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Abstract 

Eating disorders (ED) are a major problem facing women and their families. 

Many women who have struggled with an ED eventually become mothers, and many 

worry they will transmit their ED to their children (Barnett, Buckroyd, & Windle, 2005; 

Micali, De Stavola, Ploubidis, Simnoff, &Treasure, 2014; Sherkow, Kamens, Megyes, 

Loewenthal, 2009).  Some research highlights a mother’s crucial role in ED 

symptomology transmission, especially to daughters (Sherkow, Kamens, Megyes, 

Loewenthal, 2009. However, research is lacking on mothers who take a path of recovery 

for their ED and the impact recovery has on their interactions with their children.  

This study developed a process of recovery from ED by interviewing 20 women 

with at least one child between the ages of 5-18.  Through these interviews a Mother’s 

Recovery Process model emerged, which were influenced by motivation to be healthy 

mothers, prevent transmission to their children and to gain their own personal health. 

This Mother’s Recovery Process had 6 phases (Recognition of ED, Initiation of 

Recovery, Turning Point, Identity Shift, Active Recovery and Stability in Recovery) and a 

unique parallel relationship with mothers Passing Healthy Patterns (modeling healthy 

behaviors, preventing unhealthy behaviors, encouraging protective factors and 

communication) to their children throughout this process. This model will aid mothers 

and professionals in understanding their role when navigating both recovery and 

motherhood. 

Key Words: Eating Disorder Recovery, Mothers, Mother-child relationship, 

qualitative, grounded theory. 
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Chapter I: 

 Introduction 

 

 Eating disorders (ED) are a major concern in westernized countries. Over 20 

million women and 10 million men struggle with an ED in the United States alone 

(NEDA, 2014). While this problem continues to grow, there is minimal funding for 

research and very little insurance coverage for treatment. Despite the lack of funding and 

insurance coverage, there continues to be a societal push for thinness (NEDA, 2014). 

There remains a significant problem with EDs in women, yet less than half of individuals 

with eating disorders make a full recovery (Fisher, 2003, Steinhausen, 2002). Given the 

high prevalence rates and the lack of treatment and recovery, EDs affect a wide range of 

women from adolescence to middle age.  

 Historically, the vast amount of ED research has focused primarily on females; 

particularly adolescent girls (Cooper, Galbraith & Drinkwater, 2001; Zairsoff, Doyle, 

Hoste, Grange, 2008) because EDs tend to be the highest among girls aged 15-24 (Hoek, 

2006; Swanson, Crow, Le Grange, Swendsen, & Merikanges, 2011). However, in the last 

10 years prevalence of EDs among women aged 30-50 has risen (ED Hope, 2013). Many 

of these young adult and middle-aged women become mothers; however, research on 

mothers with EDs remains sparse (van Soest & Wichstrom, 2008). Most researchers have 

focused on the negative influence maternal EDs have had on children’s development 

(Cooley, et al. 2008; Cwikel, 2011; Sherkow, et al., 2009).  

 The possible transmission of eating difficulties from mothers to their children has 

received attention within the literature (Sherkow, Kamens, Megyes, & Lowwenthal, 

2009). Epidemiologists have suggested a genetic etiology of 40-71% (Collier, 1999). This 

being the case, children of mothers with an ED have a higher risk for developing eating 
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symptomology (Stein, 1995; Strober et al., 2000). Existing literature on the transmission 

of EDs from mother to child appears to support this assertion (Rortveit, Astrom & 

Severinsson, 2009; Prescott & Le Poire, 2002). The majority of this research has 

concentrated on the hardships (increased eating and emotional disturbances) children 

endure (Rortveit, Astrom & Severinsson, 2009; Stitt, & Reupert, 2014). The exception to 

this focus on hardships has been the consideration that being a mother motivates women 

to enter recovery (Stitt & Reupert, 2014).  

 Existing research lacks depth as it relates to the understanding of recovery from 

EDs, especially for mothers. The mother-child interaction can be a reciprocal relationship 

of growth in developing values and identity (Bowlby, 1969; Grotevant & Cooper, 1985). 

Parents (Scaglioni, Salviono & Galimberti, 2008), especially mothers, have an integral 

responsibility in creating healthy eating and body image behaviors (Schwartz, Scholtens, 

Lalanne, Weenen, & Nicklaus, 2011). There is abundant research on how mothers with 

eating disorders transmit negative eating and body image messages (Arnold, & Doran, 

2007; Benninghoven, Tetsch, Kunzendorf & Jantschek, 2006; Usmiani & Daniluk, 1997), 

but there is a lack of understanding of how those mothers in recovery can transmit 

positive qualities to their offspring. Since researchers have focused on the negative 

consequences and have ignored the positive benefits of mothers in recovery from such 

disorders, research on the benefits of recovery for these mothers is necessary. Recovery 

from an eating disorder can provide insight and knowledge about healthy coping skills 

(Petersen & Rosenvinge, 2002), which can be beneficial for both the mother and her 

children. Therefore, research needs to be expanded to include the benefits and positive 

impacts mothers in recovery have on their children.  
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The voices of mothers who have recovered from an ED are limited to the 

experience of mothers active in their ED (Stitt & Reupert, 2104). The current researcher 

seeks to uncover the perception of mothers in recovery past the first year on how they 

communicate healthy eating and body image to their children, which is helpful to 

professionals and women in recovery. Given this great struggle, there appears to be a 

need for expanded understanding of recovery and the impact mothers in recovery have on 

their children.  

Statement of the Problem 

 Frisch, Herzog, and Franko (2006) report average treatment for eating disorders 

costs of $956 a day with an average length of treatment of 83 days. This means the 

average treatment for individuals is approximately $80,000. Given the cost, alternative 

treatment for women struggling with EDs is imperative, especially for those with limited 

financial means. This issue is more pronounced for mothers, who have historically had 

more limited financial means than men and often have primary custody of their children. 

Treatment can distance them from their children for up to 90 days creating multiple 

issues related to finances and childcare.  

 In order to offer mothers and professionals an understanding of the impact of 

recovery from EDs, this researcher sought to identify a model of recovery for mothers 

with a history of EDs. In order to attend to this purpose, the following research questions 

will be asked: What does it mean for mothers to be in recovery from an ED? What are the 

steps they have taken and continue to take in their recovery? How has their identity as a 

mother influenced their recovery and vice versa? How has their recovery impacted or 

influenced their perceived interaction and communication with their children? How does 
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a mother’s recovery influence their communication with their children regarding eating 

and body image?  

 Purpose.  Discovering a comprehensive model of recovery from EDs while 

negotiating motherhood will provide an understanding of the tools and skills mothers 

with ED find helpful for maintaining their long-term recovery. Additionally, identifying 

how mothers perceive their communication with their children and its impact on their 

recovery is important in understanding the influence a mother’s recovery has on their 

interaction with their children. Using a grounded theory methodology allows the 

researcher to identify a clear understanding of the reciprocal relationship motherhood and 

ED recovery have on mothers in recovery and their children.  

 Treatment can be very expensive and time-consuming for individuals struggling 

with EDs, and these hurdles are compounded for women with children. A model of 

recovery for mothers with a history of EDs can provide an understanding for women and 

professionals of the important symbiosis of motherhood and recovery. The perceived 

impact of their recovery will also emphasize how mothers and professionals may be 

helpful to children in regards to healthy eating and body image. Because the ED literature 

primarily focuses on young high school and college aged women, treatment professionals 

are mostly trained to work with this specific population. The proposed study will broaden 

the understanding of recovery for women atypically associated with the disease due to 

age, which in turn expands the scope of treatment professional’s understanding of EDs in 

mothers. Women can also use the tools provided in the proposed model as a resource for 

identifying and managing their own recovery.  
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 Pursuing recovery from ED is important to the mental health of individuals. Due 

to the affect EDs have on the individual’s mental health, finances and society in general, 

there is a need for research to outline appropriate ED recovery techniques. By 

establishing a model of recovery for women with ED during motherhood, and 

understanding how recovery impacts a mothers’ communication with her children, 

treatment professionals will have a clearer idea of how to help this population.



Texas tech University, Heather Austin-Robillard, December 2016 

6 

 

Chapter II:  

Literature Review 

Prevalence of Eating Disorders 

 The National Eating Disorder Association (2014) has reported over 20 million 

women and 10 million men struggle with an ED, while only 1 in 10 seek treatment. EDs 

primarily affect adolescent females with 13.1% suffering with anorexia nervosa (AN), 

bulimia nervosa (BN) or binge eating disorder (BED). The peak timeframe of onset for 

AN is age 19-20, age 16-20 for BN and age 18-20 for BED (Stice, Marti & Rohde, 2013). 

Lifetime prevalence for anorexia in women is .9% and BN is 1.5%. The most recently 

added diagnosis of BED, has a 3.5% lifetime prevalence for women (ED Hope, 2014).  

These prevalence rates do not include women with disordered eating (e.g., 

abnormal eating behaviors, severe weight loss attempts, negative cognitions about shape 

and weight), but do not manifest as “classic” eating disordered pathology (Button and 

Whitehouse, 1981; Garner et al, 1983; Hesse-Biber, Leavy, Quinn, & Zoino, 2006; 

Neumark-Sztainer, Wall, Guo, Story, Haines, & Eisenberg, 2006), which are cited at 

around 30% for women (Harrelson-Reba, Hamer, Swann, Reyes, & Bulik, 2009). 

 The presence of EDs in middle-aged women has increased since the early 1990s. 

It is now suggested 1 in 10 women diagnosed with EDs are over the age of 40 (Hoek, 

2006, Hoek & Van Joeken, 2003, Neilsen, 2001). Mangwheth-Matzek et al. (2014) found 

48% of a sample of women ages 40-60 met the DSM-IV criteria for an ED, which 

included BN, BED and eating disorder not diagnosed (EDNOS). Even though middle-

aged women had a propensity for BED and EDNOS, their distress levels were 

comparable to women with AN or BN. Middle aged women tend to have parallel eating 

pathology when compared to younger women (Midlarsky, & Nitzburg, 2008). Younger 
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women also run the risk of relapsing in their ED as they transition into the stressors of 

midlife (jobs, marriage, children, etc.).  

 As women age they become more likely to have children and become mothers. 

This presents an additional concern if they have or are currently struggling with an ED. 

Magweth-Matzek et al., (2014) reported 76% of women with a history of ED had 

children. Despite this sample of mothers, the impact of mothers on the eating pathology 

on their children was not assessed. Studies also suggest motherhood impacts eating 

pathology (von Soest & Wichstrom, 2008). Such findings indicate a need for research on 

EDs with women who have children.   

