positive outcomes for adolescents than time spent in
school, studying, church, sports, and art activities, irrespective of parents’ race and ethnicity, educa-
tion and age, family structure and employment, income, and family size (Hofferth, 2001).

Adolescents who have been exposed to poor feeding practices are vulnerable to weight reduc-
tion dieting as a way of managing their own food intake, and in fact, 65% of girls and 70% of
boys reported dicting to lose weight. Extreme dieting methods were employed by 31% (Neumark-
Sztainer, Hannan, Story, & Perry, 2004: Neumark-Sztainer, Wall, et al., 2004). As reported carlier,
adolescents who diet using cither moderate or extreme methods are heavier 5 years later than those
who do not diet (Neumark-Sztainer et al., 2006). On the other hand, adolescents appeared to be
protected from weight control behaviors when they feel their parents assign a high priority to struc-
tured family meals and maintain a positive atmosphere at family meals (Neumark-Sztainer, Wall,
et al., 2004).

Parents’ own eating attitudes and behaviors as well as their ability to take appropriate leader-
ship with parenting is reflected in their ability to maintain the structure of family meals. As noted
earlier, the division of responsibility in feeding is authoritative parenting, which in turn correlates
with the lowest incidence of overweight in first-grade children (Rhee et al., 2006). Parents have
trouble giving children appropriate autonomy with eating when they have their own limitations in
eating competence. Heavier mothers and mothers with disinhibited eating have greater concern for
their children’s future health and weight independent of the children’s current weight status (Sacl-
cns, Ernst, & Epstein, 2000). Maternal body dissatisfaction, internalization of the thin ideal, diet-
ing, bulimic symptoms, and maternal and paternal body mass prospectively predict the emergence
of childhood eating disturbances (Stice, Agras, & Hammer, 1999). Parcnts who have heightened
concern about food selection tend to put pressure on their children to eat vegetables or restrict fat,
pressure that produces the opposite results of those intended (Galloway, Fiorito, Lee, & Birch, 2005;
Lee, Mitchell, Smiciklas-Wright, & Birch, 2001).

4. Stress

Clinical experience indicates that stress can cause excessive weight gain, provided the individual
has previously learned to misuse food for emotional reasons. It is normal to use eating as one of
a variety of ways of coping. We all eat to celebrate, soothe ourselves, or find pleasure. However,
cating is misused when it is done reflexively in an attempt to address or avoid emotional arousal,
especially when the individual depends on eating as virtually the only means of coping.

Eating for emotional reasons is most powerfully instilled in childhood. For stress to cause
weight acceleration, children must have learned to substitute food demands and eating for what
they actually feel, want, and need. That learning grows out of distortion in the feeding relation-
ship. Most often that distortion is restrained feeding, but other poor feeding practices can teach
stress-related eating as well, such as indiscriminately feeding a fussy infant, giving constant food
handouts to a fractious toddler, or failing to provide older children the security and support of
rewarding family meals.
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For a child whose food intake is restricted, hunger is the constant and pervasive reality. Chronic
hunger profoundly disrupts the child’s social and emotional development and undermines parent-
child relationships. The hungry child has great difficulty achieving developmental tasks at every
stage, and parents who feel obligated to make their child go hungry are handicapped in meeting their
child’s needs. The hungry and chronically dissatisfied infant cannot achieve homeostasis, become
attached, or build trust in herself and other people because what she most wants and needs is the
very thing that parents are reluctant to give her: enough to eat. The hungry, clingy, and demanding
toddler cannot gain autonomy because exploring and defying carries the risk of alienating the peo-
ple who control the food supply. The hungry, self-preoccupied older child has trouble with initiative,
industry, and identity because she is caught in a dilemma: does she comply with parents, gain their
approval, and continue to go hungry, or defy, risk shame and punishment, and get enough to eat?

Research verifies the connection between stress and excessive child weight gain. In previously
normal weight 8- to 11-year-old children, clinically meaningful behavior problems were indepen-
dently associated with an increased risk of becoming overweight (Lumeng, Gannon, Cabral, Frank,
& Zuckerman, 2003). Compared with children who gained weight at an appropriate rate, 7- to 13-
year-old children who gained weight at an accelerated rate experienced elevated levels of psycho-
social stress. The association between stress and weight gain was particularly marked for children
between 10 and 13 years of age (Mellbin & Vuille, 1989). Compared with children who had no
psychiatric disorder, BMI was two points higher after 10 to 15 years in children who had been diag-
nosed with major depression at age 6 to 17 years (Pine, Goldstein, Wolk, & Weissman, 2001).

