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ABSTRACT 
 
 

When Feeding Becomes a Family Challenge: a narrative review 
on Parental Burden and Bidirectional Parent–Child Influences in 
Pediatric Feeding Difficulties 
 

Helena Van den Steene 1, Inge Glazemakers 1 

Background: Pediatric feeding difficulties and disorders are prevalent conditions that can adversely affect 

wellbeing, growth, development, and overall health of children. The etiology of these feeding disorders is 

multifactorial, encompassing medical, nutritional, psychosocial and environmental factors in interactional dynamics. 

Beyond child-related outcomes, Pediatric feeding difficulties and disorders impose a substantial emotional, 

psychological, and practical burden on parents and other family members.  

Aims: This review aims to examine parental and family burden in pediatric feeding difficulties and to synthesize 

evidence on how parent- and child-related factors interact to inform diagnosis and treatment. 

Methods: A systematic literature search was conducted in PubMed, Scopus, and Web of Science. Articles were 

selected based on relevance, methodological quality, and explicit focus on parental burden, parental well-being, 

parental involvement, parent and child influences in feeding. Themes were integrated around:  

(1) Domains and severity of parental and family burden associated with pediatric feeding difficulties or disorders, 

and the factors influencing this burden.  

(2) Interactions between parental burden and broader parenting determinants and child-related factors in relation 

to feeding outcomes. 

Results: The reviewed literature indicates that parents of children with pediatric feeding difficulties experience 

increased stress, internalizing symptoms, relational strain and social exclusion, diminished parental competence 

feeling, practical stressors, and globally reduced quality of life. The impact of feeding difficulties extends beyond 

the parents to other family members. There is a bidirectional influence between child and parent/environment 

factors in feeding difficulties. Child, parent and system level factors influence the parenting burden. Parental 

burden and diminished well-being are associated with maladaptive feeding practices, altered parenting 

behaviors, strained parent–child interactions, and reduced treatment adherence.  

Conclusion 

The burden experienced by parents and families is substantial and multidimensional. The interactive effects of 

parental burden, parenting factors, and child characteristics on feeding outcomes underscore the need to 

systematically address parental burden and relational dynamics in both assessment and treatment planning. 

Multidisciplinary, family-centered approaches are associated with improved child feeding outcomes and reduced 

parental stress, particularly when caregiver needs are explicitly recognized and addressed. 

Keywords: Pediatric feeding difficulties; pediatric feeding disorders; parental burden; caregiver quality of life; 

parenting mealtime behavior; child mealtime behavior; narrative review. 
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Introduction 
Pediatric feeding difficulties and disorders (PFDs) are prevalent conditions that can adversely affect wellbeing, growth, 

development, and overall health of children. The impact of feeding difficulties extends beyond the parents to other family 

members. 

 

EPIDEMIOLOGY 

Pediatric feeding difficulties and disorders are increasingly recognized as a public health concern, given their impact on 

children’s physical and mental health as well as on family well-being and daily functioning.¹,² The prevalence of feeding 

problems in infants, toddlers and preschoolers is high in the general population (5–35%) and affects up to 80% of 

children with developmental difficulties/differences.³ Evidence indicates that feeding problems are most commonly 

identified in early childhood, particularly in infancy and toddlerhood. In a clinical cohort of children diagnosed with PFDs, 

the median age at presentation was 16.4 months, with over half presenting before 12 months, underscoring the 

predominance of these disorders within the first two years of life.⁴ Common presentations include growth concerns, 

inadequate nutrient intake, food refusal, limited dietary variety, prolonged mealtimes, feeding or swallowing difficulties, 

aversive feeding responses, and disruptive or not developmentally appropriate mealtime behaviors. These issues can 

result in growth faltering, malnutrition, or dependence on enteral nutrition.5 

 

CLASSIFICATION 

The classification of feeding problems in infancy and early childhood has evolved considerably over recent decades.6 

Earlier pediatric frameworks largely relied on a dichotomous distinction between organic and non-organic causes, often 

in the context of failure to thrive. Subsequently, more integrative models emerged, incorporating developmental 

trajectories and caregiver–child interactional processes in the delineation of feeding difficulty subtypes.7,3 

 

In the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5), feeding disorders in young children 

are subsumed under Avoidant/Restrictive Food Intake Disorder (ARFID) since 2013, with diagnostic criteria emphasizing 

nutritional, medical, and psychosocial impairment in the absence of weight- or shape-related psychopathology.8 By 

contrast, the Diagnostic Classification of Mental Health and Developmental Disorders of Infancy and Early Childhood 

(DC:0–5) adopts a developmentally informed perspective, categorizing Feeding Disorders into Overeating Disorder, 

Under-eating Disorder, and Atypical Feeding Disorder, while explicitly embedding these conditions within the caregiver–

child relational context.⁹ 

 

The historical absence of a unified taxonomy has limited comparability across studies and hampered cumulative evidence 

synthesis.3,6,7 In response, recent consensus initiatives have sought to establish a common interdisciplinary framework. 

Kerzner based their classification on the parents’ expressed concerns about their child’s feeding/eating behavior.³ Three 

principal categories are described: 1. Limited appetite, 2. Selective intake, 3. Fear of feeding. Goday et al., in 

collaboration with the Journal of Pediatric Gastroenterology and Nutrition, proposed in 2019 a consensus definition of 

PFD: impaired oral intake that is not age-appropriate and is associated with dysfunction in one or more of four domains—

medical, nutritional, feeding skill, and psychosocial.⁵ Grounded in the World Health Organization’s International 

Classification of Functioning, Disability and Health framework, this model provides a functional and multidimensional 

approach to diagnosis and management, facilitating interdisciplinary communication, guiding targeted interventions, and 

promoting improved clinical outcomes and quality of life. 

https://doi.org/10.18103/mra.2026.0311
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MULTIFACTORIAL ETIOLOGY AND COMORBIDITY 

Feeding difficulties in early childhood are understood as multifactorial in origin, resulting from the dynamic interplay of 

medical, nutritional, skill-based, and psychosocial factors.5,10 Medical contributors often include congenital or acquired 

conditions that interfere with appetite regulation, swallowing function, energy balance, or respiratory coordination during 

feeding. Children born prematurely, for instance, are at increased risk for feeding difficulties, with up to 42% exhibiting 

problematic feeding behaviors in early childhood, likely related to immature oral–motor skills, prolonged medical 

nutritional support, and sensory sensitivities.¹¹ Gastrointestinal disorders, including gastroesophageal reflux, eosinophilic 

esophagitis, and other functional gastrointestinal conditions, have been associated with increased problematic feeding 

behaviors in children, likely because pain, discomfort, or digestive dysfunction disrupts normal feeding experiences and 

feeding routines.¹²,¹³ Nutritional factors may include food allergies, malabsorption syndromes, restrictive diets, or feeding 

patterns influenced by sensory sensitivities. In addition, skill-based impairments—such as oral–motor dysfunction, 

dysphagia, or difficulty transitioning from pureed to textured or solid foods despite developmental readiness—can 

substantially limit a child’s ability to safely and efficiently consume age-appropriate foods and liquids.5 