Problems Associated with Eating Disorders 

Body image concerns. Another important component to prevention, assessment 

and the treatment of EDs is the understanding of the consequences associated. One of the 

most common associations with EDs is a negative body image (Kollei, Schieber, de 

Zwaan, Svitak, & Martin, 2013; Mangweth-Matzek, et al., 2014). There has been 

considerable research on the association of body image disturbances and problematic 

eating behaviors, (Cash & Deagle, 1996) and are usually perceived as body size 

distortion and cognitive dissatisfaction (Cash & Deagle, 1996). While body image 

struggles are researched less in older women, there is literature to suggest body 

dissatisfaction and the desire to be thin does not decrease with age (Mangweth-Matzek et 

al., 2014; Slevec & Tiggermann, 2011). These weight and shape concerns can both 

complicate and perpetuate the ED symptomology in women. Hence, the importance of 

considering the effect of body dissatisfaction and a desire for thinness among older 

women.  



Texas tech University, Heather Austin-Robillard, December 2016 

8 

 

Exposure to this negative dialogue of women’s bodies in the media is associated 

with body dissatisfaction and EDs among (Derenne & Bersin, 2006; Slevec & 

Tiggermann, 2011) adolescents, college age women and even middle-age women (Slevec 

& Tiggermann, 2011). This kind of media exposure results in body dissatisfaction 

through internalization of thinness, comparison, investment of time and money in their 

appearance, and anxiety about ageing (Slevec & Tiggermann, 2011; Magallares, 2013). 

Media exposure has also been found to increase ED symptomology and women may 

directly model eating pathology highlighted in the media (Harrison, 2006; Stice, 

Schupak-Neuberg, Shaw, & Stein, 1994). This association of media and increased ED 

symptomology continues for women during midlife (Hefner, Woodward, Figge, Bevan, 

Santora, Baloch, 2014). With middle-aged women, whether mothers or soon to be 

mothers, this association with negative media commentary may relate to how they 

communicate to their children, specifically as it relates to body image and eating 

behaviors.  

Anxiety and depression. Anxiety and depression are highly comorbid with EDs 

(Stice, Marti, & Rohde, 2013; Swinbourne, Hunt, Abbott, Russell, St.Clare & Touyz, 

2012). The majority of women seeking treatment for EDs have anxiety disorders and is 

more prevalent in women with ED than a nonclinical population (Kaye, Bulik, Thorton, 

Barbarich, & Masters, 2004; Swinbourne, Hunt, Abbott, Russell, St.Clare & Touyz, 

2012; Kessler, et al., 1994).  

Depressive disorders range from 46-74% in women with ED (Cantwell et al., 

1977; Hendren, 1983; Fornari, et al., 1992) and 58% of anorexic mothers struggle with 

depression (Cantwell, et al., 1977).  Given the prevalence of anxiety among individuals 
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and mothers with ED it appears to be an important component in treatment and factors 

related to motherhood.  

In relation to motherhood, anxiety has a negative impact on women with a history 

of ED (Koubaa, Hallstrom, & Hirschberg, 2008). Maternal adjustment is anxiety in three 

ways: 1) mothers worrying they don’t have enough time for themselves, 2) unhappiness 

with being a mother, and 3) the difficulty of life after having a child (Koubaa, Hallstrom 

& Hirschberg, 2008). These concerns can precede or result in maternal anxiety (Nicole-

Harper, Harvey, & Stein, 2007). This anxiety can also reduce levels of engagement 

between parent and child, (Woodruff, Morrow, Bourland, & Cambron, 2002), 

emotionally charged interactions (Turner, Beidel, Roberson-Nay, & Trevo, 2003), less 

encouragement of autonomy, and an increase in catastrophizing (Whaley, Pinto, 

&Siggman, 1999). Maternal depression can also impact this interaction between mother 

and child by increasing an insecure attachment (Carter, Garrity-Rokous, Chazan-Cohen, 

Little, & Briggs-Gowan. 2001). 

If painful symptoms of depression are not treated there is concern of suicidality 

(Beskow, 1990). EDs have a stronger relationship to suicide attempts than almost all 

other psychiatric disorders (Newman et al, 1996; as cited in Stice, Marti, & Rohde, 

2012). Women with a history of EDs are significantly more likely to have suicide 

attempts compared to women without a history (Pisetsky, Thornton, Lichtenstein, 

Pedersen, & Bulik, 2013). Suicide has been suggested as the most common cause of 

death for ED individuals (Patton, 1988; Herzog, et al., 2000). Hence, it is important to 

assess possible suicidality when treating women with ED. Some research has been done 

to show a decrease in both suicidality and specific ED symptomology with longer lengths 
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of treatment (Preti, Rocchi, Sisti, Camboni, & Miotto, 2011). Given this research, length 

of treatment may impact an individual’s suicide risk and ED trajectory.  

One of the most severe problems associated with EDs is the possibility for 

mortality. Mortality rates for individuals with EDs range from 3.9% to 5.2% (ED Hope, 

2014). Some researchers have suggested EDs may have a higher mortality rate than any 

other psychiatric disorders, with AN having the highest risk (Smink, Hoeken & Hoek, 

2012). Some of causes of mortality for ED individuals are electrolyte imbalance, 

dehydration (Herzog,et al., 1997) and alcoholism (Herzog et al., 2000; Keel, Dorer, Eddy, 

Frank, Charatan, Herzog, 2003).  

Risk Factors Impacting Prevalence and Trajectory 

 Risk factors of EDs have been studied abundantly due to the multiplicity of 

factors that impact the prevalence and trajectory of EDs in women. One risk factor for 

individuals with EDs is a history of trauma (Tagay, Schlegl & Senf, 2010; Gentile, 

Raghaven, Rajah, & Gates, 2007). There is research to show higher rates of ED 

symptomology or an association with AN/BN in women with past sexual abuse and other 

traumatic experiences (Romans, Glendall, Martin, & Mullen, 2001; Wonderlich, 

Brewerton, Jocic, Dansky, & Abbott, 1997; Preti, Incani, Camboni, Petretto, & Masala, 

2006; Tagay, Schlegl & Senf, 2010).  

Another risk factor that increases the chance for ED symptomology is being an 

athlete. There is a higher prevalence rate of athletes (1%-34%) with a diagnosable ED 

compared to the (4.6%-5%) general population (Sundgpy-Borgen, 1993; Sundgot-

Borgen, & Tortsviet, 2004). This wide range of statistics is determined by different types 

of diagnosable disorders, and is higher particularly in sports that emphasize low body 
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weight, like track, ballet, gymnastics, etc. (Hausenblas, & Carron, 1999; Bryne, & 

Mclean, 2001; Smolak, Murnen, & Ruble, 2000).   

 Strict adherence to religious values can also be a risk factor for EDs in women 

(Smith, Richards, & Maglio, 2004; Sykes, Gross, & Subishin, 1986). Some researchers 

indicate that certain religions, like Islam (Abraham & Birmingham, 2008), Judaism 

(Sykes, et al., 1988), Catholicism, and Christianity (Jacoby, 1993) show a high 

prevalence for individuals experiencing ED symptomology when compared to women 

not of those faiths and certain religions shield women from seeking treatment for ED, 

thus prolonging eating pathology (Joughin et al., 1992)  

The interpretation of specific religious values/themes can increase ED behaviors. 

Moreover, some of the themes found EDs and religion hold similar views of control, 

perfectionism, unworthiness, and shame & guilt (Baxter, 2001; Boisvert, & Harrell, 

2012). These themes can be perpetuated within families and fueled by religious beliefs 

such as overprotectiveness and rigidity. It is thought such beliefs inhibit individuals from 

taking responsibility for healthy eating behaviors (Dell & Josephson, 2007; Josephson, 

1993), which can also extend ED symptomology. 

 By understanding these risk factors, researchers and clinicians alike can better 

recognize these important components and improve prevention, assessment, and 

treatment as it relates to EDs. These risk factors are also often associated and influenced 

within in the family. The exploration of family dynamics and its impact on the 

development and maintenance of EDs is essential to understanding recovery from eating 

disorder.  
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Family Dynamics and Eating Disorders 

Family systems theory has been used to understand EDs among family dynamics 

(Cox & Paley, 1997; Minuchin, 1985; Bronfen-Brenner, 1979). The central properties of 

general systems theory are how the family is organized within an illness like ED. These 

general systems properties include 1) the whole is greater than the sum of its parts 2) 

hierarchal structure or systems are composed of subsystems that are systems of their own 

3) self –stabilization or the ability of open living systems to adapt to change or challenge 

the existing system (Sameroff, 1983; Bertalanffy, 1968). Other general systems theories 

that align with the understanding of ED development and maintenance in the family, 

includes Bowen’s (1959) emphasis on the multigenerational transmission of pathology 

from generations, like from mother to child; Bateson’s, Jackson, Haley, & Weakland 

(1956) emphasizes communication patterns within the family; and a strategic and 

structural approach, which accentuates organization or regulation of boundaries. These 

components are important to systems theory when understanding mothers with EDs and 

the impact on the family, particularly with their children (Cox & Paley, 1997).  

Understanding the family’s role in ED is important because the impact an illness 

has on the family and their response or attempts to reduce the unhealthy behaviors may 

inadvertently play a part in maintaining the problem (Whitney & Eisler, 2005). Similar to 

families struggling with alcoholism, an illness like ED the family becomes encompassed 

by reorganizing around the illness. This reorganization includes families abandoning 

responsibility and taking a position where the illness takes priority (Stienglass, et al., 

1987; Whitney & Eisler, 2005).  
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Family dynamics have been shown to include an implied role in the development 

and continuance of ED symptoms (Minuchin, 1985). The family dynamics that have been 

shown to contribute to this development and maintenance include families being 

enmeshed, rigid, decreased family functioning, and have poor family communication 

(Holtom-Viesel & Allan, 2014; Minuchin, Rosman, & Baker, 1978). Research on 

enmeshment in families with ED concludes parents of anorexic daughters were more 

nurturing but also neglectful compared to a control group of bulimic families. When 

compared to families without EDs bulimic daughters and mothers had the most hostile 

enmeshment, indicated by mutual belittling and blaming (Humphrey, 1989). AN and BN 

families also have increased boundary problems in terms of rigidity and lack of cohesion 

than families without EDs (Rowa, Kerig, & Geller, 2001). Due to the increased mother-

child relationship effect on ED's, researching the effects of mothers with a history of EDs 

becomes imperative.  

Mothers with Eating Disorders 

The difficulties of being a mother with an ED begin before the child is even born. 