Less-than-optimal parenting stresses children, which in turn correlates with increased child
overweight. As noted elsewhere, authoritative parenting tends to produce fewer overweight children
than permissive, neglectful, and authoritarian parenting (Rhee et al., 2006). Repeated parent inter-
views as children aged from 6 to 22 years revealed both obese boys and girls were four to five times
more likely to have been exposed earlier in life to low parental education, physical neglect, and
poverty. Among girls only, additional early adversities were harsh maternal punishment and loud
arguments between parents. Poor parental maintenance of the home appeared to be particularly
obesogenic for girls (Johnson, Cohen, Kasen, & Brook, 2002). Compared with mothers of nonobese
children, mothers of obese children ages 8 1o 16 years reported significantly greater psychological
distress and greater family conflict. Both mothers and fathers reported negative mealtime interac-
tions (Zeller et al., 2007).

Indirect measures of child stress correlate with higher levels of child overweight. Those indirect
measures include disturbance in children’s sleep patterns (Beebe et al., 2007), school children’s dirty
and ragged clothing (Lissau & Sorensen, 1994), child constipation (Pashankar & Loening-Baucke,
2005), and parents not knowing about children’s sweets intake (Lissau, Breum, & Sorensen, 1993),

Hunger creates impairment in all ways—physically, emotionally and socially (Keys. Brozek,
Henschel, Mickelsen, & Taylor, 1950)—and directly increases stress on food-insecure parents and
children. According to data from NHANES, 86% of low-income parents and 14% of middle-income
parents describe themselves as being food insufficient (Alaimo, Olson, Frongillo, & Briefel, 2001).
With increasing food insecurity, a greater percentage of mothers experienced major depressive epi-
sodes or generalized anxiety disorders. The percentage of children with a behavior problem also
increased with increasing food insecurity, even after adjustment for maternal mental health issues
(Wang & Zhang, 2006). Irrespective of family income level, U.S. adolescents show a strong associa-
tion between food insufficiency and depressive disorder and suicidal symptoms (Alaimo, Olson, &
Frongillo, 2002). As noted earlier, younger but not older adolescents appear to be protected against
poverty-related overweight (Miech et al., 2006), perhaps because parents give younger but not older
children preferential access to limited family food supplies. Ironically, for more than two-thirds of
adolescents, hunger is a chronic reality as the result of self-imposed food restriction in the pursuit
of weight loss (Neumark-Sztainer, Hannan, et al., 2004).



THE SATTER FEEDING DYNAMICS MODEL

THREE CASE EXAMPLES OF DISTORTED FEEDING DYNAMICS

Case 1. Mary: Misinterpretation of Normal Growth,
Restrained Feeding, Poor Feeding Practices, Stress

Nineteen-year-old Mary was referred by her psychotherapist for treatment of her bulimia and over-
weight. As indicated in Figure 19.2, Mary’s current weight for age plotted at the 97th percentile.
(Weight for age is used instead of weight/length or BMI because lengths and heights were not
taken according to prescribed practice.) From her longitudinal pattern, it appeared that her weight
problem had begun with a rapid gain when she was 10 years old. Mary could explain her weight
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inconsistencies after age 14 years: she joined Weight Watchers and lost almost 50 pounds by age 17
years. Then, as Mary put it, “the minute I hit bottom I started eating again and gained it all back
and more besides. Then I started throwing up.” But explaining what had happened before age 14
years was more complicated.

Retrieving Mary’s growth records from birth and reconstructing the story from her medical
records filled in the missing pieces. As indicated in Figure 19.3, for her first 5 months Mary’s weight
and weight/length (which is not shown; while they are based on faulty length and height data, the
weight/length and BMI values indicate that Mary was relatively heavy; had Mary been tall as well
as heavy, her weight/length or BMI would have plotted closer to the 50th percentile) plotted just
above the 97th percentile. At age 5 months, according to the family’s story, Mary’s doctor warned her
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mother, “if you let her stay obese, she will develop too many fat cells and she will be fat for life.” The
doctor was talking about Hirsch’s fat cell theory of obesity, popular in the late 1970s and periodically
revived since. Hirsch may have been right about “fat cells,” but he was wrong about people. Fat babies
have no greater risk of growing up fat than thin ones (Crawford et al., 1991; Serdula et al., 1993).) From
then on, Mary’s parents restricted her food intake, forcing her weight down to the 50th percentile by
the time she was 18 months old and keeping it between the 50th and the 75th percentile until she was
10 years old. At that point, a crisis so serious erupted between her parents that Mary's father left the
family. Mary’s mother became so depressed and overwhelmed that she not only stopped restricting
Mary, she stopped feeding her as well. It was disastrous for Mary emotionally, and disastrous for her
weight. After years of food restriction, Mary had long since lost touch with her internal regulators of
hunger, appetite. and satiety. Without her mother’s external controls, she was left with no controls at
all. Her weight climbed rapidly, then leveled off back where she started—just above the 97th percen-
tile. Could that have been where her weight belonged all along?

