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Compared behavior problems, child developmental skills, home environment,
and parent emotional distress for 50 families of children aged 11-70 months
with differing etiologies of feeding disorders (FD). Results showed that psycho-
social functioning differed across FD classifications. Children with nonorganic
characteristics to FD had more behavior problems compared to those with only
organic FD. Children with primarily or only organic FD displayed lower devel-
opmental skills and their parents had higher emotional distress than children
with primarily nonorganic FD. High parent distress was associated with older
children who had poor feeding skills, less positive disciplinary practices, and
higher social status. The findings imply that clinical services to families often are
warranted and that service needs vary depending on the nature of FD. Mixed
organic and nonorganic FD occurred in the majority of children, which supports
the need for more detailed classification than an organic-nonorganic dichotomy
used in prior research.
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Young children with chronic feeding disorders present a serious concern to health
professionals. The term feeding disorder encompasses a variety of conditions
characterized by insufficient or atypical food intake such as swallowing difficul-
ties, poor appetite, selective food refusal, pica (ingestion of nonfood items), and
ruminative vomiting during or after feeding (Ginsberg, 1988; Palmer,
Thompson, & Linscheid, 1975; Riordan, Iwata, Finney, Wohl, & Stanley, 1984;
Woolston, 1983). Overeating also can be considered a form of feeding disorder;
however, it is not included as a focus in this study because overeating differs in
etiology and health implications from problems of undereating or other aberrant
intake (Coates & Thoresen, 1978). Chrongz feeding disorders persist over a
period of several months or years, as opposed to transitory feeding resistance and
frequent changes in food preferences commgn in normal development of young
children (Chnistophersen & Hall, 1978). I%dequate food intake can produce
excessive weight loss or failure to gain weight, malnutrition, lethargy, delayed
development, and, in severe cases, death (thoney & Dubowitz, 1985; Howard
& Winter, 1984). Chronic undernutrition plaes children at risk for poor social,
cognitive, and academic functioning (Galleﬁ 1984; Pollitt & Thomson, 1977).

Research on feeding-related disorders ﬁas been hampered by persistent di-
agnostic confusion (Woolston, 1983, 1985)9Most descriptive studies have con-
centrated on children with the label “failurg to thrive” (FTT), which indicates
that a child’s weight, height, or growth rateds below the third or fifth percentile
(Bithoney & Dubowitz, 1985). Children with poor appetites, restricted food
preferences, rumination, or other feeding cEsorders often meet the criteria for
FTT. Studies have attempted to differentiateﬁ)etween FTT with an organic basis
(e.g., gastrointestinal disease or cerebral palgy) and FTT with a nonorganic basis
(e.g., deprived home conditions or inconsgtent parenting) (Hannaway, 1970;
Pollitt, Eichler, & Chan, 1975). Diﬁcrentialgiagnosis has been viewed as useful
in designing appropriate interventions for cigldren and their families. However,
studies (e.g., Homer & Ludwig, 1981) indi(ﬁte that many children evaluated for
FTT have both organic and nonorganic featfires and thus cannot be categorized
using a binary classification system. In ad&ition, some children with chronic
feeding problems are above the clinical c@oﬁs for FTT, often as a result of
nutritional supplements or diets containing Eigh-ca]orie “junk” foods, and thus
they cannot be diagnosed in a system focusing exclusively on FTT. More sophis-
ticated classification schemes for FTT and oﬁ:er child eating disorders have been
proposed (Chatoor, Dickson, Schaefer, & Epan, 1985; Linscheid, 1983; Wool-
ston, 1985), but they have not yet been e%luated with respect to clinical or
research feasibility.

The prevalence of mixed etiological features in feeding disorders indicates
that an interaction between biological and environmental variables operates in
many cases of FTT and feeding disorders. Over time, eating irregularities affect a
child’s physical functioning regardless of the origin of the disorder (Bithoney &
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Dubowitz, 1985). Similarly, because feeding of young children occurs within a
dyadic context, eating difficulties often disrupt normal parent—child interactions
such as cuddling, visual attention, and vocalizations during mealtimes (Galler,
Ricciuti, Crawford, & Kucharski, 1984; Spietz, 1978). Parenting patterns and
stressful home conditions are assumed to play a role in the etiology of some
feeding disorders (Chatoor & Egan, 1983; Gagan, Cupoli, & Watkins, 1984).
The term feeding disorder itself emerged as a common label for eating problems
in young children because of the presumed dyadic nature of the disorder (Wool-
ston, 1983).