Studies have determined there are severe symptoms for both the mother and the fetus 

when a woman becomes pregnant while struggling with an ED (Franko, & Spurrell, 

2000). In the treatment and recovery of an ED, pregnancy and motherhood are also a 

concern (Goldkopf-Woodtke, 2001; as cited in Cwikel, 2011), but there is a gap in the 

research related to motherhood. Some women experience a reduction in ED symptoms 

after conception, while other women continue or even increase in symptomology after 

conception (Franko & Walton, 1993). Many of the studies examining ED and pregnancy 

have focused on AN and BN (Stewart, Raskin, Garfinkel, MacDonald, & Robinson, 
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1987; Kouba, Hallstrom, Lindholm, &Hirchberg, 2005; Lemberg & Phillips, 2006). 

Recent studies indicate binge eating disorder (BED) and EDs not otherwise specified 

(EDNOS) show similar risk factors and weight related concerns as found in AN and BN 

(Berg, Torgerson, Von Holle, Hamer, Bulik, & Reichborn, 2011). 

Studying mothers with EDs is important for both the mother who struggles with 

the ED and the child. Maternal eating behaviors have been linked with problematic eating 

behaviors among children (Cooley, Toray, Wang, & Valdez, 2008; Benedikt, Wertheim, 

& Love, 1998). Some of the considerations around the transmission of EDs to children 

include the characteristics of the mothers. These characteristics include, being 

overbearing and critical (Cwikil, 2011), controlling children’s eating behaviors, (Stein, 

1995), and a hyper focus on appropriate body weight and appearance (Cwikil, 2011). 

Studies have been done that highlight the possibility of EDs being transmitted from 

mother to child. “Mothers who themselves have ED tend to have a negative influence on 

their children’s attitudes and behaviors, feeding them irregularly, using food for 

nonnutritive purposes and expressing concerns about their daughters weight as early as 2 

years old” (Polivy & Herman, 2002). 

 Park Senior and Stein (2003) have determined there are five ways maternal 

eating disorders can affect a child; 1) genetically—or a n increased risk for transmission 

of eating behaviors (Park, Senior & Stein, 2003; Polivy & Herman, 2002; Bulik, 

Hebebrand, Keski-Rahkonen, Klump, Reichborn-Kjennerud, Mazzeo & Wade, 2007); 2) 

because mothers may restrict child's eating, children can suffer with psychiatric and 

physical problems (Arnold & Doran, 2007; Argas, Hammer & McNicholas, 1999; Patel 

et al., 2002; Russell, Treasure, & Eisler, 1998); 3)a reduction in parenting 
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communication, especially among daughters (Arnold & Doran, 2007; Argas, Hammer & 

McNicholas, 1999; Stien et al., 2006); 4) modeling unhealthy eating behaviors that can be 

replicated by children (Keery, Eisenberg, Boutelle, Neumark-Sztainer, & Story, 2006;  

Patel, Wheatcroft et al., 2002); 5) and lastly the mother's eating disorders can cause a 

disturbance in marital or family functioning and affect the child's development (Arnold & 

Doran, 2007) 

Genetics.  Patel et al. (2002) suggests there are several reasons EDs might be 

transmitted from mothers to children. One explanation includes a possible genetic 

influence, which illustrates the genetic nature of EDs among families (Cwikil, 2011; 

Strober, et., al., 2000; Klump, Miller, Keel, McGue, & Iacono, 2001). Genetics and non-

shared environmental factors can contribute to 26-74% of the variance of ED 

development (Klump, Miller, Keel, McGue, & Iacono, 2001). By the age 5, children of 

mothers with ED are at a greater risk for development of an ED compared to children 

from non-ED mothers (Argras, et al., 1999; Polivy & Herman, 2002).  Children with 

early symptoms of EDs are more likely than children with no ED symptoms, to have 

mothers with a history of EDs (Strober, et al., 2000); Watkins, Cooper & Lask, 2012). 

Children’s physical and psychological effects.  Others reasons cited by Patel et 

al. (2002) include a direct influence of the parent’s expectation for the child to be thinner, 

conflicts during mealtime, poor modeling of healthy eating and body image; and 

dysfunctional family relationships (Patel et al., 2002). Children with mothers who exhibit 

EDs also struggle with emotional difficulties (Stein, et al., 2006). Children of AN women 

are more likely to have emotional, conduct and hyperactivity disorders and boys of AN 

women have more emotional disorders when compared to non-anorexic women. Children 
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of BN women are also more likely to have hyperactivity and emotional or conduct 

disorders than non BN women (Micali, Stahl, Treasure, & Simonoff, 2014). Hence, 

maternal eating behaviors may contribute to eating disturbances and emotional 

difficulties in offspring.  

Mothers have influence over their child’s body image, eating behaviors, self-

esteem, and they may be the first to recognize early signs of ED in their children (Mazzeo 

et al., 2005). Gender differences in eating pathology include mothers sharing 

symptomology with daughters but not significantly with sons (Elfhag & Linne, 2012; 

Sherkow, Kamens, Megyes & Loewenthal, 2009). Younger mothers tend to make more 

comments about their daughters bodies than do older mothers (Elfhang & Linne, 2012).  

Mothers often get the blame for their influence on their children’s body 

dissatisfaction; however, the impact of the media on this relationship must be taken in to 

account (Cwikel, 2011; Cooley, Toray, Wang, & Valdez, 2008). Literature on this media 

affect appears to suggest a need for women (specifically mothers) to communicate with 

their daughters about self-control and healthy eating and body image (Arnold & Doran, 

2007). 

Maternal eating behaviors have also been linked with problematic eating 

behaviors (Cooley, Toray, Wang, & Valdez, 2008; Benedikt, Wertheim, & Love, 1998). 

Mothers and daughter who struggle with disordered eating tend to have similar body 

image issues and eating disturbances when compared to mothers and daughters who do 

not manifest an ED. Children with mothers who exhibit EDs also struggle with emotional 

difficulties (Stein, et al., 2006). Children of AN women are more likely to have 

emotional, conduct and hyperactivity disorders and boys of AN women have more 
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emotional disorders when compared to non-anorexic women. Children of BN women are 

also more likely to have hyperactivity and emotional or conduct disorders than non BN 

women (Micali, Stahl, Treasure, & Simonoff, 2014). Hence, maternal eating behaviors 

may contribute to eating disturbances and emotional difficulties in offspring.  

Parenting communication.  Research about the potential relationship between 

parents and communication, where EDs are involved, has centered on the specific 

communication patterns that maintain ED symptoms. Prescott & Le Poire (2002) suggest 

EDs may unintentionally be encouraged through behaviors of parents who are trying to 

reduce ED symptoms in their daughters. After an ED diagnosis, parents tend to reinforce 

the ED behavior less but punished more (Prescott & Le Poire, 2002).  Good 

communication between a mother and child may be an important component to the 

maintenance of healthy eating and body image, however, due to a lack of information, 

research on appropriate patterns of communication that reduce eating symptomology is 

needed.  

Modeling unhealthy behaviors. Research also reports parents influence body 

image and eating concerns through modeling unhealthy eating and body image and 

dysfunctional patterns of communication (Stice, Agras, & Hammer, 1999; Vidovic, 

Juresa, Begovac, Mahnik & Tocilj, 2005). These families may send important messages 

about “thinness” through complimenting appearance, appraisals of weight loss, and 

negative statements about appearance. Each models a preoccupation with weight and 

appearance (Hesse-Biber, 1996; as cited in Basden-Arnold, 2007). Another way parents 

can affect their children’s disordered eating is through their own dieting habits. The 

process of dieting appears to be one of the mechanisms that influences problematic eating 
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behaviors in children (Woodside & Shekter-Wolfson, 1990). Many of these weight-

control behaviors and eating concerns are modeled by the mother’s behavior and 

communication (Hill, & Franklin, 1998; Pike & Rodin, 1991).   

Marital and family functioning. Families of ED individuals have lower family 

functioning compared to control families (Holtom-Viesel & Allan, 2014). Family 

functioning includes a family’s ability to adapt within the family, levels of family 

cohesion and effectiveness in communication (McDermott, Batik, Roberts, & Gibbon, 

2002). Family functioning and most notably family cohesion is found to influence ED 

behaviors in young women (Holston & Cashwell, 2011). In fact, AN and BN families 

tend to have less cohesion and expressiveness when compared to control families 

(Shisslak, et al., 1990) 

Treatment and Recovery for Eating Disorders 

 Treatment for EDs can be time consuming and difficult.  Barnett, Buckroyd and 

Windle (2005) reported “when ED’s become embedded in the family, they are more 

difficult to treat and it is more difficult for sufferers to accept help” (pg. 206). There have 

been several approaches to treatment that have been effective in reducing ED symptoms. 

These approaches include Dialectical Behavioral Therapy (DBT) (Lenz, Taylor, 

Flemming, & Serman, 2014), Cognitive Behavioral Therapy (CBT) (Marco, Perpina, 

Botella, 2013), and various family therapy approaches (Eisler, Lock, & Le Grange, 2010; 

Gelin, Fuso, Hendrick, Cook-Darzens, & Simon, 2015). 

 Treatment used for mothers has mainly focused on therapeutic groups to reduce 

the effects of the mothers eating symptomology on their child. Therapeutic groups have 

been found to enhance the mother-child interaction and possibly decrease the risk of 
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transmitting EDs to the child (Barnett, Buckroyd & Windle, 2005; Stein et al., 2006). 

Group therapy focused on mother-infant interaction around ED has been shown to be 

successful when compared to group therapy without a child interaction focus (Stein et al, 

2006). 

 There has also been a shift in the focus of treatment to one that highlights a 

longer-term recovery perspective. Historically recovery from EDs has been defined as 

ceasing ED behaviors for a certain length of time (Strober, Freeman & Morrell, 1997), 

but this elimination of eating behaviors seems to be highly correlated with the length of 

inpatient treatment and doesn’t extend beyond treatment. An exception to this is when 

treatment professionals focus on the behaviors that extend beyond the initial therapeutic 

stay into a longer-term recovery effort (Vanderlinden, Buis, Pieter, & Probst, 2007). 

Recovery efforts focused on improving self-esteem (Beresin, et al, 1989; Hsu, et al., 

1992; Pettersen & Rosengvinge, 2002; Cockell, Zaitsoff, Geller, 2004), rediscovering a 

sense of self (Patching & Lawler, 2009), problem-solving skills, like conflict resolution 

(Patching & Lawler, 2009) and increased social support from family and others in 

recovery (Beresin, et al., 1989; Pettersen & Rosenvinge, 2002; Cockell, Zaitsoff, Geller, 

2004) tend to serve as better recovery outcomes after treatment. The research is unclear 

as to the extended benefits of such an approach and how they are best negotiated around 

motherhood. 