 

Developmental and relational factors may further contribute to feeding challenges, arising from the child, caregiver, or 

broader environment. Neurodevelopmental conditions, such as global developmental delay and cerebral palsy, are 

strongly associated with feeding and swallowing difficulties.14,15 Feeding problems are particularly prevalent among 

children with autism spectrum disorder (ASD), with systematic reviews indicating that they are up to five times more likely 

than their neurotypical peers to experience feeding difficulties.12,16,17 These are often driven by sensory sensitivities, rigid 

behaviors, and medical comorbidities.18,19 

 

Interactional factors and the feeding context, such as parent–child relationship quality and caregiver responsiveness, 

influence the development of PFDs, with nonresponsive or controlling feeding practices linked to maladaptive eating 

behaviors in children.20,21 Difficult life experiences, including medical procedures and acute trauma, can shape feeding 

development by fostering aversive conditioning and anticipatory anxiety that reinforce restrictive or avoidant eating 

behaviors.14,23 Events such as choking episodes may cause or amplify fear responses, with child temperament and health 

as well as caregiver reactions shaping the persistence of maladaptive feeding patterns over time.5,23,24,25 Environmental 

factors, including limited mealtime structure, low predictability, and screen use during meals, as well as a lack of sufficient 

exposure to age-appropriate food diversification can also complicate the adequate development of feeding skills.5,24 

Parental history of feeding or other mental health disorders is an additional risk factor, with children of affected parents 

more likely to develop severe feeding difficulties.26 

 

Further adding to the complexity, comorbidity is common, and feeding disorders often predict later psychosocial 

challenges. In addition to somatic conditions,25,26 developmental and psychosocial comorbidities 27,28—including autism 

spectrum disorder, developmental delay, attention deficit hyperactivity disorder (ADHD), and clinically diagnosed 

emotional, behavioral, or relational disorders—are frequent in children with feeding disorders.5,28 Early feeding 

difficulties are predictive of later emotional/behavioral, developmental and sensory difficulties as well as eating-related 

psychopathology.29-31 Longitudinal data indicate persistent psychopathological risk and difficulties in emotional 

regulation associated with early feeding problems, highlighting the influence of early parental and relational factors on 

severity and persistence over time.32 Evidence indicates that untreated feeding problems rarely resolve spontaneously 

and adversely affect growth, family functioning, and developmental outcomes.33 

https://doi.org/10.18103/mra.2026.0311
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PARENTAL AND FAMILY BURDEN 

Given this multifactorial etiology, understanding how feeding difficulties intersect with parental and family burden is 

critical. Feeding is, in essence, a relational process, and feeding difficulties expose parents multiple times per day to 

challenging and potentially distressing situations. The complex interplay of child factors, comorbidities, and environmental 

influences further strains parental coping capacity, producing both emotional and practical impacts on the entire family. 

Greater insight into the scope and nature of parental burden, including the influencing factors, is needed to guide more 

tailored support. Examining how parental stress and family functioning interact with child factors affecting feeding 

behaviors may reveal pathways to improve outcomes for both children and families. 

 

REVIEW AIMS 

This narrative review aims to synthesize current evidence on pediatric feeding difficulties, with particular focus on  

1. Domains and severity of parental and family burden associated with pediatric feeding difficulties or disorders, and 

the factors influencing this burden. 

2. Interactions between parental burden and broader parenting determinants and child-related factors in relation to  

 

Methods 

REVIEW DESIGN 

This study was conducted as a narrative review, to allow flexibility to explore this broad and complex topic and integrate 

insights from both qualitative and quantitative studies. This study was conducted following internationally recognized 

guidance for narrative reviews.34 

 

Both feeding difficulties and feeding disorders were included to account for the lack of consensus in classification and to 

capture the impact on parents, which is not restricted to children meeting strict criteria for a feeding disorder. 

 

SEARCH STRATEGY 

 A structured literature search was conducted across major biomedical and psychological databases: PubMed/MEDLINE, 

PsycINFO, Web of Science. 

 

Searches covered publications from 01/01/2006 and were last updated on 01/02/2026. Search terms combined 

controlled vocabulary and free-text keywords related to: 

The search strategy combined terms related to the child’s feeding issues and caregiver burden, incorporating synonyms 

and alternative spellings. Both Medical Subject Headings (MeSH) and free-text terms were used. Terms included: 

• Child feeding terms: “feeding difficulty*”, “feeding disorder*”, “pediatric feeding disorder*”, “child feeding 

problem*” 

• Caregiver terms: “parent*”, “caregiver*”, “family” 

• Burden/impact terms: “burden”, “stress”, “distress”, “strain”, “psychosocial impact”, “emotional impact”, “family 

impact” 

• Parenting/interaction terms: “parenting”, “parent–child interaction*”, “feeding interaction*”, “parental 

behavior*” 

Boolean operators and truncations were applied to refine results. Reference lists of included studies and relevant reviews 

were hand-searched to identify additional sources. 

https://doi.org/10.18103/mra.2026.0311
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INCLUSION AND EXCLUSION CRITERIA 

The following inclusion criteria were used: Studies reporting parental or family burden, influence or involvement in 

pediatric feeding difficulties or disorders. Young Pediatric population (0–6 years), and outpatient, inpatient, community, 

or home-based feeding contexts. Original research (quantitative, qualitative, mixed methods), systematic reviews, and 

narrative reviews, clinical guidelines, and expert consensus papers were included.  

Exclusion Criteria were: Studies focused exclusively on adult or adolescent populations; Case reports without 

generalizable findings; Non-peer-reviewed sources (conference abstracts, opinion pieces); papers lacking relevance to 

parental or multidisciplinary dimensions; Articles not available in English. 

 

STUDY SELECTION 

Titles and abstracts were screened and discrepancies were resolved by discussion or consultation with a second reviewer. 

Full texts of potentially relevant articles were assessed for eligibility. The search yielded 5,080 records. After removal 

of 2,050 duplicates, 3,030 titles and abstracts were screened. A total of 410 full-text articles were assessed for 

eligibility. Following full-text evaluation, 49 studies met the inclusion criteria and were included in the qualitative synthesis. 

 

DATA SYNTHESIS 

Given the narrative review design, findings were synthesized qualitatively. Themes were organized around: 

1. Domains and severity of parental and family burden associated with pediatric feeding difficulties or disorders, 

and the factors influencing this burden. 

2. Interactions between parental burden and broader parenting determinants and child-related factors in relation 

to feeding outcomes. 