On the other hand, most relatively fat infants and toddlers slim down as they get older (Whitlock et
al., 2005). Restricting Mary’s food intake may have deprived her of that natural slimming process.

Causes of Mary's Weight Acceleration.

Misinterpretation of Normal Growth. Despite 5 months of consistent growth, and therefore
evidence of her ability to maintain energy homeostasis, Mary’s doctor and mother colluded in inter-
preting her high body weight as overweight.

Restrained Feeding. In response 1o this misinterpretation, Mary's food intake was restricted
beginning at age 5 months and persisting until age 10 years. In the process. she lost track of her
internal regulators of hunger, appetite, and satiety. When her mother stopped controlling her eating,
Mary unsuccessfully tried to restrict herself.

Poor Feeding Practices. When Mary was 10 years old, feeding changed from deprivation to
neglect. Her mother stopped feeding her at all, the ultimate in poor feeding practices, and Mary was
left to fend for herself. Years of restrained feeding taught Mary that the way to manage food intake
was with food restriction. However, she lacked the skills and determination 1o deprive herself the
way her mother had deprived her and she rapidly gained weight.

Stress. At age 10 years, Mary’s loss and anxiety were extreme, past and present food restric-
tion exacerbated her tendency to eat for emotional reasons, and she showed stress-related eating
and weight gain. Mary’s father was gone, her mother was incapacitated, and Mary was on her own
emotionally. She turncd to eating to try to ease her misery and anxiety.

Intervention with Mary’s Eating and Weight

The assessment helped Mary to understand what had happened to her with respect to her eating and
weight and to forgive herself for her weight gain. From the feeding dynamics perspective, here were
the recommendations for intervention:

Avoid Food Restriction and Striving for Weight Loss. Food restriction would represent
more of the same with respect 10 Mary’s eating and weight. Further dieting would likely exacerbate
her pattern of reactive overeating and weight gain. Focusing on dieting would also divert Mary's
emotional energy from psychotherapy.

Address Psychosocial Issues. In psychotherapy, Mary was addressing her lack of trust in
other people, low emotional self-awareness, and low self-confidence. However, psychotherapy could
not correct the distortion in her eating attitudes and behaviors.
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Address Eating Attitudes and Behaviors. To address Mary’s conflict and anxiety about
eating, as well as help her learn internally regulated eating, Mary was coached in regulating her
food intake based on hunger, appetite, and satiety.

Address Activity. Mary pursued activity at a high level when she dieted, then suspended activity
when she stopped dicting. The task was to help Mary find rewarding, realistic, and therefore sustainable
ways of being active.

Let Weight Find Its Own Level. Rather than striving for a particular weight outcome, let
Mary’s weight find its own level in response to competent eating and sustainable activity. Only time
would tell what that weight level would be. However, in view of Mary’s past history, weight would
likely remain at or near where it was when she presented for assessment.

Outcome with Mary

Mary chose to address her eating and activity and let her weight do what it would in response to
her changes in behavior. It would not have been surprising had she chosen to reject the assessment
and recommendations and try still again to lose weight. She was young and slimness had been an
ideal for as long as she could remember. But in psychotherapy she was learning to replace her hope
for weight loss with hope for what mattered more and what she could achieve—feeling good about
herself, discovering her capabilities, and having rewarding relationships with other people.

Mary worked hard and successfully achieved internally regulated eating. She learned to make
feeding herself a priority, devcloped the ability to eat what and as much as she wanted without going
out of control, and she found rewarding ways of moving her body. Her weight remained about the
same as it had been at the assessment, and she came to terms with that. Her physical self-esteem
had improved somewhat as a result of the eating intervention, but the major improvement came
as a result of psychotherapy. Clinical experience demonstrates that physical self-esteem is closely
related to self-esteem overall, and self-esteem can only change through corrective life experience
or psychotherapy.

