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ABSTRACT 

Introduction: Feeding difficulties in early childhood are among the most common problems reported by parents and may reflect the child’s 
own characteristics or a relational problem. They are associated with problems in later life, such as behavioral disorders, cognitive deficits, 
and eating disorders. 

Materials and Methods: This study was a retrospective, descriptive analysis of sociodemographic and clinical data of children under six years 
of age with feeding or eating problems evaluated at a first consultation in a child psychiatry unit of a tertiary hospital between January 2019 
and May 2021. Children with a diagnosis or suspected diagnosis of autism spectrum disorder were excluded. 

Results: Of a total of 647 children evaluated, 57 (8.81%) were classified as having feeding difficulties. Their median age was 24.5 months. 
Food selectivity was the most frequently reported problem (45.6%), followed by difficulties in self-regulation at mealtimes (43.9%) and 
decreased appetite (33.3%). Among the mothers, 21% had a history of depressive disorders and 7% had a history of anxiety disorders. Forty-
nine percent of children had patterns of interaction with their primary caregiver that were considered worrisome or disruptive. Fifty-four 
percent of the therapeutic interventions provided were child-parent psychotherapy.

Conclusions: Early identification and intervention are needed for children with feeding problems. Feeding problems are common in 
early childhood and a multidisciplinary approach must always be considered as they can affect several domains of the child’s health and 
development. 
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RESUMO

Introdução: As dificuldades alimentares na primeira infância estão entre as principais queixas dos pais e podem refletir características 
intrínsecas da criança ou um problema relacional. Estas dificuldades estão associadas a problemas subsequentes no desenvolvimento da 
criança, como problemas comportamentais, défices cognitivos e perturbações do comportamento alimentar.

Materiais e Métodos: Foi realizada uma análise retrospetiva e descritiva dos dados sociodemográficos e clínicos de crianças com menos de 
seis anos de idade avaliadas em primeira consulta de Pedopsiquiatria de um hospital terciário por dificuldades alimentares entre janeiro de 
2019 e maio de 2021. Crianças com diagnóstico ou suspeita de perturbação do espetro do autismo foram excluídas.

Resultados: De um total de 647 crianças avaliadas, 57 (8,81%) foram classificadas como tendo dificuldades ou problemas alimentares. 
A mediana de idades foi de 24,5 meses. A seletividade alimentar foi o problema alimentar mais comum (45,6%), seguida de dificuldades 
na autorregulação durante as refeições (43,9%) e apetite reduzido (33,3%). Vinte e um por cento das mães apresentava antecedentes de 
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perturbação depressiva e 7% apresentava antecedentes de perturbação de ansiedade. Quarenta e nove por cento das crianças incluídas 
no estudo apresentava padrões de interação com o cuidador principal preocupantes ou perturbados. Em 54% das crianças, a orientação 
terapêutica mais comum foi psicoterapia criança-cuidador.

Conclusões: É necessária deteção e intervenção precoce para crianças com dificuldades alimentares. As perturbações alimentares são 
comuns na primeira infância e deve ser sempre considerada uma abordagem multidisciplinar das mesmas, uma vez que podem ter impacto 
em vários domínios do desenvolvimento e saúde da criança.

Palavras-chave: dificuldade alimentar; pedopsiquiatria; perturbação do comportamento alimentar; primeira infância; saúde mental 

INTRODUCTION

Feeding difficulties in early childhood are among the most common 
problems reported by parents.(1) Up to 40% of typically developing 
children experience feeding difficulties, with the percentage rising 
to 80% in children with developmental delays.(1,2) These difficulties 
include refusal to eat, decreased appetite, food selectivity, difficulty 
self-regulating at mealtimes, fear of eating, and vomiting, among 
others.(1-4) Feeding disorders are associated with problems later 
in life, such as behavioral disorders, cognitive deficits, and eating 
disorders.(4)

Identifying the etiology of the feeding problem can be challenging 
because it may reflect the child’s own characteristics and/or a 
dysfunctional dyadic or family relationship.(5) The child may have 
difficulty self-regulating at mealtimes, difficulty with transitions and 
changes, sensory processing disorders, food refusal secondary to 
invasive medical procedures, or medical conditions that predispose 
to feeding problems.(2,5) Because it involves an interaction between 
the caregiver and the child, feeding difficulties may also reflect a 
relational problem.(5,6) For young children, food goes beyond its 
nutritional value, as its quality affects the child’s sense of security, 
autonomy, and basic trust.(5) Disturbed patterns of interaction 
between mother and child in cases of feeding and eating disorders 
were described as early as 1983 by Chatoor and colleagues.(7) 