The present study examined the psychosocial concomitants of feeding disor-
ders. The potential link between feeding-related disorders and psychosocial func-
tioning is exemplified by Casey, Bradley, and Wortham’s (1984) prospective study
of families of nonorganic FTT infants and a demographically matched control
group of healthy infants. They found that, compared to controls, mothers of FTT
children were significantly less responsive and accepting of the children, and their
home environments were more disorganized, suggesting that poor parenting
patterns may have contributed to the development of FTT. However, other re-
search has not supported a parental inadequacy hypothesis. In a review of the
literature, Woolston (1985) remarked on the dearth of robust findings differentiat-
ing nonorganic FTT infants and their families from other infants and their families
matched for demographic factors. In contrast to uncontrolled case studies describ-
ing severely dysfunctional caretakers of children with nonorganic FTT, he
reported that recent controlled studies have found fewer and more isolated dif-
ferences. Drotar (1989) observed similar inconsistent findings in studies compar-
ing behavioral characteristics of children with organic and nonorganic FTT.

The present investigation differs from previous research on psychosocial
functioning associated with feeding-related disorders in three ways. First, rather
than focusing exclusively on FTT, the current study examined children who
displayed evidence of chronic feeding problems, including both FTT cases and
children whose growth parameters were above the clinical cutoffs for FTT.
Second, in order to expand upon a binary classification system, we categorized
feeding disorders into four descriptive classes: only organic, primarily organic,
primarily nonorganic, and only nonorganic. Third, to enhance measurement
integrity, psychosocial assessments occurred in families’ homes using observers
who were blind to children’s feeding disorder classification, rather than the
common practice of collecting data during hospital visits.

The primary purpose of this research was to determine whether differences
existed between feeding disorder groups on standardized measures of child be-
havior problems, child developmental skills, home environment, and parent
emotional distress. We also assessed demographic variables (e.g., maternal and
child age, race, household composition, and social status) that might account for
group differences. As a secondary purpose, we examined the proportion of
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children with mixed feeding disorders compared to those with only organic or
nonorganic symptoms, in light of FTT research suggesting the inadequacy of a
dichotomous categorization system. Third, we examined which of the variables
together predicted higher levels of parent emotional distress across all feeding
disorder groups, in order to develop recommendations for clinical intervention.

METHOD

Subjects and Recruitmgnt Procedures
Q
2

The participants were 50 child outpa?!ents and their primary caretakers.
Children were referred by health prafessionals (pediatricians, speech
pathologists, and clinical dieticians) at a ugiversity-based chronic care hospital
serving predominantly urban, minority farilies in Chicago. Eligible children
were under 6 years of age, exhibited a feedﬁlg disorder involving insufficient or
atypical intake of at least 1 month’s duratigh, and resided either with a parent,
legal guardian, or in a stable foster placeﬁent (i.e., a minimum of 3 months
duration). Families were excluded if they ligd in high-rise housing projects due
to safety concerns with home data collectifin. All referred children over a 20-
month period from 1987 to 1989 were congidered for the study.

Upon referral, children’s hospital cgans were screened to determine
whether they met study criteria. Eligible fagilics received an introductory letter
from the referring professional and a follow-up telephone call from a research
assistant (a doctoral student in clinical psy@mlogy) to describe the project and
invite participation. Of 75 eligible subjecgs, 9 could not be reached despite
numerous attempts, 16 declined, and 50 ag@ed to participate. Families received
$10 in return for participation. )

The 50 study children ranged from &1 to 70 months (mean age of 37
months) and included 62% males and 84% black children. Feeding problems
began at birth in 50% of the cases, with a rE'ean onset age of 7 months. Signifi-
cant cognitive or overall developmental de\?y was present in 74% of the chil-
dren. Sixty-six percent of the sample had a djagnosis of FTT. The ten other most
frequently cited medical conditions (whicg could occur singly or in various
combinations for individual children) were @erebral palsy, prematurity, and sei-
zures (each present in 38% of the children);gastroesophageal reflux (26%); iron
deficiency anemia (22%); recurrent infect@ns (16%); anoxic event in first 6
months, asthma, and bronchopulmonary dysplasia (14% each); and fetal alcohol
syndrome (12%}).