Case 2. Wellington: Poor Feeding Praclices, Restrained
Feeding, Misinterpretation of Normal Growth, Stress

According to the weight-for-age plottings in Figure 19.4, 6Y2-year-old Wellington’s weight was accel-
erating rapidly from the 97th percentile. Wellington’s growth record from birth (Figure 19.5) shows
that he grew appropriately from birth until age 12 months, then his weight began to accelerate.

While growth chart plottings outside the percentile curves are graphically impressive, they
tell nothing about the magnitude and pattern of growth. To get an accurate longitudinal picture
of his growth pattern, Wellington's weight-for-age values were calibrated by converting them into
z-scores, or standard deviations above the mean. Then z-scores were plotied against his age, as in
Figure 19.6 (Krick, 1986). To compare z-scores with growth records, consider that the 50th percen-
tile is the median, or O SD, the 85th percentile is closc to | SD, the 95th percentile is 1.6 SD, and
the 97th percentile is 1.8 SD above the median (Krick, 1986). Figure 19.6 shows that Wellington's
weight remained around the median for the first year, then rapidly accelerated to more than +4 SD
by age 2 years. His weight stayed at that level for a year, then gradually decreased until, at age 6'2
years, it plotted at +3.3 SD. In contrast to the apparent continuing weight gain conveyed by weight/
height plottings in Figure 19.4, Wellington’s weight was gradually decreasing. His major weight
acceleration was between ages 1 and 2 years.

Wellington was breast fed on demand for the first 3 years. Breast-feeding was conducted appro-
priately for the first year. He regulated well during the time he was exclusively breast fed, when
semisolid food was introduced, and when he started eating from the family table. But he was inap-
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propriately fed as a toddler, and he regulated poorly. His mother continued to breast feed him on
demand. She fed Wellington for nourishment, to calm him down, to distract and entertain him, and
to keep him company. As a consequence, Wellington failed to achicve his toddler tasks of separa-
tion-individuation and somatopsychological differentiation.

Wellington’s behavior in the family interview revealed his lack of carlier developmental mas-
tery as well as the manner in which his lack of mastery served his parents. An overly talkative,
highly active child who constantly sought attention. Wellington made an effective lighting rod for
his parents’ unexpressed conflict and anxiety. Wellington’s father was impatient and critical with
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him; his mother protected him. Wellington appeared to be trying to define himself through his
commotion, but got little traction because his parents’ conflict left him with lax limits, low expecta-
tions, and excessive criticism.

Videotapes of family meals revealed only modest distortions in feeding dynamics. Wellington's
parents provided meals at set times and they did not appear to restrict Wellington's food intake. But
they filled his plate for him and made him wait at the table until everyone finished eating. Meals were
tense. Wellington talked and talked, his father shushed and scolded and his mother placated. Food
availability and stress could have promoted Wellington’s eating more than he wanted. In addition, the
babysitter reportedly ignored the parents’ snacking guidelines and let Wellington graze for food.
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Individual, couple, and family interviews revealed Wellington's parents to be incapable of
directly addressing or resolving their conflicts. Instead, they routed their feelings through Wellington
by being overinvolved and overprotective. They appeared to have replicated the conditions defined
as instrumental in developing and maintaining severe psychosomatic problems in children: (1) fam-
ily organization that encourages somatization (enmeshed, rigid, overprotective), (2) involvement of
the child in parental contflict, and (3) physiological vulnerability (Minuchin et al., 1975).

Causes of Wellington’s Growth Acceleration

Poor Feeding Practices. Demand breast-feeding throughout the toddler period interfered with
Wellington’s achieving separation-individuation as well as his ability to regulate his food intake and
grow appropriately. For his part, Wellington submitted to being overfed and allowed himself to be
placated rather than insisting on being independent and maintaining his drive to explore.

Stress. Wellington was stressed by his involvement in the conflict between his parents as well
as by his own immaturity. Poor feeding practices and lack of somatopsychological differentiation
taught Wellington to use food to cope with stress.

Restrained Feeding. Indirect and relatively mild restriction of food intake contributed to
slowing his weight loss.

Misinterpretation of Normal Growth. Assessment of Wellington was an afierthought 1o the
assessment of his sister, who attracted most of the parents’ concern. Wellington was actually heavier
and had more pronounced behavioral limitations. Costanzo and Woody (1984) found a similar pat-
tern, with parents focusing concern on daughters, even though sons showed distorted patterns with
respect to weight and behavior.