During mealtimes, there is an increasing conflict over autonomy and 
control between parent and child, exacerbated by the development 
of separation and individuation.(8) In the case of feeding disorders, 
there are usually inconsistent and non-contingent responses from 
caregivers who fail to read the infant’s signals, leading to increased 
dyadic conflict and struggle for control.(7,8) There are also reports of 
disturbed triadic parent-child interactions in families of children with 
feeding disorders, with increased tension and negative affect, which 
impairs the children's self-regulatory abilities.(9)

Chatoor and colleagues proposed a diagnostic classification of 
feeding disorders divided into six categories: feeding disorder of 
state regulation, feeding disorder of reciprocity, infantile anorexia, 
sensory food aversion, feeding disorder associated with concurrent 
medical condition, and post-traumatic feeding disorder.(4) Later, 

the authors described a classification of feeding difficulties using a 
systematic approach in which the child’s eating behavior is classified 
as restricted appetite, selective feeding, or fear of feeding, and 
the caregiver’s feeding style is classified as responsive, controlling, 
indulgent, or neglectful.(3)

In the Diagnostic and Statistical Manual of Mental Disorders, the 
various presentations of feeding disorders can be grouped into a 
single avoidant/restrictive feeding intake disorder.(10) The Diagnostic 
Classification of Mental Health and Developmental Disorders of 
Infancy and Early Childhood (DC:0-5TM) defines three main diagnostic 
categories of eating disorders: overeating disorder, undereating 
disorder, and atypical eating disorder.(1) 

The aim of this study was to conduct a descriptive analysis of a 
sample of children under the age of six who were seen in a child 
psychiatry consultation for feeding and eating difficulties. 

METHODS

A retrospective descriptive analysis of sociodemographic and 
clinical data of children under six years of age with feeding or eating 
problems, evaluated at a first consultation in a child psychiatry unit 
of a tertiary hospital between January 2019 and May 2021, was 
performed. Children with previous child psychiatry follow-up and 
children with a diagnosis or suspected autism spectrum disorder 
were excluded from the study.

Patient data were retrieved from their medical records. Patient 
anonymity and confidentiality were maintained during data 
collection. 

Sociodemographic data of the patients and their parents were 
collected and described. Several data on feeding patterns were 
assessed: child’s feeding behavior (food selectivity, difficulty with self-
regulation at mealtimes, limited appetite, difficulty with transition to 
solid foods, vomiting or anticipatory gagging, fear of feeding, and 
chewing without swallowing), failure to thrive, prolonged mealtimes, 
disruptive and stressful mealtimes, nighttime feeding, breastfeeding, 
and duration of breastfeeding.  Psychomotor development was also 
assessed using the Griffiths III Mental Development Scale. 
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Data on parental psychiatric history and parental history of food 
selectivity or eating disorders were also collected. The Graffar scale 
was used to stratify family social characteristics.

Attachment style was assessed using an adaptation (in three stages) 
of the Mary Ainsworth’s Strange Situation Procedure.(11)

The Diagnostic Classification of Mental Health and Developmental 
Disorders of Infancy and Early Childhood (DC:0-5™) was used to 
classify patients’ diagnosis.(1) There are several diagnostic axes in 
this manual. Axis I refers to the clinical diagnosis, while Axis II is 
used to characterize the relational context. The latter has two parts: 
an assessment of the level of adaptation of the primary caregiving 
relationship(s) (Part A) and an assessment of the level of adaptation 
of the broader caregiving environment (Part B). The levels of adaptive 
functioning in Part A define ranges of relationship adaptation, and in 
Part B define ranges of qualities of the caregiving environment.(1)

Therapeutic interventions were examined and classified as mother-
child psychotherapy, occupational therapy with sensory integration, 
speech therapy, day care, and parent counseling only. Follow-up 
status was described as improved, stabilized, or worsened.