 

Cross-study patterns, conceptual gaps, and areas of convergence were identified to inform clinical practice and future 

research. 

 

Table 1: Domains of Parental Burden in Pediatric Feeding Difficulties 

Domain of Burden Description of Impact on Parents Key References 

Quality of life  Simione et al., 2023;  Lang et al., 

2024; Kamran et al., 2023 

Emotional/psychological and 

psychiatric burden 

  

Emotional exhaustion  Stress, monitoring, strain, anxiety and 

emotional exhaustion during mealtimes 

Berlin et al., 2011; Silverman et 

al., 2021; Didehbani et al., 2011 

Internalizing symptoms Elevated stress, anxiety, depression (subjective 

questionnaires); increased objective stress 

(salivary cortisol) when feeding tube-fed 

children. 

Fernández de Valderrama 

Rodríguez et al., 2022; Didehbani 

et al., 2011; Silverman et al. , 

2021 

Mental health diagnoses In multidisciplinary nutrition clinics, 41.8% of 

parents reported a mental health diagnosis 

(mainly anxiety and mood disorders). 

Bakula et al., 2023 

Qualitative impact of stress Qualitative studies highlight the profound 

impact of stress on parents. 

Simione et al., 2020 

Loneliness and social isolation Parents report loneliness and social isolation, 

often avoiding food-related social activities. 

Fernández de Valderrama 

Rodríguez et al., 2022; Lamm, 

2023 

https://doi.org/10.18103/mra.2026.0311
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Parental sense of competence Lower parental sense of competence and 

satisfaction; negative impact on parental 

identity. 

Huang et al., 2025; Bakula et al., 

2023; Chatoor et al., 2009; 

Baughcum & McClure, 2017 

Practical and daily life 

burden 

Time-consuming feeding routines, need for 

constant monitoring, disrupted family schedules. 

Estrem et al., 2018; Simione et al., 

2020; Fernández de Valderrama 

Rodríguez et al., 2022 

Financial burden More financial impacts and community 

resources utilization. 

Okada et al., 2022 

Family functioning 
  

Altered routines Adaptation of routines impacts family quality 

of life 

Simione et al., 2020 

Strained family dynamics Persistent feeding problems lead to strained 

family dynamics and restrictions in social 

activities. 

Fernández de Valderrama 

Rodríguez et al., 2022; Lamm, 

2023 

Limitations to social life and 

relationships 

Problems in relationships and limitations to 

social life due to feeding difficulties. 

Fernández de Valderrama 

Rodríguez et al., 2022 

Mealtime conflicts and control Increased mealtime conflict and control in both 

mother–child and father–child interactions. 

Aviram, 2015 

Support and respect Parents report feeling judged by others, 

including their partner, regarding their 

management of feeding difficulties. 

Fernández de Valderrama 

Rodríguez et al., 2022 

 

Results 

A growing body of quantitative and qualitative literature shows that pediatric feeding difficulties place a considerable 

burden on parents and the broader family system. Thematic analysis of the selected articles resulted in the following 

themes. 

 

DOMAINS AND MAGNITUDE OF BURDEN ON PARENTS AND FAMILIES 

Parents of children with PFDs experience substantial reductions in quality of life, as well as significant emotional and 

psychological burden. Lang and colleagues examined parent-reported health-related quality of life and found that 

caregivers experience significant psychosocial impact, including stress and worry related to feeding their child, regardless 

of the type of nutritional support, such as tube feeding.35 PFDs adversely impact not only the child's quality of life but 

also the caregivers' emotional, social, and practical well-being.36 Similarly, Kamran et al. (2023) conducted a cross-

sectional study of 105 mothers of preterm infants with feeding problems, demonstrating high levels of maternal stress 

and markedly reduced quality of life, particularly in psychological and social domains, while physical health domains 

were less affected.37 

 

The emotional and psychiatric burden is substantial. Fernández de Valderrama Rodríguez and colleagues compared 48 

parents of children with feeding disorders to two control groups (healthy children and children with other gastrointestinal 

conditions) and found significantly higher levels of psychological distress and parenting stress among parents of children 

with feeding difficulties.38 Parents of children with these disorders also exhibited a substantially elevated risk of anxiety 

and depression, suggesting that the psychosocial consequences of PFDs may surpass those associated with other pediatric 

medical conditions. In a multidisciplinary nutrition clinic, Bakula et al. (2023) reported that 41.8% of parents had a mental 

health diagnosis, with anxiety disorders affecting 71.1% of mothers and 50% of fathers, and mood disorders reported 

https://doi.org/10.18103/mra.2026.0311
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in 62.7% of mothers and 40.9% of fathers.39 Furthermore 37.5% of caregivers had sought or considered psychological 

support due to the burden of feeding difficulties.38 

 

Objective and subjective evidence underscores the intensity of caregiver stress, particularly during mealtimes. In a study 

assessing parental stress in tube-fed children using validated self-report questionnaires and salivary cortisol sampling, 

stress and anxiety increased significantly when parents actively fed their children compared with observation alone, 

demonstrating measurable physiological responses to caregiving demands.40 Mealtime-related stress is further 

documented in other research, highlighting that structured feeding routines, while necessary for nutritional management, 

place considerable demands on caregivers and contribute to sustained stress. 36 Silverman et al. (2021) similarly reported 

that mealtimes are a frequent source of parental anxiety, with caregivers experiencing fatigue and heightened emotional 

strain while managing persistent food refusal and ensuring adequate nutrition.41 Collectively, these studies emphasize 

that feeding is an inherently relational process, and that the daily demands of caregiving during mealtimes have profound 

psychosocial consequences. Qualitative evidence corroborates these findings. Simione et al. (2020) conducted interviews 

with parents of children aged 2–5 years with PFDs to explore lived experiences and family priorities. Thematic analysis 

revealed that feeding impairments disrupt daily life and social participation, with caregivers frequently describing 

elevated stress, emotional exhaustion, worry, guilt, and anxiety. These internalizing experiences emerged as central 

aspects of family burden, affecting mental well-being, family relationships, and the ability to balance caregiving with 

other responsibilities.42 

 

Feelings of inadequacy and diminished parental self-efficacy are a recurrent theme among caregivers of children with 

feeding difficulties. Nearly half of parents surveyed by Fernández de Valderrama Rodríguez et al. (2022) reported 

feeling judged for how they managed their child’s feeding problems.38 Other sources further indicate that mothers 

frequently experience feelings of failure when their children do not eat adequately, which can substantially undermine 

their sense of self-worth and maternal identity. These experiences are often accompanied by heightened stress, guilt, 

and an amplified sense of personal responsibility for feeding outcomes, reflecting perceived inadequacy in the caregiving 

role.42,43,44 Huang et al. (2025) demonstrated that feeding difficulties strongly negatively affect parental sense of 

competence and satisfaction in childcare, emphasizing the profound impact on caregiver confidence and perceived 

effectiveness.44 Feeding challenges are thus frequently internalized as a personal failure, eroding parental self-efficacy 

and contributing to persistent guilt and emotional strain. Hewetson and Singh (2009) explored the lived experiences of 

mothers providing home-based care to children with chronic feeding and/or swallowing difficulties. Semi-structured 

interviews and inductive analysis identified themes of loss and disempowerment — including loss of expected parenting 

experiences and life adjustments — alongside reconstruction, reflecting maternal empowerment and ongoing negotiation 

of balance in caregiving.45 

 