Recovery rates from eating disorders range from 24-76% (Eckert, Hami, Marchi, 

Grove, & Crosby, 1995, Field, et al., 1997; D’Abundo & Chally, 2004). While other 

researchers report 70-80% of individuals with and ED recover from their disorder, though 

it usually takes 5-7 years (Berkman, Lohr, Bulik, 2007; Treasure, Caludino, Zucker, 
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2010). Part of these differing statistics may be attributed to a lack of a consensus 

definition or criteria for recovery from an ED (D’abundo & Chally, 2004). Most women 

who have recovered from an ED have sought treatment of some sort. This treatment can 

include professional intervention (e.g. inpatient or outpatient therapy) as well as self-help 

groups like Overeaters Anonymous (Rorty, Yager & Rossotto, 1993). In an effort to 

enhance the treatment outcomes, researchers have attempted to understand the difference 

between individuals in recovery and those still active in their ED. Individuals in recovery 

have more similar eating behaviors to those without EDs; however, individuals in early 

recovery have similar eating behaviors to those still active in their ED. Hence, treatment 

professionals should be aware of how these differences impact individuals at different 

stages of recovery (Fitzsimmons-Craft, Keatts & Bardone-Cone, 2013; Wagner et al., 

2006.)  

Another important part besides the definition of recovery is the process of 

recovery. This tends to begin with women finding the motivation to recover from their 

eating disorder. Literature on the motivation for recovery for women with eating 

disorders has been conducted qualitatively. Women with anorexia were interviewed and 

found to have 4 distinct types of motivation for initiating recovery. 1) Having a sense of 

vitality a sense of 2) sense of autonomy 3) sense of insight and 40 negative consequences 

(Nordbo, Psychol, Gulliksen, Espeset, Skarderud, Geller, & Holte, 2008). Other research 

denotes the importance of having a supportive relationship, like therapist and maturing as 

an adult as reasons that lead to recovery (Tozzi, Sullivan, Fear, McKenzie, & Bulik, 

2003). Another common reason that leads to recovery was the desire to become pregnant 

or start a family (Darcy, Katz, Fitzpatrick, Forsberg, Utzinger, & Kick, 2010) 
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 It is important to discuss Prochaska’s & Diclemente (1992) trans-theoretical 

model of change when discussing motivation for recovery (Hasler, Delsignore, Miols, 

Buddeberg, & Schnyder, 2004; Prochska & Diclemente, 1992; Wilson & Schalm, 2004). 

This model helps determine a client’s motivation for change, and in the case of EDs, their 

motivation for changing eating behaviors and weight concerns (Joranby, Frost-Pineda, & 

Gold, 2005). Trans-theoretical stages include pre-contemplation (not thinking about 

change), contemplation (intending to change), preparation (planning to change), action 

(making health changes in the behavior), maintenance (having made behavioral changes 

for a period of time), and have been found to be important to the motivation and outcome 

of treatment for EDs (Hasler, Delsignore, Milos, Buddeberg, and Schnyder, 2004). The 

stages are important in order to assess appropriate motivation for change and the timing 

and potential success of intervention strategies. Along with this motivation for recovery, 

characteristics related to the process of recovery have been recognized as the 

development of a separate identity, emotional factors, desire to have children or the 

development of supportive relationships (Federici & Kaplan, 2008; Keski-Rahkenen & 

Tozzi, 2005; Darcy, Katz, Fitzpatrick, Forsberg, Utzinger, & Kick, 2010).  

Women struggling with EDs may also have a wide variety of symptoms that 

persist after treatment or during the maintenance of recovery (Wagner, et al., 2006).  

There are specific challenges for those women in later phases of recovery from EDs. 

These include realizing negative consequences from their ED, searching for alternative 

coping strategies (regulating emotions), seeking normality (normal behaviors, thoughts 

and reactions), recognizing how their identity has evolved and learning to accept loss 

(from negative life events) (Petersen, Thune-Larson, Wynn & Rosenvinge, 2013). 



Texas tech University, Heather Austin-Robillard, December 2016 

22 

 

Petersen, Thune-Larson, Wynn & Rosenvinge (2013) identify an additional and 

significant challenge related to relearning how to eat. Relearning to eat includes women 

learning how to eat without using restricting, binging, and purging behaviors. Given that 

women in recovery have similar eating characteristics to women still active in their ED, 

and the likelihood women will continue to struggle with ED symptomology while in 

recovery, recovery may look very different for each individual. More research is needed 

to determine the characteristics of long-term recovery and their relationship to eating 

behaviors. These challenges may be more difficult when motherhood is added to the 

equation.  

 As stated previously coping skills have been studied as part of the treatment and 

recovery process of EDs; however, not much is known regarding “coping” as it relates to 

mothers, EDs, and recovery. There are studies relate to certain coping styles that may 

heighten ED symptomology. These coping styles include anxious coping, avoidant 

coping (Troop, Holbrey, Trawler, & Treasure, 1994) and emotion-oriented coping (Koff 

& Sanganie, 1997). Problem solving coping like seeking social support has been found to 

be an effective strategy for women with ED (Troop, Holbrey, trawler, & Treasure, 1994).   

 Qualitative research has uncovered additional characteristics related to the process 

of recovery and EDs (Weaver, Wuest, & Ciliska, 2005; Matoff & Matoff, 2001). 

Researchers focused on women who identified as being in recovery from AN, 

specifically they identified how women went from self-soothing through weight loss to 

self-care through healthy eating and problem solving (Weaver, Wuest, & Ciliksa, 2005). 

Another qualitative study focused on a case study of a middle aged women and her 

recovery from AN. Her process of restoring her emotional and social wellbeing included 
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increasing her self-esteem and confidence (Matoff & Matoff, 2001). Given these 

processes of change in recovery have been identified as helpful to women, it makes sense 

this might also extend to mothers and their children.  

Recovery’s Impact on Children 

Research is limited on how mother’s recovery might impact their child’s 

wellbeing. There is a body of research related to EDs and both its negative and positive 

impact on mothers. Certain studies pertaining to the negative EDs have on mothers and 

their children include social isolation, being emotionally absent from their children, 

problems setting boundaries (with others and their children), and modeling disturbing 

eating behaviors to their children (Stitt & Reupert, 2014). Along with this negative 

impact, some researchers highlight how motherhood might actually have a positive effect 

by reducing ED symptoms (von Soest & Wichstorm, 2008; Tuval-Mashiach Ram, 

Shapiro, Shenhave, & Gur, 2013) and motivating them to get into recovery for their 

children (Stitt & Reupert, 2014). When compared to childless women with ED, mothers 

had fewer eating problems, yet appearance satisfaction increased less than in childless 

women (von Soest & Wichstorm, 2008). There is also research on how a mother’s ED 

impacts their identity as a mother (Tuval-Mashiach Ram, Shapiro, Shenhave, & Gur, 

2013; Mazzeo, et al., 2005). Themes for mothers with EDs include, guilt about being a 

“good mother”, worry about their child’s involvement in their ED, and the mothers 

ability to engage in appropriate coping strategies. However, little research has been done 

on the impact of ED recovery on motherhood (Tuval-Mashiach Ram, Shapiro, Shenhave, 

& Gur, 2013).   
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There have been studies done on the perceptions mothers have about the impact 

their ED has on their children (Tuval-Mashiach, Ram, Shapiro, Shenhav & Gur, 2013; 

Troop, Holbrey, Trawler, & Treasure, 1994; Stitt & Reupert, 2014). One qualitative study 

with 13 mothers revealed themes of: concerns about not being a good enough mother, 

concern over the child’s involvement in the ED, and coping strategies the mother has 

utilized for these challenges were present with a history of ED (Tuval-Mashiach, Ram, 

Shapiro, Shenhav & Gur, 2013). This research mainly focuses on the negative perceived 

impact a mother’s ED can have on a child, but does not explain the impact a mother’s 

recovery has on her children.  

Along with the negative impact a mother’s ED has, some researchers highlight 

how motherhood might actually have a positive effect on a mother by reducing ED 

symptoms (von Soest & Wichstorm, 2008; Tuval-Mashiach Ram, Shapiro, Shenhave, & 

Gur, 2013) and motivating them to get into recovery for their children (Stitt & Reupert, 

2014). When compared to childless women with ED, mothers had fewer eating problems, 

alcohol use and impulsiveness; yet appearance satisfaction increased less than in childless 

women (von Soest & Wichstorm, 2008). There is also research on how a mother’s ED 

impacts their identity as a mother (Tuval-Mashiach Ram, Shapiro, Shenhave, & Gur, 

2013; Mazzeo, et al., 2005). Themes for mothers with EDs include, guilt about being a 

“good mother”, worry about their child’s involvement in their ED, and the mothers 

ability to engage in appropriate coping strategies. However, little research has been done 

on the impact of ED recovery on motherhood (Tuval-Mashiach Ram, Shapiro, Shenhave, 

& Gur, 2013). One theme from the literature is it provides an initial step in the process of 
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studying the possibility that motherhood could be a positive step in the recovery 

experience for both mother and child.   

Gaps in the Current Literature 

 Overall, the extensive ED literature is lacking with the specific focus of the 

recovery process for ED. Since older women are becoming more likely to struggle with 

an ED or to deal with relapse issues, more research is needed on this population as well. 

This is especially important given this older population of women are more likely to have 

children. This also extends to a lack of understanding on the positive and negative 

impacts their recovery has on their children. There is a need for an understanding on their 

communication and interaction around eating and body image and the significant impact 

it has on their children.   

 Other gaps include a singular focus on AN or BN when middle-aged women are 

more likely to struggle with BED or EDNOS (Mangweth-Matzek, et al. 2014). While 

there is literature on the treatment of EDs there is still a large gap in the understanding of 

recovery in relation to motherhood. There have been qualitative studies on ED recovery 

(Tuval-Mashiach, Ram, Shapiro, Shenhav & Gur, 2013; Petterssen, Thune-Larsen, 

Wynn, & Rosenvinge, 2013), but not on the relationship between motherhood and 

recovery. Furthermore, the research is silent on the impact a mother’s ED recovery has on 

their children. 

 The limited depth of methodological application in this area hinders our 

understanding of mothers in recovery. Although there has been both quantitative and 

qualitative research with mothers with EDs, most of the quantitative research has been 

done on mothers and their infants (Barnett, Buckroyd & Windle, 2006; Stein et al., 2006). 