All but one of the primary caretakers was female, and their average age was
31 (range = 17 to 64 years). Seventy-four percent of primary caretakers were
natural parents, 24% were foster parents, and 2% were relatives. Caretakers
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averaged 12 years of education (range of 3 to 20 years). A mean of two other
children (range = 0 to 6) besides the target child lived in the home. The Hol-
lingshead index (described under Assessment Procedures and Measures) was
used to estimate social status. The mean Hollingshead rating of 28 (range = 11 to
61) across families falls in the second lowest status group, corresponding to
semiskilled workers (Hollingshead, 1975).

Feeding Group Classification

We assigned children to feeding groups based on a detailed review of their
hospital chart using the Feeding Categorization Checklist (FCC). The FCC,
developed for this study, contains 15 etiological and/or descriptive items related
to feeding disorders. Items were derived using the feeding disorders literature
and in consultation with professionals experienced in treating feeding disorders.
Eight FCC items relating to suspected etiological factors in feeding disorders
were used to determine feeding group classification. These items, displayed in
Table I, include four items indicative of organic disorders and four items indica-
tive of nonorganic disorders. The remaining items were not used in classifying
children, because they relate to feeding characteristics (such as expels or packs
food, insufficient total intake) that could occur with either organic or nonorganic
disorders. After recording each item identified in a child’s medical history, the

Table I. Summary of Etiologically Related Items on Feeding Categorization Checklist

Classification

of item Suspected etiology Examples
Organic Acute illness (less than 3 months) af- Food allergies, malabsorption syn-
fecting eating drome, bumns
Organic Chronic illness affecting eating Gastroesophageal reflux, heart or lung
disease, short bowel syndrome
Organic Oral-motor dysfunction due to struc- Cleft palate, cerebral palsy, Pierre
tural, neurological, or congenital Robin syndrome
conditions
Organic Pica associated with metabolic disor- Iron deficiency
der
Nonorganic Psychosocial failure to thrive (FTT) Growth retardation with environmental
deprivation before age 8 months
Nonorganic Disruptive mealtime patterns apparent-  Cries, protests, throws food, leaves
ly maintained by parent—child inter- feeding area
actions
Nonorganic Selective eating preferences with no Eats only particular food groups, col-
organic explanation ors, or textures; refuses to try new
foods
Nonorganic Psychiatric or emotional condition af- Severe child depression or choking

fecting eating

trauma
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research assistant selected one etiologically related item judged to be the pre-
dominant current factor based on the entire chart review. For the current sample,
two of the eight etiologically related FCC items (pica associated with metabolic
disorder and psychiatric or emotional condition affecting eating) were not identi-
fied as present for any children.

Children were assigned to one of four feeding disorder groups based on the
FCC. The Only Organic group included children with one or more organic items
and no nonorganic items. The Primarily Organic group included children who
had items in both organic and nonorganic areas, and a predominant designation
in the organic area. The Primarily Nonorganig group likewise included children
with items in both organic and nonorganic afeas, but the predominant designa-
tion was in the nonorganic area. The Only P%onorganic group had one or more
nonorganic items and no items in the organig area.

Reliability of group assignment was as$€ssed by having a second research
assistant independently review charts and (i‘)mplete the FCC on 25% of the
children. Each rater’s scores were then useﬁ to classify children into groups.
Raters agreed on group assignment in 85% §f cases.