Intervention with Wellington’s Weight Issues
Avoid Food Restriction and Striving for Weight Loss. Food restriction would undermine
Wellington’s current energy homeostasis and gradual weight loss. At age 6% years, he has a better
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than even chance of continuing to slim down. Restricting his food intake would arrest and likely
reverse that normal slimming.

Address Psychosacial Issues. Seek family therapy to address the parents’ individual pat-
terns of emotional functioning, relationship with each other, and involvement of Wellington in their
relationship. Support Wellington’s autonomy by setting clear limits, giving firm expectations, and
following through. Help Wellington develop positive social skills. Relatively large children, like
other unusual children, need better-than-average social skills in order to do well.

Address Feeding. Emphasize family meals and structured snacks, being meticulous about
maintaining a division of responsibility in feeding. Serve food in dishes, and let Wellington serve
himself and decide what and how much to eat from what is on the table and on his plate. Include
preferred food—chips, sweets, etc., in meals and snacks. Excuse Wellington when he asks, do not
let him come back for focd handouts, and expect and enforce his entertaining himself after he
leaves. Be firm with the babysitter about providing Wellington with one sit-down after-school snack
at a time that the parents indicate.

Address Activity. Limit television viewing, offer a variety of rewarding activities, then let
Wellington pick and choose, being as active or inactive as he chooses. Stop trying to entertain Wel-
lington. Instead, be firm about not allowing him to pester. Let him get bored enough to find his own
entertainment,

Let Weight Find Its Own Level. Rather than striving for a particular weight outcome, let
Wellington's weight find its own level in response to these positive patterns. Only time will tell
what that weight level will be. Wellington’s weight could continue its pattern of gradually diverging
downward. On the other hand, his weight could equilibrate at its current level.

What Happened with Wellington

Wellington's parents took the assessment and recommendations back to their home community.
They seemed accepting of the findings, but given their facility for avoiding conflict, it is unlikely
they would indicate otherwise. It remains to be seen whether they will be able to institute the rec-
ommended changes. It is asking a lot of parents who for their whole lives have been afraid of their
own feelings and indirect about dealing with their issues to tackle such significant change on behalf
of their child. But Wellington's parents love him and want the best for him, so maybe they will be
able to pull it off.

On the other hand, it would be easy enough for Wellington’s parents to find someone to help
them decide that the problem is really his weight and that what he needs is weight reduction.
Restricting Wellington’s food intake would make him even more of a lightening rod for his par-
ents’ unexpressed issues. Children who are put on diets constantly agitate for foad or become food
sneaks. Given Wellington's energy and drive to keep himself the center of attention, he could take
them for quite a ride.

Case 3. Marcus: Poor Feeding Practices, Stress, Restrained
Feeding, Misinterpretation of Normal Growth

Fifteen-year-old Marcus came for assessment on the instigation of his foster mother, who was
concerned about his food preoccupation and overeating. Marcus was placed in foster care on the
grounds that his biological mother failed to restrict his food intake and get his weight down. After
1¥2 years of careful food restriction in foster care, Marcus lost 150 Ib. But recently he had begun eat-
ing voraciously. He sneaked food at home, stole food in grocery stores, and even ate out of garbage
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cans. At 150 Ib below his previous weight, Marcus's biological pressure to eat and restore his usual
weight had become extreme.

Determined digging through Marcus’s voluminous records produced enough data to make the
z-score graph in Figure 19.7. After growing consistently during his first year, Marcus’s weight accel-
erated rapidly. By age 2 years, Marcus weighed 44 Ib; age 4 years, 78 Ib; age 62 years, 152 Ib; age 10
years, 367 Ib. At age 13 years, he topped out at 447 1b. At age 13V he was placed in foster care, and
food restriction brought his weight down to 406 Ib at age 14 years and 297 Ib at age 15 years.