In a case–control study of parents of children with feeding difficulties, 54.2 % reported restrictions in their social life, and 

nearly half felt judged by others for how they managed mealtimes, outcomes that were significantly more frequent than 

in control groups. These findings indicate a substantial negative impact of pediatric feeding difficulties on social 

participation and the broader social environment of caregivers.38 Qualitative research further emphasizes that parents 

frequently experience a lack of understanding from healthcare professionals, friends, and family, contributing to feelings 

of isolation and prompting adjustments in daily life to accommodate the child’s feeding needs.46 

 

https://doi.org/10.18103/mra.2026.0311
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Pediatric feeding difficulties impose substantial practical and daily life burdens on caregivers. Feeding routines are often 

time-consuming and require constant monitoring, which can disrupt family schedules and daily household activities. 

Quantitative and qualitative evidence demonstrates that parents must frequently adapt routines around prolonged 

mealtimes, carefully manage intake, and continuously supervise feeding to ensure adequate nutrition.38,42 Qualitative 

research by Estrem et al. (2018) further illustrates that families often reorganize their daily lives around the child’s 

feeding needs, describing feeding management as an ongoing, long-term process that dominates household routines and 

requires sustained parental effort.47 In addition, large population-level data show that children with feeding difficulties 

are associated with greater financial impacts, including higher out-of-pocket costs and increased likelihood that a 

caregiver has left a job due to the child’s health, indicating marked economic and care coordination burdens on families 

managing pediatric feeding challenges.48 

 

Persistent feeding problems are consistently associated with substantial negative impacts on family functioning. 

Caregivers report increased stress for all family members, disruptions to daily routines, and reduced quality of life for 

parents and, indirectly, siblings.35,38,42,47,49 Feeding difficulties in early childhood are complex and multidimensional, often 

requiring intensive caregiver involvement and constant vigilance, shaping daily family routines and creating ongoing 

emotional and practical demands. Families also experience higher mealtime conflict and parental control compared with 

other clinical or typically developing group.50 An integrative review further emphasizes that feeding difficulties affect 

family interactions, routines, and caregiving strategies, underscoring the importance of family involvement in treatment 

and daily feeding practices.51 

 

FACTORS INFLUENCING PARENTAL BURDEN IN PEDIATRIC FEEDING DIFFICULTIES 

Several factors have been consistently associated with the magnitude of parental stress, emotional burden, and perceived 

competence in families of children with feeding difficulties. Child-specific factors play a central role in shaping parental 

stress in pediatric feeding difficulties.41 These include the severity and persistence of feeding problems (e.g., significant 

weight loss, need for tube feeding), behavioral challenges during meals (e.g., refusal, gagging, prolonged or 

unpredictable mealtimes), comorbid medical conditions, and the presence of birth complications.41,51Parents of children 

with birth complications are significantly more likely to experience internalizing disorders (50.9% versus 38.7% in children 

without birth complications).38 Greater feeding problem severity, frequent refusals, prolonged or unpredictable 

mealtimes, and oral-motor difficulties are all associated with heightened parental stress, guilt, and reduced caregiving 

confidence. Similarly, more severe feeding difficulties are linked to a diminished parental sense of competence, with 

lower levels of efficacy and satisfaction in childcare.44 

 

Caregivers of children with feeding disorders reported significantly higher overall parenting stress, including elevated 

parental distress, dysfunctional parent-child interaction, and perceptions of the child as difficult. Child factors such as 

negative behaviors, lower developmental functioning, internalizing and externalizing problems, and mealtime aggression 

are associated with higher caregiver stress.41,44 

 

Parental and family factors further modulate caregiver burden. Pre-existing parental mental health conditions, including 

anxiety, depression, or stress disorders, along with reduced perceived parental competence also emerged as a key 

predictor of stress and emotional exhaustion.52 Parents who reported feeling less effective in managing their child’s 

feeding behaviors often experienced frustration and feelings of inadequacy, which could stem from difficulty interpreting 

https://doi.org/10.18103/mra.2026.0311
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feeding cues or using ineffective strategies.42,44 Limited paternal involvement exacerbated maternal stress and strained 

family dynamics, whereas shared caregiving and active paternal participation were associated with lower stress and 

greater parental confidence.44 

 

Social and environmental factors further influence parental burden. Perceived social stigma undermines confidence and 

increases emotional distress.38 Social isolation and negative perceptions from others can restrict help-seeking behaviors 

and exacerbate feelings of burden. Qualitative evidence underscores the importance of social support: found that support 

from family, friends, and healthcare providers buffers caregiver stress and enhances coping when managing pediatric 

feeding difficulties.53 Socioeconomic constraints, such as limited income or food access, also influence feeding-related 

stress, as parents with fewer resources face greater challenges in preparing appropriate foods and maintaining regular 

mealtime routines.54 

 

Healthcare and system-level factors contribute substantially to caregiver burden. In the feeding disorder group surveyed 

by Fernández de Valderrama Rodríguez et al., nearly half of the parents reported feeling neglected and a similar 

proportion disagreed with professional recommendations.38 Qualitative studies similarly report that parents often feel 

overwhelmed by the lack of structured care plans or consistent guidance from healthcare providers.42,46 Conflicting advice, 

protracted diagnostic processes, and poorly coordinated care amplify stress and uncertainty, highlighting the need for 

clear, consistent, and coordinated professional support. 

 

Taken together, these findings indicate that parental burden in PFDs is multi-factorial, arising from an interplay of child-

specific characteristics, parental psychological and caregiving factors, social and environmental context. 

 

PARENTAL BURDEN AND BROADER PARENTING DETERMINANTS IN CHILD FEEDING OUTCOMES 

PFD frameworks,3,5,7,55 support a parent-driven pathway in which parental psychological functioning, feeding style, and 

behavioral responses during feeding interactions as one of the contributors to children’s eating behavior trajectories. 