RESULTS

Of a total of 647 children assessed at a first visit to an early 
childhood psychiatry unit, 57 (8.81%) were classified as having 
feeding problems or difficulties, of whom 31 (54.4%) were male. 
The median age was 24.5 months. The age distribution is shown in 
Table 1. Children under 36 months were the most common group 
with feeding problems (80.6%), with the majority in the third year 
of life.  A large percentage of children with feeding problems were 
under twelve months of age (n=14; 24.5%). In this age group, the 
most common feeding problems were difficulties with self-regulation 
at mealtimes (n=8), followed by parent-perceived decreased appetite 
(n=7), and vomiting or anticipatory gagging (n=6). Of the 14 children 
less than one year of age, 11 were singletons, eight were breastfed, 
and nine were fed at night. Five infants younger than 12 months had 
a diagnosis of gastroesophageal reflux disease. The most common 
diagnosis in this age group was undereating disorder (n=11). 
Regarding the relational context, nine children under one year of age 
had relationships with their primary caregiver that were considered 
strained to dysfunctional (Levels 2 and 3 on Axis II of the DC:0-5™). 
Child-parent psychotherapy was provided to nine children in this age 
group.

Regarding first consultations, 41 (71.9%) were from inpatient 
referrals, ten (17.5%) were from outpatient referrals, and only six 
(10.5%) were from primary care referrals.

The types of feeding problems identified in this cohort are described 
in Table 2. For 31 children (54.4%), parents reported more than one 
type of feeding problem. Eleven children (19.3%) were reported to 
have failure to thrive or weight loss. Twenty-five parents (43.9%) 
reported long mealtimes, and 31 (54.4%) found mealtimes to be 

disruptive or stressful. Nocturnal feeding was reported in 14 cases 
(24.6%). 

Breastfeeding was reported in 47 cases (82.5%), with the majority 
of infants (56.5%) being breastfed until six months of age. Twenty-
nine infants (50.9%) were cared for at home, 27 (47.4%) were in day 
care, nursery, or kindergarten, and one infant was institutionalized. 
Twenty-eight infants (49.1%) were singletons, 24 (42.1%) had one 
sibling, and five (8.8%) had two or more siblings. 

Tables 3 and 4 show the main diagnoses registered in Axis I and 
II, respectively, based on DC:0-5TM. In Axis I, undereating disorders 
and sensory processing disorders were the two most prevalent 
diagnoses. Noteworthy, in Axis II, 49.1% of children exhibited patterns 
of interaction with the primary caregiver that were considered 
worrisome or disruptive (Level 2).

Regarding medical conditions, nine children (15.8%) had a 
diagnosis of gastroesophageal reflux disease, nine (15.8%) were born 
prematurely, two (3.5%) had a nasogastric tube for enteral nutrition, 
and five (8.8%) had a diagnosis of cow’s milk protein allergy. Of the 
total study population, 33 children were assessed using the Griffiths 
III Mental Development Scale. The results of this assessment is 
shown in Table 5.

Table 6 depicts parental sociodemographic data, psychiatric history, 
and history of food selectivity or feeding disorders. The most common 
classification of family socioeconomic status was low/middle class 
(34.6%), followed by middle class (30.8%) according to the Graffar 
scale.

In 13 cases (22.8%) the attachment style was assessed using 
Mary Ainsworth’s Strange Situation Procedure. Five cases (38.5%) 
were classified as secure attachment and eight (61.5%) as insecure 
attachment. In the insecure attachment group, half of cases were 
classified as avoidant insecure attachment and the other half were 
classified as ambivalent/resistant insecure attachment. 

The therapeutic interventions evaluated in this study were not 
mutually exclusive, as it was possible to use different interventions in 
the same case, depending on the symptomatology and relationship 
difficulties observed. Child-parent psychotherapy was the most 
common intervention, used in a total of 31 cases (54.4%). A total 
of 24 children (42.1%) were referred to occupational therapy, with 
sensory integration being the second most frequently recommended 
therapeutic intervention. Ten children (17.5%) were referred for 
speech therapy. Seven children (12.3%) were referred for nutritional 
pediatrics. Day hospital care was indicated in two cases (3.5%), and 
parent counseling and psychoeducation with no other intervention 
was provided in three cases (5.3%).