Texas tech University, Heather Austin-Robillard, December 2016 

26 

 

Qualitative approaches have included narrative analysis (Arnold & Doran, 2007), case 

study with mother daughters recovery aspects (Cwickel, 2011), hermeneutic (Rortveit, et 

al, 2009) and a phenomenology on how women recovery from ED (Rorty, et al., 1993). 

Meta-analysis has also been used to increase understanding related to EDs and women 

over the age of 40 (Lenz, Taylor, Fleming, Serman, 2014). Though there are a number of 

methodologies, grounded theory has not been extensively and not at all related to the 

topic addressed in this research study.  

Rationale for Project 

 Understanding the impact of motherhood on recovery from EDs is important for 

both women with children and the children themselves. There is little research on the 

process of recovery for women struggling with EDs who become mothers. The current 

study planned to learn how mothers in recovery from an ED navigate through 

motherhood. What can we learn from how they have reared their children? What are the 

steps they have taken to recover from their unhealthy eating behaviors and poor body 

image? These questions are important for mothers who have struggled with EDs, women 

who are actively struggling with an ED, and professionals who are aiding in the 

treatment/recovery of mothers with an ED. Helping these women and professionals know 

what to do when recovering from an ED and raising children can increase the 

effectiveness of treatment and provide guidance for the recovery process that follows.  

Having information related to the recovery process will also provide some degree of 

recovery support for those unable to afford or attend treatment.  
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Aims of the Project 

 The primary purpose of this study was to focus on the characteristics of recovery 

instead of focusing on the negative interactions an ED can have on a mother and her 

child. With this the aim of this study was to identify a process of recovery for mothers 

with a history of an ED. An additional aim of this study is to search for characteristics, 

behaviors, and thoughts related to motherhood that aided these women in maintaining 

their recovery, as well as interacting with their children. The following questions will be 

used to accomplish the dual focus of this study: 1). What does it mean for mothers to be 

in recovery from an ED? 2). What have been the steps in their recovery? 3). How does 

their identity as a mother influence their recovery and vice versa? 4). How do they 

perceive the impact of their recovery on their interaction with their children? 5). How 

does a mother’s recovery impact or influence their communication around body image 

and eating?  

These research questions allowed the researcher to identify a process of recovery 

negotiated through the lens of motherhood. The researcher was also able to pinpoint a 

process that explains the perceived interaction patterns mothers in recovery have with 

their children, specifically as it relates to attempting to prevent the transmission of their 

eating disorder to their children.
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Chapter Three: 

Methods 

 

The purpose of this study was to identify a process of recovery for mothers with a 

history of ED with a sub purpose of identifying the specific characteristics, thoughts and 

behaviors that have aided women in navigating their recovery around motherhood. Given 

this purpose, a grounded theory qualitative framework was used. Such a “framework 

entails being sensitive to the voice of the participant and using both inductive and 

deductive reasoning to search for patterns and themes in the participants’ stories” 

(Creswell, 2013, p.44). This framework was appropriate given the research questions as 

they relate to the need to discover a process of recovery for mothers with ED.  

 This study followed a pragmatic epistemology in that “there is a world beyond 

our senses that is knowable…and it is knowable through a process of communication” 

(Daly, 2007, p. 25). The current literature on mothers with ED is lacking the voice of the 

participants as to how their recovery is negotiated by motherhood. As a result, the 

researcher attempted to gain knowledge about the recovery process by having a 

conversation with mothers who had gone through or were actively in the process of 

recovering from an ED.  

There are multiple perspectives on recovery from EDs and the dominant discourse 

(i.e. transmission of negative eating and body image) of maternal EDs and its impact on 

children is not the only perspective. “A pragmatism approach views reality as fluid… and 

is open to multiple interpretations” which means that perspectives and values are linked 

together (Charmaz, 2014, p.263). Therefore, the perspectives and values of these women 

helped to create a process of recovery, using the voices of mothers with ED, helped to 

highlight the many interpretations.   
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Along with a pragmatic epistemology, I used the constructivist approach created 

by Charmaz while attempting to identify a process of mothers in recovery from ED. A 

constructivist grounded theory approach uses inductive, comparative and open-ended 

methods, but also emphasizes the action and meaning inherent in the pragmatist tradition 

(Charmaz, 2014). Charmaz’s constructivist theory emphasizes the involvement of the 

researcher in the interpretation of the data. This approach was important in this study, as 

there was a personal interaction between the researcher and participant. Through a 

constructivist approach I took my own position, privileges and interactions into account 

during the entirety of the research. I am a white, heterosexual, married, middle-class, 

college educated, and a woman. Throughout the study I also became a mother, which I 

believe impacted the participants ability to be open up and their expectation that I might 

have “some” perspective or understanding as it relates to their experience. A 

constructivist grounded theory approach is important to reduce the researcher’s bias and 

recognize the researchers own values and their impact within the interpretation of the 

data (Charmaz, 2014).  

Reflexivity of the researcher was incorporated to indicate my position in the 

interpretation of the data. I attended to this by explaining to each participant my interest 

in this topic and at the beginning of each interview I explained to the participants where 

my desire for this study derived from. The following personal disclosure was one way I 

attempted to deal with the issue of reflexivity in this research:  

My interest in this topic comes from being raised by a mother who also struggled 

with AN for over 30 years, including the first 16 years of my own life. This 

experience has impacted my own eating and body image ideals, but has not 



Texas tech University, Heather Austin-Robillard, December 2016 

30 

 

necessarily been a negative impact. This has peaked my interest in how mothers 

have perceived their recovery process while being a mother and their perception 

of their recovery’s impact on their children. 

Another way I attempted to be reflexive with the data was to write memos throughout the 

data analysis. Memo-writing can aid researchers in being aware of potential effects on the 

data (Backman & Jyngas, 1999). For example in one memo I wrote about my experience 

of being a mother and interviewing other mothers.  

I have noticed, it seems the participants may assume I should understand because 

I am a mother. So they may not explain more because of this assumption. And I 

may not ask follow ups because I assume I understand due to the similarities we 

have as mothers. 

This memo aided me in making a more conscious effort to ask follow up questions, even 

if I thought I could relate to their explanation. This would help me have data that was 

close to the participants experience and not what I understood about being a mother.  

 A grounded theory methodology enables the researcher to develop a theoretical 

framework based on women’s stories that have experienced the same process (Creswell, 

2013, p.83). This study searched for a process of recovery from participants who had a 

history with EDs and were actively abstaining from the unhealthy thinking and eating 

behaviors characterized by such. Grounded theory relies on a postmodern approach to 

derive “turning points” in people’s stories (Clarke, 2005; a cited in Creswell, 2013). I 

searched for those turning points in the mother’s recovery from her ED, as well as the 

problematic situations that may have arrived from the transition of being a mother with 
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an ED. I also questioned how those turning points in a mother’s ED influenced her 

recovery and her perceived impact on her children.   

Measures 

 The measures for this study included a screening assessment, demographics and 

the semi-structured interview. The screening assessment used was the Eating Disorder 

Diagnostic Scale (See Appendix D). The Eating Disorder Diagnostic Scale (EDDS) is a 

brief self-report questionnaire that assesses for anorexia, bulimia and binge eating 

disorder (Stice, Telch, Rizvi, 2000). This screening assessment identified participants 

who were currently active in their eating disorder behavior. This measure asked questions 

to assess for anorexia, like "over the past 3 months have had a definite fear you would 

gain weight" in which participants rated on a scale of 0 (not at all) to 6 (extremely). It 

assessed bulimia with questions like "How many times per week on average over the past 

3 months have you made yourself vomit to prevent weight gain or counteract the effects 

of eating" with a range from 0-14 times. It also assessed for binge eating disorder with 

questions like “how many times per week on average over the past 3 months have you 

eaten an unusually large amount of food and experienced a loss of control", with answers 

ranging from 0-14 times. The EDDS has been found to be reliable with an alpha of .89 

and has established criterion and convergent validity (Stice, Telch, Rivzi 2000). . 

The scoring for the EDDS is separated between three differing EDs (Anorexia, 

Bulimia and Binge Eating (BED). For an Anorexia diagnosis the participant had to meet 

4 criteria on the assessment: A) have a BMI lower than 17.5; B) rate a fear of gaining 

weight higher than a 4 (item 2); C) evaluated shape or weight higher than 4 (item 3, 4); 

and D) experienced amenorrhea of 3 months (item 21). A bulimia diagnoses was 
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determined if participants A) binged and experienced a loss of control or answering yes 

greater than 2 (item 8), B) regularly used compensatory behaviors of sum greater than 8 

(Items 15-18), and C) evaluated weight or shape of higher than 4 (Item 3 & 4). And lastly 

BED was diagnosed if participants A) binged and experienced a loss of control (item 5 & 

6)and higher than 2 (Item 7), B) experienced overeating behaviors with at least 3 

questions (items 9-13), C) distressed by overeating (Item 14), and D) was absent from 

compensatory behaviors (items 15-18) (Stice, Telch, Rizvi, 2000).  

  The next measure consisted of six demographic questions, which included 

questions about race, age, sexual orientation, and relationship status and the ages and 

gender of the participant’s children. This demographic information was used to describe 

the sample of participants, which will be discussed later in this paper.  

 Lastly, a semi-structured interview was used to gather information about how 

mothers with a history of an ED negotiated their recovery while raising children. There 

were a few open-ended questions (see Appendix C) to allow the participant to share their 

story or process of recovery from an ED. The semi-structured interview was guided by 

responses from earlier interviews and dictated a revision and addition/subtraction of 

questions for later interviews. I listened to each of the answers and asked follow up 

questions that arose during the interview. If there were any concepts that arose in the 

interviews, I adjusted later interviews and even attempted to reach out to earlier 

participants about specific themes that arose. 

 The interview was scheduled to be an hour and half long, but most participants 

finished in under an hour. The interview focused on questions related to how recovery 

was negotiated by motherhood. These questions provided the information to build a 
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model of mother’s recovery from EDs. Additionally, the interview attended to how 

mothers perceive the negative and positive impact of their recovery on their children. 

This included how they interacted or communicated about eating and body image as it 

relates to their own children. This guided me in understanding the thoughts, behaviors 

and feelings that impact a mother’s recovery from ED.  

Procedure  

 Recruitment. The main sampling strategy for this study was criterion sampling. 