 

PARENTAL STRESS, MENTAL HEALTH CHALLENGES AND COMPETENCE FEELING ARE RELATED TO FEEDING PRACTICES 

AND OUTCOMES 

Parental stress  

Parental stress is a critical determinant of feeding practices and child feeding outcomes. A systematic review examining 

non-clinical samples concluded that both general and parenting stress are associated with suboptimal breastfeeding 

practices and unresponsive feeding styles.56 Complementing this, accumulating evidence from ecological momentary 

assessment (EMA) studies demonstrates that parental stress prospectively predicts maladaptive feeding practices and 

poorer feeding-related outcomes. Across socioeconomically and ethnically diverse samples, elevated momentary 

parental stress and depressed mood earlier in the day are associated with greater use of controlling food-related 

parenting practices, including restriction and pressure-to-eat, during subsequent meals.57,58,59 These stress-related shifts 

in feeding behavior are linked to less favorable child eating behaviors in real time, indicating that parental affective 

states directly shape the feeding context. A study in a clinical sample of tube-fed children, integrating self-report and 

biomarker data, concluded that escalating parental distress during feeding was associated with increased child negative 

behaviors, whereas similar behaviors were not observed when staff fed the child.60 

https://doi.org/10.18103/mra.2026.0311
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Parental competence and feeding self-efficacy 

Parental competence, or feeding self-efficacy, is another important factor influencing feeding practices and outcomes. 

Research consistently demonstrates that lower parental self-efficacy is associated with more problematic child feeding 

behaviors. Parents with reduced confidence in managing mealtimes are more likely to engage in controlling, coercive, or 

nonresponsive feeding practices, such as pressuring children to eat or restricting foods, which paradoxically can 

exacerbate feeding difficulties.61,62 Another study found that higher maternal parenting confidence mitigated the impact 

of child feeding difficulties on mealtime control and conflict, highlighting the protective role of parental self-efficacy.50 

 

Parental mental health and feeding interactions 

Parental mental health challenges are consistently associated with less adaptive feeding strategies and adverse child 

feeding outcomes. In children with Avoidant/Restrictive Food Intake Disorder (ARFID), maternal psychopathology 

correlates with lower-quality feeding interactions, characterized by reduced maternal sensitivity, increased conflict, less 

reciprocity, and more controlling or intrusive behaviors during mealtimes.63 Similarly, paternal postnatal depressive 

symptoms are strongly related to infant feeding difficulties, even more so than to infant sleep problems or temperament. 

In a correlational study of 219 fathers, feeding difficulties accounted for more variance in paternal depressive symptoms 

than other infant regulatory challenges, suggesting a unique and critical role of feeding problems in influencing paternal 

mental health and parent-child feeding interactions.64 

 

Qualitative studies indicate that fussy eating is frequently perceived as a parental problem, prompting corrective 

strategies that may inadvertently reinforce feeding difficulties. Another study reported that parents’ interpretations of 

fussy eating were closely linked to their sense of parenting competence, leading to persistent pressure, negotiation, and 

accommodation at mealtimes, which can undermine children’s autonomy and self-regulation.65 

 

Parenting feeding practices and child outcomes 

Parental feeding practices strongly influence children’s eating behaviors. Evidence from systematic reviews demonstrates 

that parental modeling, food availability, and feeding styles (e.g., pressure to eat, restriction, responsiveness) are 

associated with children’s food preferences, self-regulation, and overall eating patterns. Authoritative feeding styles—

characterized by warmth, structure, and responsiveness—are consistently associated with better child dietary quality and 

healthier weight outcomes, whereas indulgent feeding styles—high in warmth but low in structure and limits—are linked 

to problematic eating behaviors.66 Non-responsive or controlling feeding practices are linked to less adaptive eating 

behaviors, whereas responsive and supportive approaches promote healthier eating regulation.67,68 

 

Longitudinal evidence indicates that non-responsive practices, such as restriction, pressure to eat, and use of food as a 

reward, have measurable effects on children’s eating behaviors over time. Restrictive feeding predicts increased child 

food responsiveness and maladaptive eating patterns, while using food as a reward predicts higher levels of emotional 

eating.69,70 Coercive and indulgent practices are similarly associated with the later development of maladaptive eating 

behaviors, including emotional overeating and dysregulated appetite control.57 EMA studies further demonstrate that 

higher parental stress and challenging mealtime contexts are linked to increased use of coercive or indulgent feeding 

practices, which are associated with less adaptive child eating behaviors. Meta-analytic evidence confirms significant 

associations between controlling feeding practices and child weight and eating outcomes, with restriction positively 

associated with higher child weight and pressure-to-eat inversely associated with child weight.71 

https://doi.org/10.18103/mra.2026.0311


  

Medical Research Archives | https://doi.org/10.18103/mra.2026.0311 12 

THE EUROPEAN SOCIETY OF MEDICINE 
 

 

Early eating traits and parental burden 

Children’s chronic medical conditions and feeding difficulties are associated with elevated parenting stress and altered 

caregiving behaviors, shaping feeding interactions. Caregivers of children with chronic illnesses, including prematurity,72 

cystic fibrosis,73 and oesophageal atresia,60 report higher general and illness-specific parenting stress and engage in 

less adaptive feeding strategies. Parents of children with oesophageal atresia frequently report stressful mealtimes, 

concerns about choking or food impaction, and food avoidance, even when objective measures indicate minimal feeding 

difficulty, highlighting the subjective burden of caregiving.60 

 

Child temperament and early eating traits, including negative affectivity, low self-regulation, and sensory sensitivities, 

constitute key determinants of parental feeding practices.74 Children with higher negative affectivity or greater sensory 

sensitivity75 tend to elicit more controlling, restrictive, or coercive feeding responses from caregivers, which in turn are 

associated with increased food refusal, limited dietary variety, and maladaptive eating patterns.76 Longitudinal and 

cross-lagged analyses indicate that children’s satiety responsiveness predicts parental pressure-to-eat, and this 

relationship is moderated by child anger or frustration, underscoring the importance of tailoring feeding strategies to 

individual child characteristics.61,69,71,76,77 The broader family and parental context should also be taken into consideration 

as maternal stress, parental confidence, and family functioning could either mitigate or exacerbate the impact of child 

temperament on feeding interactions. 72,74,75,76,77  

 

TRANSACTIONAL DEVELOPMENT OF FEEDING DIFFICULTIES 

Transactional models conceptualize feeding difficulties as arising from dynamic parent-child interactions. Parental 

feeding practices and children’s eating behaviors are reciprocal and context-dependent, with children’s traits actively 

shaping parental strategies.67,78,79 Controlling practices, such as restriction or pressure-to-eat, can undermine self-

regulation and paradoxically increase children’s preference for restricted foods.80 Longitudinal studies demonstrate 

bidirectional effects, where maternal restriction predicts increased eating in the absence of hunger, and children with 

high appetitive drive elicit greater parental control.81,82  

 