At follow-up, 38 children (67%) had a favorable outcome with the 
intervention provided, while 18 (31%) showed no change. Only one 
child (2%) had a worsened outcome. 
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Table 1 - Age distribution of the study population 

Age n (%)*

< 12 months 14 (24.5)

12 - 24 months 13 (22.8)

25 - 36 months 19 (33.3)

37 - 48 months 4 (0.7)

> 48 months 8 (0.14)

*N=57

Table 2 - Types of feeding problems in the study population 

Feeding problem n (%)*

Food selectivity 26 (45.6)

Difficulty in self-regulation during mealtimes 25 (43.9)

Limited appetite 19 (33.3)

Difficulty transitioning to solid foods 16 (28.1)

Vomiting or anticipatory gagging 15 (26.3)

Fear of feeding 3 (5.3)

Chewing without swallowing 2 (3.5)
*N=57

Table 3 – Axis I diagnosis according to the DC:0-5™ 

Axis I diagnosis n (%)*

Undereating disorder 25 (43.4)

Sensory processing disorder 23 (40.4)

Relationship-specific disorder of infancy/early childhood 5 (8.8)

Global developmental delay 5 (8.8)

Night waking disorder 3 (5.3)

Adjustment disorder 2 (3.5)

Other anxiety disorder of infancy/early childhood 1 (1.8)

Separation anxiety disorder 1 (1.8)

Other mood disorder of early childhood 1 (1.8)

Developmental language disorder 1 (1.8)
*N=57
DC:0–5™, Diagnostic Classification of Mental Health and Developmental Disorders of Infancy and Early Childhood
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Table 4 – Axis II diagnosis according to the DC:0-5™ 

 Axis II diagnosis
Level 1
n (%)*

Level 2
n (%)*

Level 3
n (%)*

Level 4
n (%)*

Unknown
n (%)*

Part A 21 (36.8) 28 (49.1) 6 (10.5) 0 (0) 2 (3.5)

Part B 27 (47.4) 25 (43.9) 3 (5.3) 0 (0) 2 (3.5)

*N=57
DC:0–5™, Diagnostic Classification of Mental Health and Developmental Disorders of Infancy and Early Childhood

Part A – Caregiver-infant/young child relationship adaptation

Part B - Caregiving environment and infant/young child adaptation 

Level 1 - Well-Adapted to Good-Enough Relationships/Environments

Level 2 - Strained to Concerning Relationships/Caregiving Environments 

Level 3 - Compromised to Disturbed Relationships/Caregiving Environments

Level 4 - Disordered to Dangerous Relationships/ Caregiving Environments

Table 5 - Development assessment according to the Griffiths III Mental Development Scale

Scale
Under average (<88 points)
n (%)

Average or above average (>88 
points)
n (%)

Locomotor scale 8 (24.2) 25 (75.8)

Personal-social 12 (36.4) 21 (63.6)

Language 9 (27.3) 24 (72.7)

Eye and hand coordination 15 (45.4) 18 (54.6)

Performance 14 (42.4) 19 (57.6)

Global quotient 15 (45.4) 18 (54.6)

*N=33
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Table 6 - Parental sociodemographic data, psychiatric history, and history of feeding problems

Mother Father

Average age (years) 34.7 35.8

Academic background
Total, n=57 (%)

Middle school
High school
College
Masters degree
Postgraduate

7 (12.3)
22 (38.6)
21 (36.8)
6 (10.5)
1 (1.8)

15 (26.3)
20 (35.1)
16 (28.1)
4 (7)
2 (3.5)

Psychiatric history
Total, n=57 (%)

No history of psychiatric disorder
Depressive disorder 
Anxiety disorder
Neurodevelopmental disorder
Personality disorder 
Feeding and eating disorder
Substance use disorder
Other

41 (71.9)
12 (21.0)
4 (7.0)
0 (0)
2 (3.5)
1 (1.8)
1 (1.8)
0 (0)

45 (78.9)
2 (3.5)
5 (8.7)
1 (1.8)
2 (3.5)
0 (0)
1 (1.8)
2 (3.5)

Background of food selectivity/feeding disorder
Total, n=57 (%)

No
Yes
Unknown

5 (8.8)
4 (7)
48 (84.2)

6 (10.5)
1 (1.8)
50 (87.7)

DISCUSSION
 
This study sought to characterize a population of children with 

feeding difficulties evaluated in a child psychiatry unit.
Approximately 25% of children are identified by parents as having 

feeding difficulties, with only 1-5% meeting criteria for a feeding 
disorder.(3)  Benjasuwantep et al. studied 402 healthy children aged 
one to four years and found a prevalence of feeding problems of 
26.9%.(12) In a study designed to investigate the prevalence of feeding 
disorders in typically developing young children, the authors used a 
parental questionnaire with high reliability and validity in detecting 
feeding problems (Behavioral Pediatrics Feeding Assessment Scale) 
and found that 8.2% had an abnormal total frequency score and 26.6% 
had an abnormal total problem score.(13)  Wright et al. conducted a 
cross-sectional analysis of 455 children from a population-based 
cohort at 30 months and found feeding difficulties in 20% of parent 
reports.(15)   This study found a prevalence of feeding difficulties of 
8.81%, which is significantly lower than the above studies. These 

differences may be explained by the different methodologies used, 
as most studies used a questionnaire-based approach with cross-
sectional analysis, unlike the present study. In addition, the present 
study focused on a clinical population and, to the authors’ knowledge, 
similar studies in the literature have been conducted only in normal 
and typically developing children.(12-15) Furthermore, the definition 
of feeding difficulties/problems is highly variable and non-specific 
across studies, and some studies assess a population of children 
older than the one included in this study. This makes it difficult to 
compare results. 