While Marcus’s preadolescent and adolescent weights are extreme, Figure 19.7 gives evidence
that disruptive forces began when he was between 1 and 2 years of age. What went on back then?
His mother’s reports were vague and contradictory. She claimed that Marcus had always been a
voracious eater with out-of-control weight. but that was refuted by his consistent growth from birth
to 1 year. His z-score remained high from age 2 to 6 years. His mother said he “didn’t give any
trouble™ and was “independent and good at occupying his time,” and that starting at about age 4
years he took care of his infant brother. Weight data were missing for ages 7, 8, and 9 years, and
at age 10 to 11 years Marcus’s weight dropped. At that time, social service workers were making
regular visits to the home,

When Marcus was 8 years old, the accumulating school, medical, and social services reports
showed him to be in a world of trouble. He was frequently tardy for or absent from school, poorly
groomed, tired and sleepy, explosive, impulsive, and demanding too much attention. Marcus suf-
fered from poor hygiene—dirty, ripped clothing and fecal odor. He often had no lunch money,
and when his mother was contacted—with difficulty—she urged school personnel to pay for
his lunch. Child protective services noted in home visits that Marcus and his younger brother
were frequently left alone at night, that his mother was abusing alcohol, and that the house was
filthy. Marcus's mother was jailed for failure to pay driving-while-intoxicated tickets and Marcus
and his brother were briefly placed in a residential treatment facility. Marcus was enrolled in
a specialized obesity management program, which his mother did not attend. Medical reports
diagnosed Marcus’s overweight and described unsuccessful attempts to find endocrine or genetic
reasons for his high body weight.

From age 8 years, every assessment gave ample evidence that Marcus was neglected and that he was
trying to do what was expected of him with little or no support from home. Every assessment summed up
by blaming his problems on his weight. In reality, Marcus’s weight was the least of his problems. Rather
than being provided for, he had been given adult responsibilities from the time he was a preschooler.

Marcus
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Figure 19.7
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Rather than being helped by the people who were supposed to protect and support him, Marcus’s teach-
ers, principal, social workers, and health personnel blamed him for his problems: he was too fat. Ironi-
cally, when Marcus was finally placed in a foster home where he could be provided for, it was on the
grounds that “efforts to have his mother supervise his food intake have not worked.”

What happened? Are schools and other agencies feeling so much pressure about child obe-
sity that they overlook basic child welfare issues? Was Marcus’s mother so formidable that no one
wanted to take her on? Whatever the flaw in the process, Marcus was the one who paid the price.

Causes of Marcus’s Weight Acceleration

Poor Feeding Practices. Marcus’s consistent growth during his first year indicated that he
got enough to eat, that he was capable of regulating his food intake, and that he may have achieved
homeostasis and attachment. Feeding and parenting apparently deteriorated after that. Rather than
being fed in a reliable and structurcd fashion, Marcus likely had to beg for food handouts. Begin-
ning when he was a preschooler, Marcus was made responsible for feeding himself and his little
brother. In foster care, food restriction mimicked the food insecurity from which he had suffered
his whole life.

Stress. Beyond infancy, neglect and chaos in his home made it impossible for Marcus to
achieve developmental tasks. His rapid weight gain between 1 and 2 years of age indicates extreme
food panhandling and failure of separation-individuation. Marcus learned to use food for emotional
reasons and undoubtedly continued to use food to assuage his fear of hunger and sense of aban-
donment. Marcus’s z-score dip at ages 10 and 11 years, coinciding with child protective services
involvement and presumed improvement in the family situation, supports the stress hypothesis.
When life got better, Marcus slimmed down.

Restrained Feeding. Marcus experienced profound food insecurity growing out of erratic
food availability and infrequent family meals, as well as frequent lack of access to food at home and
at school. In addition, Marcus’s mother, as well as health and school personnel, continually criti-
cized his weight and tried to stop him from eating so much. Marcus was also periodically enrolled
in weight-loss interventions.

Misinterpretation of Normal Growth. Marcus’s growth was hardly normal, but it was still
misinterpreted. Rather than getting heavier and heavier, Marcus’s weight stabilized at a high level.
He was regulating his energy balance and body weight, the same as he had during his first year.

Treatment Plan
Extreme weight gain grows out of extreme conditions. It does not call for extreme solutions.

Avoid Food Restriction and Striving for Weight Loss. Marcus’s current food restriction
and weight loss disrupted his energy and weight homeostasis and will likely precipitate regain to an
even higher level. At presentation, Marcus’s still high, but lower than usual weight meant that he was
in a starved state. As much as he wanted to please his foster mother and stay on his diet, he was so
hungry that he could not help eating whatever he could get, whenever he could get it.

Address Psychosocial Issues. In foster care, emphasize providing Marcus with a good home
and good parenting. Provide Marcus with counseling to help him deal with anxiety and feelings of
worthlessness.