Child behavioral feeding difficulties increase parental stress, which in turn contributes to maladaptive feeding practices, 

creating a transactional cycle that can undermine healthy dietary and emotional regulation. EMA studies show that 

parental coercive or indulgent practices fluctuate in real time in response to children’s eating behaviors, highlighting 

dynamic, reciprocal interactions that contribute to problematic feeding.83 In children with ARFID, child emotional-

behavioral dysregulation is associated with elevated maternal psychopathology and less sensitive feeding, further 

illustrating this transactional pathway.63 

 

Observational evidence further illustrates the family-wide impact of PFDs. Lucarelli et al. demonstrated significantly 

lower-quality triadic mother–father–child interactions during feeding in families of children with infantile anorexia 

compared to controls, including reduced emotional attunement, diminished warmth, poorer coordination, and weaker child 

self-regulation. Importantly, similar—though less pronounced—difficulties were also observed during play, suggesting 

that relational strain extends beyond mealtimes and permeates broader family interactions.84 
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Collectively, these findings underscore that parental feeding practices are active developmental influences, not merely 

reactions to child behavior, highlighting the need for interventions targeting parental stress, self-efficacy, and well-being 

to optimize feeding outcomes. 

 

Discussion 

This discussion will first highlight aspects of the conceptual understanding of pediatric feeding difficulties and then focus 

on the clinical implications, taking into account the substantial burden on parents and families, its contributing factors, and 

the need for parental involvement in diagnostics and therapy within a relational and developmentally informed approach 

to care. 

 

MULTIFACTORIAL ETIOLOGY AND PARENTAL BURDEN 

PFDs arise from a complex interplay of medical, developmental, emotional–behavioral, and interactional factors, 

impacting not only children’s growth and wellbeing but also imposing a significant burden on caregivers.35,38,40,41,42 As 

described, parents of affected children often experience elevated stress, anxiety, depressive symptoms, and reduced 

overall quality of life and parental competence feeling. Current evidence indicates that this parental burden reflects the 

dynamic interaction of child characteristics, caregiver factors, family context, and broader social and healthcare system 

influences. Mealtimes, typically organizing family routines and social interaction, may become sources of tension, conflict, 

and anticipatory stress.40,50 As a result, feeding problems affect not only the child’s nutritional status but also family 

functioning, parental well-being, sibling dynamics, and overall quality of life.35,36,38,39 

 

BIDIRECTIONAL AND SYSTEM-LEVEL DETERMINANTS OF PEDIATRIC FEEDING DISORDERS 

The literature clearly demonstrates that child eating behaviors and parental feeding practices operate transactionally 

across early development, jointly influencing feeding development as child eating behaviors and parental feeding 

practices operate transactionally across early development, jointly influencing dietary patterns and later health 

outcomes.70,82 

 

Within this framework, parental burden occupies a central position. Parenting-related, stress-sensitive factors—such as 

sensitivity, emotional availability, competence feeling, and feeding strategies—shape children’s eating competence and 

regulation, while child-driven factors—such as feeding refusal, emotional dysregulation, and sensory sensitivities—

heighten parental stress and influence subsequent feeding practices. Elevated parenting stress is associated with greater 

use of controlling and intrusive feeding strategies and undermines contingent responsiveness and emotional 

attunement.57,58,62,68,69,78 

 

Children with inherent regulatory vulnerabilities—such as high negative affectivity, sensory sensitivities, rigidity, or low 

effortful control—may elicit more anxious or controlling feeding responses from caregivers.85 This bidirectional pattern 

can initiate a maladaptive feedback loop in which child behavior increases parental stress and intrusiveness, further 

undermining the child’s regulatory competence and reinforcing feeding avoidance. Systematic evidence indicates that 

emotionally responsive and supportive feeding environments are associated with more adaptive child eating behaviors 

over time, consistent with a prospective transactional model of parent–child feeding dynamics.78,79 
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Beyond the dyad, broader determinants shape these processes. Personal support networks, peer engagement, 

recognition, continuity of care, and effective clinical collaboration can buffer parental burden, whereas isolation and 

fragmented care may amplify stress.51,53,54 Collectively, the evidence supports a transactional model in which parental 

burden functions both as a consequence and as a driver of feeding dynamics. 

 

LINK WITH ATTACHMENT AND COREGULATION 

Parental sensitivity, attachment security, and emotional availability are key determinants of early child development and 

are equally fundamental to the development of healthy feeding patterns. Sensitive caregiving—defined as the 

caregiver’s ability to accurately perceive and contingently respond to the child’s cues—supports the development of 

adaptive emotion regulation and internal hunger–satiety awareness, both essential for competent feeding 

behavior.86Conversely, reduced parental sensitivity and emotional availability have been associated with dysfunctional 

feeding interactions, increased child feeding refusal, and impaired self-regulatory capacity.86,87Conceptualizing feeding 

disturbances as relational disorders further underscores that maladaptive feeding patterns emerge within caregiver–

child interaction processes rather than residing solely within the child.88  

 

Observational studies of parent–child feeding interactions demonstrate that caregivers of children with feeding disorders 

often exhibit lower sensitivity, higher intrusiveness, and reduced responsiveness, thereby disrupting the reciprocal 

regulatory processes necessary for successful feeding.63,84 These interactional disruptions are not merely contextual 

correlates but appear to interfere directly with the development of internal hunger–satiety awareness and emotion 

regulation capacities. Attachment theory provides a coherent mechanistic framework for understanding these associations. 

Secure attachment relationships, characterized by consistent and contingent caregiver responsiveness, foster the child’s 

emerging capacity to regulate affect and to trust bodily signals within relational contexts.89 In contrast, insensitive or 

inconsistent caregiving contributes to heightened anxiety, behavioral dysregulation, and increased vulnerability to 

feeding disturbances. 

 

This attachment-based perspective converges with developmental models of responsive feeding. Sensitive caregiving 

during mealtimes—accurately perceiving and contingently responding to hunger, satiety, and distress cues—supports the 

integration of physiological regulation with emotional security.86,87 

 

From a developmental perspective, early self-regulation emerges through co-regulation: dynamic, reciprocal processes 

in which caregivers scaffold infants’ physiological arousal, affect, and behavioral organization, gradually internalized 

into autonomous regulation.90Feeding interactions provide one of the earliest and most repetitive contexts for such co-

regulation. Caregiver affective attunement, predictable routines, and emotional availability create regulatory learning 

environments that support appetite regulation and emotional modulation. Conversely, caregiver stress, anxiety, 

depressive symptoms, or lack of structure may reduce emotional availability and increase controlling or coercive feeding 

practices,91 thereby weakening co-regulatory support and contributing to poorer child inhibitory control, emotional 

lability, and behavioral regulation.92,93 

 

Thus, feeding difficulties can be conceptualized as arising at the intersection of disrupted relational co-regulation and 

compromised internal regulatory processes. Feeding problems are not merely disturbances of intake or behavior; they 

are closely linked to co-regulatory interactions, through which children gradually internalize self-regulation capacities. 
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INFANT MENTAL HEALTH (IMH) FRAMEWORK  

These relational and regulatory insights as well as the realization of the extent of the parental burden in pediatric 

feeding difficulties naturally converge with the Infant Mental Health (IMH) framework, which conceptualizes early 

childhood development within the context of caregiver–child relationships.94IMH extends the attachment- and co-

regulation-based models by explicitly foregrounding the caregiver’s reflective functioning, emotional well-being, and 

capacity for contingent responsiveness as central mechanisms shaping developmental outcomes. From an IMH perspective, 

PFDs can therefore be understood as relationally embedded regulatory disturbances, requiring family-centered 

assessment and dyadic intervention approaches that strengthen emotional attunement, co-regulation, and parental self-

regulation capacities.  