1XO"AS!

o
Assessment Procedures gnd Measures

1IN0

A research assistant made a preliminarfnivisit to families’ homes to obtain
informed consent and drop off written quétionnaires. A second home visit
lasting 90-120 minutes occurred approximatgly 1 week later, during which we
interviewed the parent, observed parent—chil§ interactions, and assisted the par-
ent if necessary in completing questionnairesgResearch assistants were trained in
accurate home data collection by studying stgndard assessment protocols, prac-
ticing recording of interview and observationsitems, and accompanying an expe-
rienced researcher on home visits. Assnstantg were required to achieve a mean
agreement level of 85% or above with expencnced researchers on independently
recorded measures during two home visits gefore they began collecting data.
Measures administered to families were as Fﬂllows

Eyberg Child Behavior Inventory. ThegECBl (Eyberg & Ross, 1978) as-
sesses parents’ perceptions of children’s beha%ior problems. Parents indicate the
intensity of 36 typical behaviors (e.g., dawdes in getting dressed, refuses to do
chores when asked) on a 7-point scale from %ever (0) to always (6) and indicate
whether or not each behavior is a problem fortheir child. ECBI scores have been
shown to discriminate children with conduct problems and to correlate signifi-
cantly with parent—child interactions and child temperament (Webster-Stratton &
Eyberg, 1982). The ECBI is designed for children aged 24 months and above, so
it was used only with 30 of the 50 study children.

Pyramid Scales. The Pyramid Scales (Cone, 1984) are a competency-based
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list of progressive steps in 20 areas of basic adaptive skills. Information
is obtained by interviewing parents on the child’s usual performance on indi-
vidual steps. We used three Pyramid subscales that assess levels of performance
and independence in eating, fine motor skills, and receptive language. A sample
item on the eating subscale assesses four levels of the child’s ability to chew
foods by including the following steps: chews at least some foods; chews foods if
they have been mashed up first; chews foods if they have been chopped, mashed,
or cut into small pieces; and chews all foods unassisted. An adaptive score for
each subscale is computed on the percentage of total steps passed. The Pyramid
Scales are well suited to assessing young children or those with developmental
delays, because items begin at a minimal level and proceed in small increments.
It is a criterion-referenced instrument on which higher scores are indicative of
greater skill.

Home Observation for the Measurement of the Environment Inventory. The
HOME Inventory (Caldwell & Bradley, 1984) assesses the quality of parental
stimulation, affective responding, disciplinary practices, and organization of the
environment via parent interview and informal observation. HOME scores have
shown significant positive correlations with children’s subsequent educational
achievement (Bradley & Caldwell, 1984). Casey et al. (1984) found that mothers
of nonorganic FIT infants obtained significantly lower HOME scores than a
matched control group, which suggests that the HOME inventory may be useful
in identifying parenting variables associated with FTT and other feeding disor-
ders. One form of the HOME is used with children from birth to 36 months, and
another is used with children from 36 to 72 months, so raw scores were convert-
ed to z scores in order to analyze findings across all children.

Symptom Checklist 90-Revised. The SCL-90-R (Derogatis, 1983) is a 90-
item self-report inventory designed to reflect psychological symptom patterns.
Respondents rate whether or not they have recently experienced each of the
symptoms (hunger, dizziness, mood shifts, etc.) on a 5-point scale of distress
from not at all (0) to extremely (4). The Global Severity Index is a summary
measure of SCL-90-R responses, which has been shown to be a sensitive indica-
tor of current emotional adjustment and distress across a variety of clinical and
nonclinical adult populations (cf. Cyr, McKenna-Foley, & Peacock, 1985; De-
rogatis, 1983). The SCL-90-R yields nine symptom subscales in addition to the
Global Severity Index; however, only the summary measure was used in this
study because of its strong psychometric properties and because we did not
predict any specific psychopathology patterns for caretakers across feeding disor-
der groups.

Parent Interview. Caretakers provided information on demographic factors
(e.g., child and parents’ age, race, onset of feeding disorder, parents’ education
level, occupation, marital status, and household composition). From interview
data, a measure of social status was calculated using Hollingshead’s (1975) four-
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factor index, which provides a weighted summary score reflecting the educa-
tional level and occupational status of adult caretakers within a household. Pos-
sible scores on the Hollingshead index range from 8 to 66 and are categorized
into five status groups ranging from menial service workers to major business
and professional workers.