The results of this study reflect a low number of referrals of children 
with feeding difficulties to child psychiatry consultation. A high 
prevalence of children with feeding difficulties would be expected 
because these difficulties are among the most common referrals 
of infants and toddlers to child psychiatry units.(5) The low number 
observed in this study may be explained by a lack of awareness 
among general practitioners and pediatricians that child psychiatry 
can provide effective assessment and intervention for childhood 
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feeding and eating problems. Another explanation is that parents 
may tolerate certain disruptive eating behaviors in children without 
recognizing that they may constitute a disorder and therefore do 
not seek medical care. Mental health stigma regarding children 
and infants may be another reason for low referral of children with 
feeding problems for medical follow-up. 

Children under 36 months were found to be the main group with 
feeding problems, with most occurring in the third year of life. During 
this period, the child’s increasing sense of autonomy and individuation 
often presents a challenge and a period of conflict for caregivers 
during mealtimes. In a study of 108 children by Benjasuwantep et al., 
feeding problems were most common in the second year of life.(12) 

These discrepancies may be explained by differences in methodology 
and inclusion criteria between among studies, as children in the 
latter study were  between one and four years of age. 

A large percentage of children with feeding problems in this study 
(24.5%) were under twelve months of age. Feeding problems have 
been reported in 1-2% of infants under one year of age, which is a 
significantly lower percentage than that found in this study.(4) These 
results may be explained by the fact that a significant proportion 
of cases included in the study were assessed in an Early Childhood 
Mental Health Unit consultation, a specialized outpatient tertiary 
referral service for infants under three years old. In addition, the first 
year of life is marked by a profound change in feeding patterns, with 
complementary foods introduced at around six months. This leads to 
changes in feeding routines and increased infant autonomy, which 
can be challenging for some parents to adjust to. If this process is not 
well coordinated between infant and caregiver, a feeding disorder 
may emerge.

More than half of children in this study had more than one feeding 
problem reported by their parents, making it difficult to differentiate 
which types of feeding problems may have the greatest impact. The 
most common type of feeding problem was food selectivity, identified 
in 45.6% of children, a percentage significantly higher than that 
reported in the literature.(12,14) This may be explained by the fact that 
this study was based on a clinical population with challenging feeding 
and behavioral problems. In a study of 959 healthy children aged 1.5 
to 6 years, 25.1% were classified as picky eaters.(14) However, this 
study excluded children with psychiatric or psychological disorders. 
In another study, highly selective feeding was the most common type 
of feeding problem, similar to the present study, found in 15.4% of  
children with feeding problems.(12) Carruth et al. conducted a cross-
sectional study of 3022 children without psychiatric or developmental 
problems and found that the percentage of children identified as 
picky eaters increased from 19% to 50% from four to 24 months.(16)  
Physicians must acknowledge that food selectivity (or picky eating) is 
a very common and normal part of child development, but in some 
severe cases it can be an important cause of feeding difficulties and 
possible failure to meet adequate nutritional or energy needs.(17) 
Benjasuwantep and colleagues described that energetic children with 
little interest in eating and limited appetite represented the second 

and third most common types of feeding problems, respectively, 
which is consistent with the present study’s findings.(12) After food 
selectivity, difficulties in self-regulation at mealtimes and reduced 
appetite were the most common types of feeding problems. Overall, 
33.3% of parents reported reduced appetite in their children, which 
is a significantly higher percentage than that found by Wright and 
colleagues in a healthy population (10.9%).(15) 

Only 10% of cases were referred from primary care, highlighting 
the need for increased awareness of feeding difficulties in early 
childhood among primary care providers, which can be achieved 
through psychoeducational approaches among these professionals.

Almost 20% of the children assessed for feeding and eating 
difficulties had poor weight growth, highlighting the need for these 
cases to be assessed in a collaborative and multidisciplinary approach 
between child psychiatry and pediatrics.