 

By recognizing the child’s individuality—including temperament, sensory sensitivities, and developmental level—feeding 

difficulties can be interpreted as adaptive regulatory responses rather than oppositional behaviors. IMH emphasizes 

sensitive, contingent responsiveness to the child’s individual cues and highlights the caregiver’s self-regulation and 

reflective functioning as central mechanisms in shaping feeding interactions.95,96 A better parent–child attunement, by 

supporting moments of connection, also strengthens parents’ sense of parental competence. 

 

From an IMH perspective, the interactive contributions of parental burden, parenting determinants, and child 

characteristics to feeding outcomes underscore the need for family-centered diagnostic and therapeutic approaches that 

systematically include parents and address relational processes. 

 

CLINICAL IMPLEMENTATION 

The findings of this study have implications for clinical practice in both the diagnostic and the therapeutic domain. 

 

A multidisciplinary evaluation is essential across the various settings in which children with feeding difficulties are assessed. 

Evaluation should be integrated and coordinated rather than sequential, reflecting the complex and multifactorial nature 

of pediatric feeding problems.3,5,7,55 

 
Comprehensive medical assessment must systematically evaluate biological contributors, (including gastrointestinal 

disease, pain, gastroesophageal reflux, food allergies, aspiration risk, medication effects, and growth and nutritional 

status), as untreated somatic factors can perpetuate feeding refusal and increase stress for children and caregivers. 

Concurrently, behavioral and skill-based assessment should examine oral–motor coordination, chewing and swallowing 

competence, sensory responses to food, postural stability, developmental differences or disorders, sensory sensitivities, 

emotional problems, learned refusal patterns, escape-maintained behaviors, maladaptive mealtime cycles, and parent–

child relational dynamics .20,55,97,98,99 Assessment should also address parenting stress and parents’ explanatory models, 

priorities, and perceived needs, including mealtime tension and potentially maladaptive feeding practices, even when 

growth is normal. Treatment should combine medical stabilization, skill training (oral–motor, chewing, swallowing, texture 

progression), behavioral stress-reduction strategies, and parent coaching.98 

 

To systematically capture the impact of feeding problems on caregivers and family functioning, validated instruments 

may be used. Estrem et al. (2022) developed and psychometrically evaluated the Feeding Impact Scales, a parent-

report measure consisting of a Parent Impact subscale and a Family Impact subscale, both demonstrating good internal 
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consistency reliability. These scales provide reliable and valid quantification of feeding-related burden, including 

parental concern, increased effort during meals, worries about health and development, and family stress, and can be 

applied in both clinical practice and research to monitor caregiver and family impact over time.100 

 

An overly fragmented or sequential approach—particularly one that prioritizes extensive and invasive medical 

investigations to exclude both common and rare physical disorders without concurrent exploration of developmental or 

relational maintaining factors—may delay appropriate intervention and unnecessarily burden families. On the contrary, 

an early, multidisciplinary, and integrated approach? that incorporates parental perspectives is promising. 

 

Stepped care 

Parental modeling, responsiveness, and feeding style are central to children’s food preferences and self-regulation. 

Qualitative studies show that parents of fussy eaters without diagnosed feeding disorders often experience uncertainty, 

“trial-and-error” strategies, and mealtime tension.101 Preventive interventions should provide structured psychoeducation 

on developmental processes, child temperament, and relational dynamics to support adaptive parental feeding 

approaches. 67,70,102 

 

In contrast, complex and severe PFDs require intensive, multidisciplinary intervention. Systematic data show that intensive 

interdisciplinary treatment improves oral intake, significantly reduces enteral tube dependence, and maintains gains at 

follow-up.55,103 Interdisciplinary teams improve diagnosis by integrating expertise across domains, reduce redundant or 

fragmented care, and facilitate goal‑aligned, individualized interventions.  

 

Parental burden and parent- child relationships as mechanisms of change 

Parental burden and parent-child relationship are pivotal mechanisms in both the maintenance of feeding difficulties and 

intervention effectiveness. Parent-implemented interventions succeed only when caregivers are engaged,51 while stress 

and perceived burden reduce adherence and worsen child feeding outcomes.38,79 

 

Intensive interventions that also consider parental stress improve both caregiver functioning and child outcomes. Greer et 

al. (2008) found that interdisciplinary feeding programs reduce caregiver stress and improve feeding outcomes 

regardless of disorder subtype,104 while Harris et al. (2020) showed that responsive parenting interventions enhancing 

co-regulation foster adaptive eating behaviors mediated by changes in parental behavior.105 Child attachment behaviors 

influence how feeding responsiveness affects picky eating in young children. Specifically, children with secure attachment 

showed a stronger positive response to parental feeding practices, while insecure attachment weakened this 

association.106PFDs impose substantial burden on families, with caregivers reporting stress, uncertainty, reduced self-

efficacy, and feelings of incompetence, particularly in persistent or poorly understood cases.38,44,35,36,39 

 

Parental sensitivity to child cues and dyadic responsiveness are core mechanisms of responsive feeding 

therapy.107Interventions actively engaging caregivers in assessment and therapy—including cue recognition and positive 

mealtime strategies—are most effective in early childhood feeding problems.108Collectively, these findings indicate that 

parental well-being functions as a mechanism of change, and failure to address parental burden may undermine 

intervention effectiveness. 
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Responsive feeding fits within the broader responsive parenting framework, emphasizing that caregivers who are attuned 

to their child’s signals and respond contingently not only promote effective regulation of hunger and satiety, but also 

support emotional self-regulation, cognitive development, and long-term healthy eating behaviors. Their work highlights 

how sensitive, consistent, and developmentally informed interactions at mealtimes can buffer against maladaptive feeding 

patterns and reinforce secure parent–child relationships.86 

 

Inclusion of both parents and social support 

Although feeding research has historically centered on mothers, paternal involvement represents an important yet 

underrecognized factor. Greater father involvement is associated with more positive mealtime dynamics and may buffer 

stress during feeding interactions.109Observational evidence suggests that father–child interactions are often less 

controlling and more playful, with higher paternal engagement linked to improved overall family mealtime functioning.110 

 

Beyond the nuclear family, social support mitigates parental burden. Peer support and group-based engagement reduce 

caregiver isolation and enhance competence, complementing professional and multidisciplinary care.53,111 

 

Therapeutic alliance and shared decision making 

Parental burden in PFDs is substantially shaped by the quality of communication with healthcare professionals. Parents 

often feel unheard or disagree with their care provider, raising concerns about adherence and continuity of care.38 When 

caregivers perceive insufficient validation or limited opportunity to voice concerns, trust may diminish, potentially 

compromising engagement and consistent implementation of feeding strategies. 