In addition to data obtained at the home visit, a research assistant reviewed
the medical chart to complete the Feeding Categorization Checklist and to obtain
information regarding the child’s medical history and evidence of significant
developmental delay (mental retardation, autism, etc.).

v
Q

2
RESULTg

The prevalence of children by feeding %isorder categories was as follows:
Only Organic, 26%; Primarily Organic, 40%; Primarily Nonorganic, 24%; and
Only Nonorganic, 10%. The most striking finding is that both organic and
nonorganic characteristics were identified fq? almost two thirds of the children.
Approximately one fourth displayed only orénic features and one tenth had only
nonorganic features. The high level of mixedgategorization may be influenced in
part by the use of the entire medical recor§ for classifying children’s feeding
disorders in this study. Because of the sm@ number of children in the Only
Nonorganic group, these subjects were comtBned with the Primarily Nonorganic
group for analyses. For simplicity, the corébined group is referred to as the
Nonorganic group. o

Demographic and psychosocial variablgs were examined across feeding
disorder groups using one-way analyses of yariance for interval data and chi-
square analyses for categorical data. When a gignificant main effect was obtained
for an analysis of variance, Tukey’s honesgly significant different (HSD) pro-
cedure (Hays, 1981) was used as a fo]]ow-uﬁ test. Pairwise chi-square analyses
were used as follow-up tests for significant hi-square analyses across the three
groups. An alpha level of .05 was used for 4l tests, because we were interested
in identifying any differences that may exis&across feeding disorder groups in
this initial study. S

Table 1I displays demographic and psychosocial variables that differed sig-
nificantly across feeding groups. With regaxﬁ to demographic characteristics of
children and families, the only significant effect was the proportion of children
evidencing developmental delay, x2 (2, N =§0) = 6.56, p < .05. Pairwise chi-
square analyses indicated a greater prevalence of developmental delay in the
Only Organic group as compared to the Nonorganic group. The Nonorganic
group included more foster parents (41%) compared to the other two groups
(15% each), but this difference did not reach statistical significance, 2 (2, N =
47) = 4.24, p > .05.
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Table II. Significant (p < .05) Differences Across Feeding Groups
on Demographic and Psychosocial Variables

Variable Only Organic Primarily Organic Nonorganic

Developmentally delayed

n 13 20 17

% 92 80 53
ECBI (for children 24 months & up)

n 9 11 10

Intensity score 57 93 102

No. of problems ] 6 7
Pyramid Scales

n 13 20 17

Eating 37 35 68

Fine motor 31 35 58

Receptive language 29 31 62
SCL 90-R

n 13 20 17

Global Severity Index .n .66 .30

With regard to psychosocial variables, Table II indicates group differences
on three of the four variables. Significant main effects were obtained for the
intensity of behavior problems, F(2, 27) = 5.78, p < .01, and for the total
number of behavior problems, F(2, 27) = 4.93, p < .05. Post-hoc comparisons
using Tukey’s HSD procedure indicated that ECBI intensity scores and number of
problems were significantly higher for the Primarily Organic group and Non-
organic groups as compared to the Only Organic group. Mean ECBI scores for
all groups were well below clinical norms for children with conduct problems
(Eyberg & Ross, 1978; Robinson, Eyberg, & Ross, 1980), which suggests that
children with chronic feeding problems usually are not perceived by parents as
having widespread behavioral difficulties. Examination of parents’ responses on
the ECBI indicates that children with organic problems often were not capable of
behaviors included in items (i.e., they were not ambulatory or had no functional
language). Thus, the group differences on this measure appear to reflect the fact
that children in the Only Organic group have limited behavioral repertoires as a
result of their medical problems.