One quarter of the children studied were fed at night. A higher 
prevalence of night feeding (79.6%) was found in a study of children 
with feeding problems.(12) This feeding practice is very common 
among caregivers who are concerned that their child is not getting 
enough nutritional intake during the day. However, it has several 
consequences, such as the risk of early childhood obesity and 
decreased nighttime sleep duration.(18,19)

Half of the population in this study did not attend day care or 
kindergarten. Since many feeding difficulties are related to disrupted 
parent-child dynamics, it is not surprising that 50% of children spent 
the entire day in the care of their parents.(7-9)

Prolonged mealtimes are common among children with feeding 
problems, as documented in the present and previous studies.(12,15) In 
this study, 43.9% of parents reported prolonged mealtimes, which is 
significantly higher than the 10.9% found by Wright and colleagues.
(15) However, that study was conducted with typically developing 
children and not in a clinical population such as the present one. 
Furthermore, in a study of children aged one to four years, those with 
feeding problems had mealtimes longer than 30 minutes compared 
to typically developing children, which is consistent with the findings 
of this study.(12)

Mealtimes are often perceived as stressful by parents, as shown 
in this study, where more than half of parents (54.4%) perceived 
mealtimes as disruptive. This is significantly higher than the 6.5% 
reported by Wright et al.,(15) which again may be explained by 
differences in the study populations (clinical vs. non-clinical). 
Toddlers with feeding difficulties are perceived by caregivers as 
having more difficult temperamental characteristics, requiring more 
attention, and being more prone to negative affect.(20) Differences in 
perceptions between mothers and fathers were not explored in the 
present study.

As expected, the two most common diagnoses in this study were 
undereating disorders (43.4%) and sensory processing disorders 
(40.4%). Up to 40% of caregivers report that their children have 
feeding problems, namely lack of interest or refusal to eat, food 
selectivity, slow feeding, and difficulty regulating their state during 
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feeding.(1,2) These complaints are part of the criteria for undereating 
disorders.(1) Sensory processing disorders are diagnosed when 
the infant or toddler exhibits behaviors that reflect alterations in 
sensory input regulation and interfere with daily functioning, such 
as at mealtimes.(1) It has been described that children with sensory 
processing disorders, such as sensory over-responsivity disorder, 
may manifest severe feeding problems.(1) Also, sensory processing 
difficulties are more commonly observed in young children with 
feeding problems, and there is an association between increased 
sensory sensitivity and food selectivity.(20-25) Therefore, a high number 
of children with sensory processing disorders would be expected in 
this study.

The most common type of intervention was child-parent 
psychotherapy. Almost half of the children included in this study 
had patterns of interaction with their primary caregiver that were 
considered worrisome or disruptive, and in these cases, child-parent 
psychotherapy was a valuable intervention. This type of intervention 
is also used when there is no clear indication of a disturbed 
relationship, but there is evidence of worrisome aspects of the dyadic 
interaction that may lead to a troubled child-caregiver relationship. 
Feeding difficulties tend to reflect a problematic dyadic relationship, 
and therefore a relational approach needs to be incorporated into 
the management of feeding and eating disorders in early childhood.(3)

Children with apparent sensory processing difficulties were referred 
for assessment (and further intervention) by sensory integration 
occupational therapy. Of the population studied, 24 children (42.1%) 
were referred for this intervention, making it the second most 
common recommended therapeutic intervention. Many children 
with feeding difficulties have sensory processing problems that affect 
the child’s ability to process multiple sensory stimuli from food.(21,22) 

Indeed, there is a need for a multidisciplinary approach that includes 
sensory assessment of infants and toddlers with feeding difficulties.

One of this study’s main findings was that 21% of the mothers had a 
history of depressive disorder and 7% had a history of anxiety disorder. 
An association between maternal depression and anxiety and infant 
feeding difficulties has been described.(5,26) Chatoor et al. also pointed 
out that mothers who are depressed or anxious have more difficulty 
managing their child’s feeding difficulties at mealtimes.(4)

Assessment of attachment patterns was only performed in 13 cases 
in this study, with 61.5% classified as having insecure attachment. 
In previous studies by Chatoor and colleagues, infants with infantile 
anorexia had higher rates of insecure attachment, which may 
exacerbate feeding problems. However, feeding difficulties can also 
occur within securely attached child-parent dyads.(6,20) The literature 
also describes an association between insecure attachment and the 
development of eating disorders later in life.(27-29)

This study has several limitations. Being a retrospective and 
descriptive study based on clinical reports, it was not possible for the 
authors to perform a complete and individualized assessment of the 
cases included. The use of validated questionnaires would be helpful 
to provide more measurable and comparable data.(13) It was also 

difficult to make valid comparisons between study results and those 
found in the literature because of the large variance in definitions 
used to characterize feeding difficulties, discrepancies in study 
methodologies and outcome measures, and different age ranges of 
participants in different studies. Therefore, conclusions regarding the 
prevalence of feeding difficulties should be drawn with caution.