Address Feeding. Stop restricting Marcus’s food intake and optimize feeding. Emphasize
structure: provide substantial and filling meals and sit-down snacks, include foods that Marcus finds
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rewarding, and reassure him that he can have as much as he wants at those scheduled times. Be firm
about not allowing him to graze between meals. Provide Marcus with short-term treatment to help
him get back in touch with his internal regulators of hunger. appetite, and saticty.

Let Weight Find its Own Level. For a while Marcus will eat a lot and he may regain a con-
siderable amount of weight, but eventually his hunger will not drive him so hard, he will begin to
trust that he will be fed and provided for, and his weight will equilibrate. One cannot predict where
this will be—it could be the same as or lower than before, or he could regain to an even higher level.
Avoid trying to manage his weight gain; further food restriction will exacerbate his fear of going
without and his tendency to reactively overeat.

What Happened with Marcus

Before the treatment plan could be enacted, the courts gave in to Marcus’s mother’s pressure and
sent him back to live with her. Nothing had changed at home—it was the same chaotic, neglectful
cnvironment as ever. The message to Marcus was, “now your weight is down, we do not care what
happens to you.” Being back in that stressful environment will exacerbate his weight regain, but as
from the time he was very young, Marcus's weight will be the least of his problems. Marcus will
have a difficult time, but it will be because of his upbringing, not his weight. Not having learned
what he needed to make his way, life will be overwhelming for Marcus and he will get by as best
he can.

PREVENTION OF CHILD OVERWEIGHT

These three complicated cases grew out of missed opportunities, In Mary’s case, the opportunity
was to do no harm. The spurious age 5 months obesity diagnosis set off long-term food restriction
and eventual weight rebound and destroyed her chances of slimming down as she got older. What
to do instead? Teach parents appropriate stage-related feeding and support them in accepting high
body weight.

The missed opportunity with Wellington was failure to do informed health supervision. Wel-
lington’s rapid weight gain at the 18 month and 24 month checkups clearly indicated that something
was amiss. Asking feeding questions at those points would have revealed his mother’s errors with
feeding and provided openings for teaching appropriate toddler feeding, thereby correcting those
errors. Breast-feeding a toddler is fine, but breast-feeding a toddler on demand is not developmen-
tally appropriate. What to do instead? Stop the grazing. Include Wellington in family meals, let him
drink from a cup, and do not breast feed at mealtime. Structure breast-feeding by offering it morn-
ing and evening and as a sit-down snack at set times between meals.

Toddlers need structured meals and sit-down snacks between times. Letting them graze for food
and beverage handouts (except for water) is a common feeding error that can cause weight accelera-
tion. Toddlers whose food intake is restricted when they were infants are particularly likely to graze
relentlessly and gain too much weight. Whether the toddler’s weight increases, like Wellington’s, or
remains low, like Mary's, depends on whether the toddler or the parent is tougher and more persis-
tent. Wellington got the upper hand; Mary did not.

There were lots of missed opportunities with Marcus. By age 2 years his weight had accelerated
more than enough to prompt questions, and those questions should have continued as he got older.
What to do instead? Assume, based on his rapid weight gain, his continuing high body weight and
his mother’s evasive answers that something is badly amiss. Remember Marcus’s consistent growth
during his first year and reject his mother’s facile explanation that he has no “off™ button. With the
possible exception of children who have Prader-Willi syndrome, children are excellent and resilient
at regulating their food intake and growing appropriately. At every stage, avoid striving for weight
reduction and instead stress optimizing feeding and parenting. Emphasize having three meals a
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day, sit-down snacks, and no food or beverages between meals except for water. That is a doable
intervention, even for a parent who is situationally challenged.

If feeding and parenting continue to be so negative that the child is endangered, consider a refer-
ral to child protective services. Be clear, however, that the referral is on the grounds of neglect and
for the purposes of protecting and supporting the child, not for getting his weight down.

ADDRESSING ESTABLISHED PROBLEMS IN A PRIMARY CARE SETTING

Primary care providers who have a good understanding of feeding dynamics are well prepared to
prevent childhood weight acceleration or to promptly correct disruptions before they morph into
entrenched, complicated problems with long-term weight acceleration. On the other hand, once eat-
ing and weight problems are well established, fully addressing them calls for services typically not
readily available in a primary care setting. Those services include multidisciplinary assessment and
referrals to specialists for feeding dynamics intervention, family therapy, or individual counseling.
Unfortunately it is sometimes necessary to refer to child protective services.