Developmental performance levels, as indicated by the percentage of steps
passed on the Pyramid Scales, differed across groups in all three skill areas:
eating, F(2, 47) = 11.15, p < .001, fine motor, F(2, 47) = 10.08, p < .001,
and receptive language, F(2, 47) = 11.05, p < .001. Follow-up tests indicated
that developmental performance in the three areas was significantly higher for
children in the Nonorganic group as compared to the other two groups. These
findings suggest that organic components of children’s feeding disorders are
associated with global skills deficits rather than only feeding skills delays. The

9T0Z ‘9 Yo\l Uo AISIBAIUN SIRIS BIURA|ASUUSd Te /Bio'sfeulnolplo)xoAsdad(//:dny wouy pepeojumoq


http://jpepsy.oxfordjournals.org/

9% Budd, McGraw, Farbisz, Murphy, Hawkins, Heilman, Werle & Hochstadt

finding that children in the Primarily Organic group exhibited higher behavior
problem levels but similar skills deficits as compared to the Only Organic group
supports the validity of more detailed classification than a dichotomous organic-
nonorganic system for children’s feeding disorders.

A significant main effect was obtained for parents’ emotional distress as
measured by the Global Severity Index of the SCL-90-R, F(2, 38) = 5.13,p <
.05. Post-hoc comparisons showed distress levels to be significantly higher in the
Only Organic and Primarily Organic groups as compared to the Nonorganic
group. Nonorganic group parents scored near the mean (.26) for nonpatient
females (Derogatis, 1983), whereas mean scores for the other two groups of
parents were greater than 1 standard deviaffon above the normative mean. This
finding is contrary to clinical hypotheses tBat nonorganic feeding-related disor-
ders are linked with stressful home enviroments and parent psychopathology.
However, the Nonorganic group included 7ihildren who had been removed from
their natural parents, and their data reflected current placements with relatives or
foster parents. Additionally, it included chigren with behaviorally based feeding
disorders (e.g., selective food refusal), ch%tdren whose feeding disorders were
attributed to deprived home environments, #nhd children with some minor organic
components to their feeding disorders. Th>< , it is not possible to draw conclu-
sions about the reasons for group differené@s on this measure.

Scores on the HOME Inventory did ndf differ across groups, either for total
iters or two subgroups of items dealing wgh parents’ emotional responsiveness
and discipline practices. Again, the diversity of parents and children constituting
the Nonorganic group may have precluded detecting differences on this measure.

A stepwise multiple regression anal);%s was conducted to identify demo-
graphic and psychosocial variables that together predicted parent emotional dis-
tress scores. Four commonly measured den%graphic variables that provide inter-
val data were included in the analysis (p%em and child age, number of other
children in the household, and social statusg; We included all psychosocial vari-
ables measured in the study except ECBI séores, which were excluded because
they were available for only 30 of the 50 chgldren. The resulting multiple regres-
sion equation indicated that high levels of parental emotional distress on the
Global Severity Index of the SCL-90-R age significantly associated with four
variables: low eating skills on the Pyramidgless positive discipline practices on
the HOME Inventory, older children, and Righer Hollingshead scores, F(4, 35)
= 8.39, p < .001. These four variables together accounted for 49% (R?) of the
variance in parents’ emotional distress scor@. Sample positive disciplinary items
on the HOME were that parents refrained frém shouting at, spanking, or criticiz-
ing the child during the home visit. Table HI shows the relative weights of
variables in the regression equation. Variables that did not enter significantly in
the equation are motor and language skills on the Pyramid, total scores and
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Table HI. Variables Entering in Multiple
Regression Equation with Global Severity
Index as Dependent Variable

Variable b
1. Child eating skills (Pyramid Scales) —-.56
2. Positive disciplinary practices (HOME) - .49
3. Age of child .27
4. Hollingshead index .26

emotional responsiveness subscores on the HOME, number of other children in
the household, and parents’ age.

DISCUSSION

This research identified differences in psychosocial functioning of children
and parents associated with differing types of feeding disorders. Although parent
ratings of child behavior problems were within normal limits for all groups,
parents of children with only organic disorders reported significantly fewer be-
havior problems than did parents of children with some nonorganic charac-
teristics to their feeding disorders. In cases where feeding problems were pri-
marily or only organic in nature, children displayed lower levels of global skills
performance, and their parents had higher levels of emotional distress, than in
cases of mainly nonorganic feeding disorders. High parent emotional distress
was associated with older children who had poor feeding skills, parents who used
less positive disciplinary practices, and parents with higher educational and
occupational status.