Criterion sampling focuses on gathering participants who meet certain criteria 

(Bloomberg & Volpe, 2012). For this study the criteria was mothers of children with at 

least one child between ages 5-18 and who identify as being in recovery from an ED. Due 

to the difficulty of gaining access to this specific population the researcher used methods 

of convenience and snowball sampling. Convenience sampling relies on availability of 

participants and the snowball method allows participants to refer other participants that 

meet the criterion for this study (Bloomberg & Volpe, 2012). Using these methods of 

sampling allowed for a saturated sample of participants with multiple perspectives; 

hence, aligning with the symbolic interactionism approach, which incorporates the use of 

multiple perspectives in the interpretation of a concept.  

 Recruitment flyers were posted on Facebook with instructions to share the link as 

a way to increase the sample pool. Participants were also recruited through Texas Tech’s 

email announcement. Lastly recruitment flyers were posted through an online forum 

called Reddit. Reddit allows for sub forums that include subjects about eating disorders, 

recovery and mothers. The recruitment post included a phone number and email address 

for potential participants to contact the lead researcher. In order to increase the sample 
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size, each participant was offered a $25 Amazon gift card for participating in the 

interview. This Amazon gift card was sent via email following the interview and was 

funded directly by the researcher. 

 Participants either initiated interest through a phone call or email. Interviews were 

offered over Skype, in Google hangouts or in person if they were local. Consent was 

gathered at the time of interview or was electronically sent to participants, which was 

signed and emailed back before the interview took place. Participants consented to their 

interview being audio recorded and the recording being stored as part of the data for this 

study.  The researcher conducted all interviews in a private room. Those conducted in 

person were done in the Family Therapy Clinic where confidentiality could be assured. 

The interview was audio-recorded and the interview was removed from the recording 

device immediately after and transferred onto a secure hard drive. These recorded 

interviews were then transcribed by the researcher or by a professional transcriptionist. 

Electronic transcriptions were de-identified and the participants were given code names. 

The audio recordings were deleted from the recording device as soon as they were 

transferred to hard drive, and deleted from hard drive as soon as electronic transcription 

was completed. The electronic transcription was backed up on another secured hard drive 

and both were kept in a locked drawer in a secured office. As the primary investigator, I 

was the only person with access to the secured files. 

 Two of the transcribed interviews were emailed to 2 other colleagues in order to 

check early themes and check for researcher bias. The other two coders included two 

experienced graduate students, who both had practice with qualitative coding. Their 
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involvement was meant to increase the trustworthiness of the resulting data and was 

important for maintaining interrater reliability in this study.  

All of the electronic transcriptions were filed in software called Nvivo, in order to 

speed up the codding process. The participants were notified of the data storage 

procedures in the consent form. Identifying information, like contact information, was 

kept until the end of the research project to allow for flexibility/clarification and the 

follow-up of themes that presented in later interviews. At the conclusion of the analysis 

all identifying information (i.e. Names and email) was deleted and destroyed.   

Sample Selection 

Inclusion criteria. The inclusion criteria for this study included participants who 

could speak English and provide consent. Mothers who were unable to read were 

welcome in the study as the consent form could be read to them if needed. Mothers who 

had relapses in their recovery were included due to the additional and important insight 

this information could provide to the process of recovery. Mothers with more than one 

child, including children no longer living in the home and pregnant mothers could also 

participate, as long as they had at least one child between the ages of 5-18. Having 

participants with children above the age of five was important due to the lack of research 

on the effects of a mother’s recovery outside of infancy. Because parenthood is not 

always biological, mothers who were not biological parents, such as adoptive or 

stepparents were also included.  

Mothers were not excluded based on relationship status; race and sexual 

orientation when participating in this research. Including participants that do not fit the 

majority status on race, relationship and sexual orientation provides for more well-
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rounded and rich data and incorporates multiple and more diverse perspectives. 

Participants who identified themselves in recovery from any ED, including AN, BN, 

BED, and EDNOS were included in the study along with participants who had never 

been officially diagnosed with an ED, but identified as having a history of eating disorder 

symptomology. Due to the limitations of certain populations having the resources for 

diagnosis and treatment of ED, it was important to include this population in identifying a 

process of recovery. Interviewing mothers who identified themselves as in recovery from 

EDs provided an important component to the process of recovery despite their official 

diagnosis.  

Exclusion criteria. The exclusion criterion was participants who did not have at 

least one child between the ages of 5-18. By excluding mothers of children under five, 

the focus of the data was on the raising of the child rather than just the interaction with an 

infant, which is already in the literature. This exclusion criterion was also important as 

the perception that communication would be a part of the interaction the parent had with 

their child and thus has an effect on the participant’s recovery process. Women who were 

actively participating in their ED (based on the EDDS) were not be included in the 

sample. This eliminated women who identified as being in recovery but continued to 

participate in their ED behavior. By excluding women active in their ED the data was 

protected from the contamination of themes that are usually present in women active ED.    

Current sample. For this study, the sample for this study was 20 mothers with at 

least one child between the ages of 5-18, who were in recovery from an ED. Because the 

research highlights the unrealistic notion of abstinence from an ED, recovery was 

determined as abstinence from participating in unhealthy eating behaviors (using the 
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Eating Disorder Diagnostic Scale (Stice, Telch, Rizvi, 2000). See Table 1 for breakdown 

of sample.   

The racial breakdown of the mothers included 14 Caucasian, 3 Latina and 3 who 

reported as biracial (one mixed Caucasian and black and two mixed Caucasian and 

Latina).  The ages of the mothers ranged from 24-55 with the average age of 35.4. 

Although the researcher did not exclude sexual minorities, the entire sample reported as 

heterosexual. The majority of the sample was married (75%). Three participants were 

married but separated and two other participants were divorced. Of those divorced 

participants one was single and the other was in a relationship.  

Each mother was required to have at least one child between the ages of 5-18, 

however they were not excluded if they had other children who were younger or older 

than 5-18. The participants had anywhere from one to five children with an average of 2 

children. Mothers had children as young as 9 months old and as old as 28, however the 

average age of the participant’s children was 8. The participants had a mixture of genders 

for children. Thirty-five percent of the mothers had only male children, 40% had only 

female children and the remaining 25% had a mixture of male and female children. The 

majority of children were the biological offspring of the participants, except two 

participants had a stepchild in addition to their own biological children.  

The researcher did not exclude any eating disorder diagnosis, but the majority of 

the sample fell into Anorexia or Bulimia diagnosis by report. Seven participants reported 

being diagnosed with Anorexia Nervosa, three participants were diagnosed with bulimia 

nervosa and nine participants reported having a combination of anorexia and bulimia. 

There was one person who was diagnosed with EDNOS, as their eating disorder was not 
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fear of weight and was more related to anxiety around food. Participants were recruited 

by having a year or more of recovery. Participants reported having anywhere from 1 year 

to almost 20 years. The average time in recovery for this sample were 7 years.  

Each of the participants was screened using the EDDS to weed out any 

participants active in their ED. This screening tool specifically screened for AN, BN, and 

BED. None of the participants currently met criteria for BN or BED. There were two 

participants who met all the criteria for Anorexia, except their BMI was unknown. The 

participants reported not knowing their weight was as part of their recovery. Both of 

these participants were also in their early stages of recovery as they reported only having 

1.5 years of recovery.
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Table 1: Sample Demographics. 

     Frequency (N)   Percentage 

Race/Ethnicity 

 Caucasian       14        70% 

 Latina         3        15% 

 Biracial        3        15% 

Relationship Status 

 Married      15          75% 

 Divorced/separated      4            20% 

 Dating        1       .05% 

Age of Mother 

 Under 30        2        10% 

 Between 30-35      13        65% 

 Between 36-40       1       .05% 

 Between 41-50       2        10% 

 Older than 51        1       .05% 

Number of Children 

 1        2        10% 

 2       12        60% 

 3        5        25% 

 4 or more       1       .05% 

Gender of Children 

 All girls       8        40% 

 All boys       7         35% 

 Mixed girls and boys      5        25% 

Age of Children 

 All 5 and under      3        15% 

 All 10 and under      9        45% 

 All 18 and under      6        30% 

 All 30 and under      2       .10% 

Current BMI 

 Underweight 

 Normal weight     13       65% 

 Over weight       2       10% 

 Obese        2       10% 

 Unknown       3       15% 

Eating Disorder 

 AN       7       35% 

 BN       3       15% 

 AN/BN      9       45% 

 EDNOS      1      .05% 

Years in Recovery 

 Less than 2 years     5       25% 

 2-5 years      4       20% 

 5-10 years      5       25% 

 10 or more years     6       30% 
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Analysis 

  Grounded theory attempts to construct a complex conceptual analyses through 

interviews (Charmaz, 2014). For this study, the research sought to identify a mother’s 

recovery process from her ED and her negotiation of motherhood during recovery. 

Analysis for grounded theory consists of two phases including initial coding and focused 

coding. Initial coding involves studying fragments of the data (words, lines, & segments) 

closely for their importance (Charmaz, 2014). Initial coding began as soon as the first 

interview was transcribed. This was done to help identify questions or themes that were 

important to ask in the later interviews. As the interviews were transcribed and coded, I 

wrote memos about specific thoughts had while coding (Corbin & Strauss, 2008).  

Memos generally include writing notes about the researcher’s thoughts and ideas while 

analyzing the data. Memo writing is important because it creates an interactive process 

with the research team and the data throughout the process (Charmaz, 2014). This 

allowed me to identify my values or bias during the interpretation of the data. This was 

also important for reflexivity and trustworthiness during the analysis of the data.  

 During initial coding the research team and myself focused on identifying the 

actions present in each segment of data rather than applying pre-existing categories. This 

was attended by coding with words that reflected the participant’s action rather than 

themes and topics (Charmaz, 2014). I also used initial coding to search for areas of gaps 

in the data. This allowed me to adjust the interview in order to specifically ask about 

those gaps. For instance through initial coding I noticed there was a gap in specific 

coping skills participants used to protect their recovery. This allowed me to ask later 

participants about the specific coping skills used and filled this gap in the data. I also 
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maintained on coding actions by conducting line-by-line coding for the first five 

interviews. Line by line coding consisted of naming each line in the data (Charmaz, 

2014).  This helped me stay as close to the data, with little research bias. By following the 

leads in the data through line-by-line coding it helped me identify specific categories that 

emerged in the data.   

The next step in the coding process was focused coding. Focused coding involves 

using the significant or most frequent initial codes to organize large amounts of the data 

(Charmaz, 2014). Once initial coding was done on 2 or more interviews, I identify 

significant initial codes in the data. I began to categorize these frequent and significant 

codes. I used comparative methods during focused coding by comparing codes from 

earlier interviews with codes from later interviews. This helped me determine the focused 

codes to look for in the later interviews.  