A strength of the study is that it was based on a clinical population 
and, to the authors’ knowledge, is one of the few studies conducted 
in a clinical setting. Most studies on the prevalence of feeding 
problems in infants and toddlers are based on healthy and typically 
developing children.(12-14)

CONCLUSION

Although the estimated prevalence of children with feeding 
problems in this study was lower than that reported in the literature, 
it still represents a significant proportion of the cases referred to the 
child psychiatry unit in question. A multidisciplinary approach must 
always be considered, as feeding problems may have a relational, 
organic, or sensory processing etiology and may affect multiple 
domains of the child’s health and development. This work highlights 
the importance of early identification and intervention for children 
with feeding difficulties. 

AUTHORSHIP

Pedro Carvalho e Marques – Conceptualization; Data curation; 
Formal analysis; Investigation; Methodology; Writing – original draft 

Maria do Rosário Monteiro - Data curation; Formal analysis; 
Investigation

Márcia Rodrigues - Data curation; Formal analysis; Investigation
Graça Fernandes – Writing – review & editing
Vânia Martins – Writing – review & editing 

REFERENCES

1. Zero to Three. DC:0–5TM: Diagnostic classification of mental 
health and developmental disorders of infancy and early 
childhood. Washington, DC. 2016. p.99-109. 

2. Borowitz KC, Borowitz SM. Feeding Problems in Infants and 
Children: Assessment and Etiology. Pediatr Clin North Am. 
2018;65(1):59-72. 

3. Kerzner B, Milano K, MacLean WC Jr, Berall G, Stuart S, Chatoor 
I. A practical approach to classifying and managing feeding 
difficulties. Pediatrics. 2015;135(2):344-53. 

4. Chatoor I. Feeding disorders in infants and toddlers: 
diagnosis and treatment. Child Adolesc Psychiatr Clin N Am. 
2002;11(2):163-83. 



181

NASCER E CRESCER
BIRTH AND GROWTH MEDICAL JOURNAL

year 2023, vol 32, n.º 3

5. Zeanah C H Jr. Chapter 23: Eating and Feeding Disorders in Early 
childhood. In: The Guilford Press. Handbook of Infant Mental 
Health, Fourth Edition. The Guilford Press; 2018. p392-406.

6. Chatoor I, Ganiban J, Colin V, Plummer N, Harmon RJ. Attachment 
and feeding problems: a reexamination of nonorganic failure 
to thrive and attachment insecurity. J Am Acad Child Adolesc 
Psychiatry. 1998;37(11):1217-24. 

7. Chatoor I, Egan J, Getson P, Menvielle E, O’Donnell R. Mother-
infant interactions in infantile anorexia nervosa. J Am Acad Child 
Adolesc Psychiatry. 1988;27(5):535-40. 

8. Chatoor I. Infantile anorexia nervosa: a developmental disorder 
or separation and individuation. J Am Acad Psychoanal. 
1989;17(1):43-64. 

9. Lucarelli L, Ammaniti M, Porreca A, Simonelli A. Infantile 
Anorexia and Co-parenting: A Pilot Study on Mother-Father-
Child Triadic Interactions during Feeding and Play. Front Psychol. 
2017;8:376. 

10. American Psychiatric Association. Diagnostic and statistical 
manual of mental disorders, 5th ed. American Psychiatric 
Publishing; 2013. 

11. Ainsworth MDS., Blehar MC, Waters E, Wall S. Measures and 
methods of attachment. In: Ainsworth MDS, Wall S, editors. 
Patterns of attachment: Psychological study of the strange 
situation. Hillsdale, New Jersey: L. Eerbaum Ass. Inc.; 1978.p.45–
64

12. Benjasuwantep B, Chaithirayanon S, Eiamudomkan M. Feeding 
problems in healthy young children: prevalence, related factors 
and feeding practices. Pediatr Rep. 2013;5(2):38-42. 