In the absence of such services, stick with solid primary intervention, stressing authoritative,
stage-appropriate feeding. Establishing a structured meals plus snacks routine can take months or
even years. Help parents resist the temptation to impose food restriction and weight loss, keeping
in mind that food restriction increases the likelihood that in the long run children will be fatter,
not thinner. Parents who cannot provide meals will do poorly with the far more difficult task of
restricting a child’s food intake. Not only that, but imposing the threat of hunger on poorly parented,
already-stressed children stresses them further.

Be prepared to support parents in riding out eating extremes when they restore a division of
responsibility in feeding. At first, restricted children eat a lot and continue hounding their parents for
food handouts. After a few weeks, the child will settle into eating like any other child of a given devel-
opmental stage, provided parents truly apply and sustain a division of responsibility in feeding. Use
of the Feeding Dynamics Model challenges providers and parents to set aside agendas and focus pri-
marily on goed parenting over the long haul. If a parent has a weight agenda for the child, that agenda
will continue to distort feeding and parenting, undermine the child’s ability to develop and maintain
internal regulation of food intake, and in the long run, promote weight gain. To avoid instituting such
an agenda, do not promise weight loss or make predictions about weight. If a child’s weight has been
following a consistent trajectory, it is reasonable to expect that it will continue to do so. One can always
hope that a child will slim down, but trying to make it happen will distort feeding and parenting, pro-
mote weight gain, and ultimately be demoralizing for both parents and child.

The story of Erica (Figure 19.8) provides an example of a positive outcome using this model.
Despite the fact that she was born big, Erica still showed rapid early catch-up growth—possibly
exacerbated by her parents’ tendencies to be controlling with feeding. Beginning when she was
7 months old, Erica’s parents began deliberately restricting her food intake. After an initial dip,
Erica’s weight climbed to an even higher level and her parents complained that ignoring her pleas
for food and fending off her raids on the kitchen was becoming increasingly difficult. When Erica
was 3 years old her parents discovered the division of responsibility in feeding after reading
Child of Mine (Satter, 2000a). They stopped restricting her food intake, emphasized meals and
sit-down-snacks, and reassured Erica she could eat as much as she wanted at those structured and
predictable times.

Initially Erica confirmed their worst fears by eating great quantities of food. However, after 2 or
3 weeks, her eating moderated and she began to eat like a normal toddler—a lot some times, hardly
anything another, ravenous for snack one time, barely interested another. Over the next 3 years,
Erica’s weight for age dropped to the 97th percentile, where it leveled off. Her parents are content
with her growth and capable of holding themselves steady with respect to accepting her stocky build
and relatively high body weight.
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Primary intervention handouts that address child overweight can be downloaded from www.
EllynSatter.com.

DOES THE FEEDING DYNAMICS MODEL WORK?

Whether or not the Feeding Dynamics Model works depends on what is meant by the question.
Does the Feeding Dynamics Model work to get children to conform to arbitrary guidelines of
size and shape? No, it does not. Defined weight outcome is absolutely contradictory 1o the model.
Does the Feeding Dynamics Model work to support normal growth and development, including the
development of self-esteem? Yes, it does. Feeding principles are based on child development prin-
ciples. Studies and data presented in this chapter correlate positive feeding with predictable growth.
Moreover, the Feeding Dynamics Model accepts children as they are and supports their capabilities,
which in turn supports self-esteem.

On the other hand. what about the conventional approach of restricting food intake and increas-
ing activity to achieve weight loss? Docs the conventional approach work to get children to con-
form to arbitrary guidelines of size and shape? It does not. As noted earlier, there is insufficient
evidence that screening and conventional interventions work, and even ambitious, multidisciplinary
programs produce little or no lasting weight loss.

Does the conventional approach work to support normal growth and development, including
self-esteem? No, it does not. As noted carlier, identifying children as overweight and instituting
restrained feeding undermines self-esteem and distorts growth, whether children restrict them-
selves or arc restricled by their parents. Children of all ages who diet become fatter. not thinner.

FURTHER RESEARCH

This chapter presents ample evidence correlating distortions in feeding dynamics—misinterpre-
tation of normal growth, restrained feeding, poor feeding practices, and stress—with children’s
weight acceleration. The piece that remains to be demonstrated is the positive one: that optimum
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feeding, as defined by the Satter Feeding Dynamics Model, prevents child overweight from the
perspective of supporting each child's growth in weight along a predictable, constitutionally deter-
mined trajectory.
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