Theoretical coding followed focused coding, which concentrated on how the 

categories and codes related to one another and might integrate into a theory (Charmaz, 

2014). I used memos when concentrating on the relationships between codes. This stage 

of the analysis allowed me to identify when certain focused codes preceded other codes 

and furthered my ability to identify categories and themes. 

Throughout the analysis process, I used comparative methods. Glaser and Strauss 

(1967) emphasize the importance of using comparison methods at each level of analytical 

work. I used comparison methods by searching for similarities and differences. This 

included comparing statements within the same participant interview and also statements 

from different participant interviews. While comparing data, I used memos to identify if 

my codes define another view of the process, action, or belief rather than the participants 
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(Charmaz, 2014. This protected me from using the participant’s perspectives rather than 

my own interpretation of the data. 

After comparing all of the interviews, I constructed the different categories and 

began to develop the process of recovery for mothers in recovery. I created the model 

based on the interpretation of the data. The model was re-worked several times as I went 

back to the memos and the data to assure the model reflected the participant’s story. This 

initiated several changes to the wording of the model and the relationship between the 

themes. I also used the research team in order to reflect on the model, which also 

increased the understanding of the model and reduced researcher bias. 

Validity and Reliability 

 Qualitative studies attend to reliability and validity by acquiring trustworthiness. 

This study attended to trustworthiness by finding negative cases when analyzing data, 

using peer debriefing, and continued observation (Morse, Barrett, Mayan, Olson, & 

Spiers. 2002). Searching for negative cases includes finding data that discounted the 

themes interpreted by the coding team. By identifying these negative case I was able 

validate themes in the later interviews. A threat to reliability with qualitative methods is 

the fact that coding is not blind to the researcher. Reliability was attended to by using an 

advisor and 2 colleagues check for agreement on the earlier coding process as well as the 

later analysis. This peer debriefing reduced researcher bias, as well allowed for multiple 

interpretations, which is important to a constructivist grounded theory approach. I also 

attended to reliability by checking back with participants about specific themes that 

arose. This consisted of a few participants early in the process in which I contacted to 

gather information about codes that arose in later interviews. I also continued to gather 
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participants until I started to notice I was finding the same process in each interview and 

no new themes arose. With this continued observation I was able to reach saturation for 

the data and assure that identified themes and process of recovery were evident.   
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Chapter Four:  

Results 

 

 The grounded theory model that was developed from the data has three distinct 

categories.  Mothers’ Finding Motivation to Recover was the first part of the model and 

fueled the Mother’s Recovery Process. Parallel to this process mothers also concentrated 

on Passing Healthy Patterns to their children. Similar to the Mother’s Recovery Process, 

Passing Healthy Patterns was also preceded by participants Finding Motivation. This 

overall model tells the story of how recovery is negotiated by motherhood and its 

influence on the mother-child interaction and can be seen on Figure One. 
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Figure 1: A model for mothers in recovery from ED. 
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Figure 2: Mother’s Recovery Process initiated by Finding Motivation
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Finding Motivation 

 The mothers described an essential step in their recovery process as Finding 

Motivation. Not only did their motivation initiate their recovery, it often fueled the 

maintenance of their recovery and prevented them from relapse. The mothers described 

several reasons for Finding Motivation, including preventing transmission to their 

children, a desire to participate in healthy mothering or for their own personal health. 

Each participant identified one or more of these reasons in motivating them in their 

recovery. These subthemes will each be discussed, using examples from the participants.  

Preventing Transmission 

 All of the mothers in this study expressed a desire to avoid transmitting their ED 

to their children. For some participants, there was a fear or worry of transmitting their 

eating struggles to their child and with others there was a hope to prevent their ED from 

manifesting in their children. An example of this worry came from Laney who was the 

mother of three girls.  

I’m very concerned, because I’m worried about my own kids. Like to be honest I 

want everyone educated and I want to find a solution, but I really care about my 

kids. It scares me knowing that there is a link between heredity and eating 

disorders. It really honestly terrifies me.  

This worry or desire motivated the mothers to begin their recovery, maintain recovery 

efforts and interact in specific ways with their children to avoid transmission. Anna, a 

mother of two girls, explained her motivation for being in recovery.  

I think it definitely has helped me want to be recovered because I don't want to 

see my children do that.  
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And Tina, a mother of two boys (one stepson) described her desire to maintain recovery 

in order to set a good example for her children.  

To set a good example…kind of helps me maintain the goals and stay on the path. 

I think, especially that first year I was married. I was maintaining a healthy 

weight, but I was also doing some things that I wasn't necessarily proud of, like 

measuring water…and kind of seeing how my stepson kind of raised his eyebrows 

at that was a good motivator to stop the behavior.  

 Lastly, this motivation to prevent transmission to their child motivated mothers in 

how they interacted with their children. One example came from Francis, who was the 

mother of 3 girls, including one-step child.  

It’s kind of made me more aware of the fact that I’m a role model. Or that I have 

to, I have to be some kind of example, you know? If she observes the way you 

are, the way you cope with things, you know, God forbid, I would never want her 

to have an eating disorder. So I don't know, you notice your role when your kid 

gets older.  

 This motivation to interact with their children in specific ways in order to prevent 

transmission was plentiful. Each participant expressed some way in which they act 

differently with their child in the hopes to prevent the transmission of their eating 

disorder. This motivation to prevent passing the disease to their children motivates them 

throughout their recovery process and plays a huge role in their desire to pass healthy 

patterns to their children, which will be discussed later.  

Healthy Mothering 
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Almost all of the participants desired to be good mothers for their children and knew 

being in their ED would not allow them to fulfill this goal. Not all of the participants felt 

they were “bad moms” for having an ED, as they actually participated in healthy coping 

behaviors in front of their children while hiding their ED from their children. In this 

sample the women were able to recognize they were not being the moms they wanted to 

be. Laney provided an example of this: 

I didn’t feel like less of a mother to be honest with you. Like when I was still 

binging and purging I just felt like I wasn't devoting as much time as I should be. 

And now I have more time to devote.  

 A mothers desire to differentiate between the negative mothering present during the ED, 

and the participation of healthy mothering motivated them in their recovery process. This 

desire to be a “good mom” encouraged them to participate in recovery. 

 Tatiana, a mother of two boys described the difference of being a mother active 

her ED and when in recovery.  

When I was in the middle of my eating disorder, my mom didn't have a clue that 

there was anything wrong. It’s not because she wasn't a good mother…I was busy 

doing my own thing, so I guess one of the benefits is I have made a very 

concentrated effort to be more in tune with my kids. When something seems off I 

stop everything and try to figure out what’s going on or no put it off because I’m 

too busy right now.  

This motivation to be a “good mother” also assisted them in maintaining their recovery. 

Kala (mother of 3 boys) expressed the need to be physically well in order to care for her 

children.  
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I think it really hit home, here is this little person that I’m completely responsible 

for. I was very determined to breastfeed…So I was like I’ve got to take, make 

sure I’m really, really taking good care of myself, so I can take care of him.  

This wish to mother healthily motivated the women’s’ later phases in a Mother’s 

Recovery Process and in the ways they attempt to Pass Healthy Patterns to their 

children, which will be discussed later.  

Personal Health 

 The last concept in Finding Motivation was less present than the previous two, 

but represented the participants’ desire to recover due to their own personal health. This 

motivation for personal health often co-occurred with either preventing transmission or 

healthy mothering. For example, Mandy (mother of two girls) conveyed her desire to be 

healthy for herself as well as her child.  

…Because here was a body I had literally beat up, through what I ate or didn't eat 

and also just as a dancer, there is a very masochistic nature to dance…It was 

realizing this sort of and I knew it before, but really have a sense of masochism I 

had towards my body and how hard I was on it. And then, “oh my gosh, you’re 

growing a human, you need to take care of you and your body and be gentle on it.  

Another example of seeking recovery due to personal health was represented by Chanda, 

who had two boys and reported being in recovery for about 20 years.  

There was a point in my early 20s when I decided I could never go on a diet 

again. Diets were bad for me…my weight was going up and down and that was 

very unhealthy for me.  
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This effort to avoid diets was her initiation into recovery and encouraged her to avoid 

relapse. While personal health was not as significant as the other two concepts in Finding 

Motivation, it did motivate participants through other parts of the Mother’s Recovery 

Process model and will be discussed further. 

Mother’s Recovery Process 

 As part of the aim for this study, I analyzed the data in search for a recovery 

process model for women who were also navigating motherhood. What I found related to 

the Mother’s Recovery Process can be seen in the resulting model found in in Figure 2. 

This model was linear but it works systemically in that, Finding Motivation preceded 

every stage in the process. This recovery process begins with recognition of the ED and 

then participants initiated recovery. For several women this initiation of recovery 

included relapses, but then led mothers to a turning point in their recovery. This was a 

point in their recovery they reported fueled their desire and ability to maintain recovery. 

After this turning point mothers often experienced an identity shift, which allowed the 

mothers to participate in active recovery. Some mothers reached what was termed as 

stability in recovery.  

Recognition of ED 

 The recognition of the ED included the women recognizing their ED symptoms 

themselves, or others noticing their struggles, like family members or diagnosis from a 

professional. This recognition of ED was present for every participant as they described 

the steps they completed to obtain recovery from their ED. Recognizing their ED was 

essential, because it showed their awareness of when their ED developed and what it took 

to initiate recovery. 
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 Recognition by self. All participants were able to recognize when their ED 

started to manifest. For many women they recognized the manifestation of their ED at 

very young ages. For example, Reagan who had 5 children (3 girls, 2 boys) explained her 

recognition of her ED at the young age of five.  

 Among the interviews, not only did participants recognize when their ED 

developed, but also how it changed throughout the course before they entered recovery. 

For several women their ED symptomology changed, like from anorexia behaviors to 

bulimia behaviors. Ashley, a mother of two boys explained her recognition of the change 

in ED.  

Then it quickly yo-yo’d into restrictive eating, and then when I yo-yo’d out of that 

a couple years later it went in full on binge and purge cycles that were almost 

uncontrollable, constant and it was very restrictive for my life.  

 Recognition of ED also encompassed recognition of the negative impact their ED 

had on them. This damaging affect included the negative impact on their body, their life 

and their family. One mother, Francis, explained her ability to recognize the negative 

impact her ED had on her body.  

I was at a point where I was, you know, the frail, like frail bones and stuff. I was 

really; I was really sick and then just seeing what a change the things you can do 

to your body; how much it can change you.  