13. Sdravou K, Fotoulaki M, Emmanouilidou-Fotoulaki E, 
Andreoulakis E, Makris G, Sotiriadou F, et al. Feeding Problems 
in Typically Developing Young Children, a Population-Based 
Study. Children (Basel). 2021;8(5):388.

14. Machado BC, Dias P, Lima VS, Campos J, Gonçalves S. Prevalence 
and correlates of picky eating in preschool-aged children: A 
population-based study. Eat Behav. 2016;22:16-21. 

15. Wright CM, Parkinson KN, Shipton D, Drewett RF. How do toddler 
eating problems relate to their eating behavior, food preferences, 
and growth?. Pediatrics. 2007;120(4):e1069-e1075.

16. Carruth BR, Ziegler PJ, Gordon A, Barr SI. Prevalence of picky 
eaters among infants and toddlers and their caregivers’ decisions 
about offering a new food. J Am Diet Assoc. 2004;104(1 Suppl 
1):s57-s64. 

17. Samuel TM, Musa-Veloso K, Ho M, Venditti C, Shahkhalili-
Dulloo Y. A Narrative Review of Childhood Picky Eating and 
Its Relationship to Food Intakes, Nutritional Status, and 
Growth. Nutrients. 2018;10(12):1992. 

18. Cheng TS, Loy SL, Toh JY, Cheung YB, Chan JK, Godfrey KM, et 
al. Predominantly nighttime feeding and weight outcomes in 
infants. Am J Clin Nutr. 2016;104(2):380-8. 

19. Nakagawa M, Ohta H, Shimabukuro R, Asaka Y, Nakazawa T, Oishi 
Y, et al. Daytime nap and nighttime breastfeeding are associated 

with toddlers’ nighttime sleep. Sci Rep. 2021;11(1):3028. 
20. Chatoor I, Ganiban J, Hirsch R, Borman-Spurrell E, Mrazek DA. 

Maternal characteristics and toddler temperament in infantile 
anorexia. J Am Acad Child Adolesc Psychiatry. 2000;39(6):743-
51. 

21. Yi SH, Joung YS, Choe YH, Kim EH, Kwon JY. Sensory Processing 
Difficulties in Toddlers With Nonorganic Failure-to-Thrive and 
Feeding Problems. J Pediatr Gastroenterol Nutr. 2015;60(6):819-
24. 

22. Davis AM, Bruce AS, Khasawneh R, Schulz T, Fox C, Dunn W. 
Sensory processing issues in young children presenting to 
an outpatient feeding clinic. J Pediatr Gastroenterol Nutr. 
2013;56(2):156-60. 

23. Milano K, Chatoor I, Kerzner B. A Functional Approach to Feeding 
Difficulties in Children. Curr Gastroenterol Rep. 2019;21(10):51. 

24. Steinsbekk S, Bonneville-Roussy A, Fildes A, Llewellyn CH, 
Wichstrøm L. Child and parent predictors of picky eating from 
preschool to school age. Int J Behav Nutr Phys Act. 2017;14(1):87.

25. Dovey TM, Staples PA, Gibson EL, Halford JC. Food neophobia 
and ‘picky/fussy’ eating in children: a review. Appetite. 
2008;50(2-3):181-93.

26. Aldridge VK, Dovey TM, Martin CI, Meyer C. Identifying clinically 
relevant feeding problems and disorders. J Child Health Care. 
2010;14(3):261-70. 

27. Cortés-García L, McLaren V, Vanwoerden S, Sharp C. 
Attachment, mentalizing, and eating disorder symptoms in 
adolescent psychiatric inpatients and healthy controls: a test of 
a mediational model. Eat Weight Disord. 2021;26(4):1159-68.

28. Cortés-García L, Takkouche B, Seoane G, Senra C. Mediators 
linking insecure attachment to eating symptoms: A systematic 
review and meta-analysis. PLoS One. 2019;14(3):e0213099. 

29. Eggert J, Levendosky A, Klump K. Relationships among 
attachment styles, personality characteristics, and disordered 
eating. Int J Eat Disord. 2007;40(2):149-55.

CORRESPONDENCE TO 
Pedro Carvalho e Marques
Department of Child and Adolescent Psychiatry
Centro Hospitalar Universitário de Santo António
Largo Professor Abel Salazar
4099-011 Porto
Email: pnunomarques@gmail.com

Received for publication: 09.04.2022
Accepted in revised form: 02.03.2022

mailto:pnunomarques@gmail.com