 

Within a family-centered framework, communication functions as a central therapeutic mechanism rather than a 

peripheral skill. The literature underscores the importance of continuous communication with families, structured care 

planning, and regular team collaboration to monitor progress and adjust strategies, particularly for children with 

co‑occurring developmental and feeding challenges.55Clinician–patient communication influences health outcomes through 

multiple pathways, including improved understanding, strengthened therapeutic alliance, enhanced self-efficacy, and 

reduced emotional distress. In pediatric contexts, these mechanisms extend to caregivers, whose capacity to implement 

feeding interventions depends on feeling heard, respected, and collaboratively involved in decision-making.112 

 

Thus, open dialogue, recognition of parental perspectives, and shared decision-making are critical to mitigating parental 

stress and enhancing treatment sustainability. Effective communication not only supports adherence but also strengthens 

the relational foundation necessary for durable change in PFDs. 

 

Family-centered and home-based intervention 

Because feeding unfolds within daily relational routines, interventions must go beyond clinic-based symptom management. 

Reviews and empirical studies show that caregiver training and in vivo coaching improve eating behaviors and promote 

generalization to everyday settings.107,108,113 Family-centered, multidisciplinary interventions enhance both child feeding 

outcomes and parental confidence, including in children with autism.114 

Practical strategies include predictable mealtime routines, optimized positioning, structured food presentation, and a calm 

eating environment.115,116,117Parent-mediated approaches ensure consistent implementation across daily routines, 

enhancing treatment durability.118Engaging families also allows clinicians to address parental stress, maladaptive beliefs, 
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and interaction patterns that may perpetuate feeding difficulties. Across guidelines and studies, family-centered, parent-

mediated approaches are consistently endorsed as essential for sustained improvements in pediatric feeding outcomes. 

 

Social support 

Parental burden in PFDs extends beyond the immediate parent–child dyad and is strongly influenced by the availability 

of social support. Caregivers frequently report feelings of isolation, self-doubt, and chronic stress, particularly when 

feeding challenges are persistent or poorly understood by their broader environment. 

 

Empirical evidence indicates that peer support and group-based interventions can mitigate parental stress, enhance 

perceived competence, and reduce social isolation among caregivers of young children with feeding difficulties.111 

Similarly, structured social support contributes to improved parental coping and emotional well-being.53 Such support 

mechanisms complement professional and multidisciplinary care by addressing the relational and psychosocial dimensions 

of feeding disorders. 

 

Within a family-centered and relational framework, strengthening informal and formal support networks is therefore not 

ancillary but integral to sustainable intervention. 

 

System-level coordination and ethical responsibility 

Healthcare system organization significantly influences parental burden. Fragmented care—characterized by inconsistent 

recommendations and insufficient coordination across medical, nutritional, developmental, and behavioral domains—

amplifies uncertainty and decisional strain. Integrated multidisciplinary models aim to reduce this burden by aligning 

diagnostic processes and treatment recommendations.20,66 Such models are associated with fewer repeated consultations, 

reduced diagnostic overutilization, and higher patient satisfaction. 

 

Clear, consistent communication among healthcare team members—along with active family engagement—enhances 

diagnostic accuracy, streamlines treatment planning, and supports meaningful, sustained progress in children with feeding 

disorders.119 

 

Chen et al. (2025) evaluated a multidisciplinary shared medical appointment intervention integrating medical, nutritional, 

and behavioral expertise within parent-inclusive group sessions. Participating children showed improvements in feeding 

skills and food acceptance, while caregivers reported reduced feeding-related stress and increased confidence. These 

findings suggest that coordinated approaches addressing both child behavior and parental responses within a unified 

framework may yield synergistic effects.120 

 

Structured interprofessional collaboration is therefore not merely organizationally advantageous but ethically necessary. 

Systems that fail to support relational continuity risk intensifying parental burden and perpetuating feeding difficulties. 

 

Future Research and Current Gaps 

Despite increasing recognition of the multifactorial nature of PFDs, important gaps remain. Research in culturally diverse  

populations is limited, restricting the generalizability of current findings. Longitudinal studies are scarce, hindering 

understanding of how parental burden and feeding dynamics evolve over time and influence child outcomes. 
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Standardized, tailored multidisciplinary care pathways are lacking, and few trials directly compare different models of 

care across clinically relevant subgroups. Further development and validation of robust tools to assess parental burden 

and parent–child feeding interactions are needed to improve both research precision and clinical screening. 

 

Interventions more consistently integrating caregiver mental health support warrant investigation, given the documented 

associations between parental distress and maladaptive feeding dynamics. Finally, digital and telehealth-based 

interventions—particularly within stepped-care frameworks—require rigorous evaluation to determine their 

effectiveness, accessibility, and adaptability across diverse family and neurodevelopmental profiles. 

 

Conclusions 

PFDs arise from complex, multifactorial interactions between child factors—such as sensory sensitivities, behavioral 

dysregulation, and medical comorbidities—and parental factors like stress, feeding style, and self-regulation, all 

embedded in broader relational and systemic contexts. These disorders impose substantial burdens on emotional well-

being, caregiving demands, social participation, perceived parental competence, and financial resources. Parental 

burden is important in the link between relational dynamics, engagement, and treatment outcomes in PFDs. 

 

Comprehensive evaluation must integrate medical, developmental, behavioral, and psychosocial domains to avoid 

reductionist approaches. Due to frequent co-occurring developmental, emotional, relational, and behavioral challenges, 

children with feeding difficulties should undergo broad screening beyond nutritional and medical domains. 

 

Clinically, family-centered models can assess parental stress, capacities, and self-regulation alongside child-focused 

feeding interventions. Effective intervention requires attention to caregiver perspective, well-being, dyadic regulation, 

communication quality, and coordinated care, with a focus on reducing parental burden and enhancing relational health. 

These multidisciplinary frameworks may emphasize responsive feeding, structured mealtimes, parent coaching, and 

developmental-behavioral screening. Targeted father engagement can further contribute to improved child outcomes. 

Clinician training focused on strengthening parent coaching skills and interprofessional collaboration, creates additional 

opportunities to improve care for PFDs. 
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