These findings imply that clinical services often are warranted to assist
families of children with feeding disorders, and further that service needs vary
depending on the nature of the feeding disorder. Children with organically based
feeding problems usually have accompanying developmental delays that necessi-
tate long-term care. High emotional distress scores for these parents indicate
that, rather than focusing mainly on the child’s functioning, clinical services also
need to consider and promote parents’ emotional adjustment. Family support
services, respite care, and financial assistance programs are potential avenues for
helping parents with the child’s chronic care needs (Gallagher & Vietze, 1986).

The majority of children (64%) in this study exhibited feeding problems
with both organic and nonorganic features. These results are consistent with
Homer and Ludwig’s (1981) findings of mixed etiology in FTT children and
further support the need for a more detailed classification method than an
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organic—nonorganic dichotomy. One third of the children in the current research
exhibited chronic feeding disorders in the absence of a diagnosis of FTT. This
finding points up the importance of developing a classification system that can be
applied comprehensively across all feeding-disordered children, rather than re-
stricting classification to children with FTT.

The results provide some unanticipated findings that raise issues for further
study. The significantly lower levels of behavior problems reported for children
in the Only Organic group appear to be due to their restricted behavioral reper-
toires (e.g., lack of functional language or ambulatory capabilities) secondary to
chronic medical problems. Normative datacare not available on the ECBI for
handicapped children (S. Eyberg, personaljcommumcatmn November 1989),
and we are not aware of other instruments or assessing behavioral adjustment
with this population. It may be useful to explfore a revised scoring method on the
ECBI for young, handicapped children by c%mputmg scores based only on items
for which the child has the behavioral capacity to respond. In the absence of
appropriate norms, it is of interest to note thﬂlow scores on the ECBI may signal
severe behavioral limitations rather than pos@nve behavioral adjustment in handi-
capped children.

Two other unanticipated findings of I%IS study were the lower levels of
emotional distress reported by parents in thg Nonorganic group and the lack of
differences between groups on home envirgnment indices as measured by the
HOME Inventory. In contrast to clinical hypotheses that nonorganic feeding-
related disorders are linked with stressful hqzoile environments and parent psycho-
pathology (Casey et al., 1984; Chatoor & Bgan, 1983; Gagan et al., 1984), the
current results imply that nonorganic feeding disorders should not automatically
be viewed as resulting from parents’ emotiéhal problems or disorganized home
environments. The diversity of parents (f(é_ter and natural) and child feeding
problems (psychosocial FTT and/or behavijrally based feeding problems, and
both primarily nonorganic and only nonogganic etiologies) within the Non-
organic group limits conclusions about the gasons for these findings. However,
only one demographic variable differed mgnﬁicantly across feeding groups in the
current sample: More children were devélopmentally delayed in the Only
Organic group than in the Nonorganic grouf. This fact, together with the multi-
ple regression findings that high parent emcﬁional distress was predicted in part
by older children with poor feeding skills, %uggests that emotional distress for
parents in this study related more to carmggor a child with pervasive develop-
mental handicaps that impair feeding than & other measured variables.

The four diagnostic feeding categories (Only Organic, Primarily Organic,
Primarily Nonorganic, Only Nonorganic) employed in this study represent a step
toward more precise classification, which was reliably accomplished from medi-
cal chart review using the Feeding Categorization Checklist. However, the cur-
rent research is limited by the fact that the small number of children classified as
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Only Nonorganic precluded comparison of all four groups. The current classifi-
cation system, as well as other multifaceted diagnostic schemes for FTT and
children’s eating disorders (Chatoor et al., 1985; Linscheid, 1983; Woolston,
1985), need further evaluation to determine their usefulness in clinical practice
and research. It seems likely that diagnostic systems entailing direct observation
and interview procedures may have particular utility in clinical practice, in order
to evaluate components of feeding problems in detail and monitor treatment
progress. By contrast, the current classification system may have greater ver-
satility in applied research, because the categories have broad generality across
child feeding problems and can be assigned from medical chart review. Refine-
ment of classification issues remains an important prerequisite to improve our
understanding of feeding problems and the psychosocial factors accompanying
feeding disorders.
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