 Along with a negative impact on the women’s bodies, they noticed the negative 

impact their ED had on their life. Alice, mother of two boys, discussed the recognition of 

the negative impact her ED had on her life.  
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…Just being so absent when in starvation and revved up in all the food thought. I 

literally had periods of time in my life that I can’t even remember.  

This recognition of the impact also led women to notice the affect their ED had on their 

children. An example of recognizing the ED’s effect on their child, like when Darla, a 

mother of two boys and one girl, explained how her bulimia negatively impacted her 

interaction with her children.  

I always had to be more careful with food to make sure I’m not, like I don't eat 

their food, which I’ve done. I’ve literally, like eaten their food and had to go back 

to the store and get more. So I’ve always had to, I’ve always had to be careful 

with that.  

 For many of the women, the recognition of the negative impact of their ED led 

them to recovery, but for some it took being recognized by others.  

 Recognition by others. This difference of recognition of ED by self and by 

others was present for certain woman. They were able to recognize their ED had been 

hidden from others. Ruby, a mother of two girls, explained her experience of her ED 

being revealed by others. 

I usually avoided meal times. You know I just wouldn't eat my lunch, because it 

was easy, as nobody was watching me. And at tea (dinner), I would get a minimal 

amount and just hope that no one really noticed. And they didn't because they 

were busy…From the worst point my sister actually found a kind of diary that I 

had and she found that and confronted me with it.  

 This recognition by others also occurred by persons outside of the family as well. 

While not all of the women experienced a diagnosis of their ED, some women recognized 
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their ED symptomology as an actual eating disorder when a professional diagnosed it. 

Rosemary, a mother of one son and one daughter, clarified how a professional diagnosed 

her first with anorexia and later with bulimia. Many women in this study were never 

diagnosed or sought out any professional treatment for their ED. 

 For some of these women their own recognition of their ED eventually led to 

initiation of recovery, whereas for others the recognition of their ED from others began 

the initiation of their recovery. Other participants experience different factors that led 

them to initiate recovery. 

Initiated Recovery 

 Initiation of recovery was the phase that occurred after the women’s recognition 

of their ED, but it is driven by Finding Motivation through their desire to prevent 

transmission, participate in healthy mothering, or for their own personal health. This was 

shown when discussing Finding Motivation earlier. Initiation of recovery did not 

necessarily mean they stayed in recovery and for some women it included periods of 

relapse. For example, Reagan explained how her initiation of recovery also included 

relapses before her current recovery phase.  

Then I got a little better as I got into high school sports, relapsed again my junior 

year of high school and then again in college. And then 2 weeks after my 30th 

birthday, so two years ago I had a full relapse. I dropped 40 lbs. in 2 months. And 

that lasted from November until like May.  

While this initiation of recovery did not mean continued recovery it was influenced by 

both internal and external factors. 
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 Externally influenced initiation. The external factors that influenced this 

initiation of recovery included, being persuaded by others, pregnancy or the initiation of 

some type of treatment. As described earlier, for some of the participants their initiation 

into recovery began when others noticed their ED. Ruby, who expressed earlier that her 

sister confronted her about her ED, illustrated how this confrontation impacted her 

initiation into recovery. This recognition may have initiated recovery, but it didn't always 

cause the mothers to progress in their recovery. Virginia, who has been in recovery for 

over 7 years and has two children (boy and girl), illustrated how her recovery was 

initiated by the recognition of her ED by her mother.  

Like I said that was kind of the ball that got it rolling for me. Like I said, I mean I 

didn't get into recovery for 5 or 6 more years after my mom found out, but I think 

that was an important part of it.  

This difference between an initial step in recovery and her action of “getting in recovery” 

will be highlighted further in turning point phase. 

 Another external factor that contributed to initiation into recovery was when 

mothers became pregnant. This usually ignited the feeling they would need to cease their 

ED behaviors for the sake of their growing fetus. Maria, (mother of one boy) commented 

on her experience during pregnancy and her ability to cease her eating disorder behaviors.  

Actually when I was pregnant with him that was like the first time in years where 

I didn't really struggle with my eating disorder, because I was able to eat healthy 

and I felt like I was, I was eating for a purpose and I wasn't throwing up. I wasn't 

over exercising or anything. I think that was the first time in years where I was at 

a somewhat healthy point with my eating.  
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While pregnancy initiated many women’s recovery this was not the turning point needed 

for them to internally absorb their recovery. Elise, a mother of one daughter also ceased 

her ED during pregnancy. But expressed how she “fell of the wagon” shortly after that. 

Elise, like other mothers had additional factors that would inspire the progression of their 

recovery after pregnancy.  

 The last external factor for initiating recovery was some sort of treatment. 

Treatment did not always mean progression in recovery, but it introduced them to 

receiving help with their ED. Kala and Rosemary were two participants who entered 

multiple treatments during their initiation of recovery phase and both did not absorb their 

recovery until later in the process. This usually happened in the turning point phase of 

their recovery.    

 Internally influenced initiation. Several women had external factors that 

initiated their recovery, but many for initiated recovery from their internal motivation. 

This was similar to the Finding Motivation theme of personal health. A couple of 

women expressed their initiation into recovery was based on their own desire to get their 

life back.  Tina shares her experience of what lead her to treatment during her initiation 

into recovery.  

I think I just got to a point where there was more that I wanted to do with life and 

I knew that how I was living and how I was behaving wasn’t helping me reach 

any of those goals. I was able to admit that I couldn't get there on my own, that I 

needed professional support. So that's kind of what lead me into treatment.  
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While some women wanted to get their lives back, like Tina, other mothers recognized 

the negative impact of their ED on their body and began to initiate recovery. Elise 

expressed her motivation to reach out because of her internal desire to be healthy.  

The enamel on my teeth started to erode…and I had stomach problems, like 

would get sores in my mouth. I thought, “I really need to do something. —Elise   

This example highlights the impact of the ED on her body and being motivated to seek 

help. A select few women moved along to the later phases of this model, but usually this 

internal desire to initiate recovery was more likely to lead to a turning point in their 

recovery than the external factors.  

Turning Point in Recovery 

 As stated earlier, for some women once recovery was initiated they were able to 

continue to active recovery. However, for many women the initiation phase did not lead 

them to active recovery and other factors needed to occur to ignite their recovery. This is 

when the turning point theme emerged. In this phase, more often than not, motherhood 

was the turning point needed to springboard their recovery. Another common turning 

point for the women was when they got the appropriate treatment for their ED or other 

co-occurring disorders. Similarly to the initiation phase, Finding Motivation (preventing 

transmission, healthy mothering and personal desire) continued to be driving force for a 

participant’s turning point in their recovery. 

 Motherhood. Being a mother was revealed as a motivating factor for the women 

to get into recovery and for many woman motherhood was a significant turning point in 

their recovery. For some women this was merely their desire to have children, like Jen 

articulated during Finding Motivation, and for some it was becoming pregnant or 
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actually having a child that was the turning point for them. The following excerpt 

includes Maria’s recognition of her child being the turning point that led her to active 

recovery.  

Maria: [treatment] did help because I was able to get a lot of things out that I 

hadn’t been able to talk about before. I don't necessarily think it was the change I 

needed in my life…So it helped but I don't think it made a difference until I 

decided I wanted to change and I didn't really want to change at the point that I 

was in therapy.  

Researcher: What do you think influenced you to really want to change? 

Maria: Probably my son. Like once I got pregnant with him I feel like that was 

kind of when I hit that big change.  

This excerpt emphasizes how motherhood was a significant turning point in their 

recovery and set the stage for them to advance in their recovery. For some of the women 

they acknowledged being a mother with an ED was not an option for them. So, once they 

became mothers they realized recovery was a necessity. When Francis became a 

stepmother, she disclosed this as a turning point in her recovery.  

And when I looked at that and the time I was like “Oh my goodness when I have 

kids, I’m going to stop it”. And then when I did have kids I was like “Ok it’s time 

to stop.  

As we will see later, motherhood is also a significant part in a mother maintaining her 

recovery. However, motherhood was not the only turning point that ignited these 

women’s recovery.  
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 Getting appropriate treatment. Another turning point for these women was 

beginning treatment that was geared toward their ED or other mental illnesses. Certain 

women in the sample reported a turning point was attending a specific treatment center 

that changed their recovery, whereas for others it was participating in a specific type of 

therapy. Lastly, some women noticed a turning point when they started receiving 

treatment for their co-occurring mental illnesses, like OCD.  

 While interviewing these women I noticed many did not attend any formal 

treatment. , A few women attended multiple treatments before their recovery moved 

forward. Rosemary was one mother who had been hospitalized 14 times and went to 

several treatment centers. She reported her last treatment center made a huge difference 

for her recovery and attributed to her current success in recovery.  

 Similarly to the impact of treatment, various women indicated a specific type of 

therapy was pivotal in their recovery journey. Both Alice and Elise expressed the 

importance of attending a DBT group as their turning point for their recovery. Below is 

an excerpt from Elise, explaining her turning point when introduced to DBT. 

We worked on some stuff from there, but what really helped, or what I really 

would say was a point of recovery for me was when my therapist suggested I join 

a veteran’s PTSD DBT group. That was like a turning point.  

Women also expressed the helpfulness of attending group therapy in general and its 

impact on their recovery trajectory.  

 Another way in which appropriate treatment was a turning point for their ED was 

when their co-occurring mental illness was treated appropriately. As you saw with Elise 

the PTSD DBT was beneficial in her recovery. There were other women in this sample 
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who had co-occurring mental illnesses, including PTSD, OCD and depression or anxiety. 

For some, once they were being treated appropriately for their mental disorder they began 

to make more progress in their ED recovery. Tina was one mother who expressed once 

treating her mental illness her recovery began to make more progress.  

That was when they finally realized that the underlying cause of everything was 

the OCD. They started treating me for that and I started making a lot of progress.  

Treating of the women’s co-occurring mental disorders allowed them to reduce certain 

ED symptomology, which bolstered their recovery. This will also be highlighted more in 

the active and stable phases of recovery.  

Identity Shift 

  Not every mother in this sample had a clear turning point in their recovery; 

however, they all recognized a shift in their identity. This shift in identity occurred from 

when they were active in their ED to sustaining their recovery. As I analyzed these 

woman’s stories three types of identity shifts emerged. The first shift was valuing their 

internal qualities, especially over external qualities. Being a mother was also a shift in 

their identity, as they began recognize their unique identity of being a mother in recovery. 

Lastly, they began to recognize the gratitude they had for others and for their recovery.  

 Valuing internal qualities. One shift in their identity was the women’s views of 

their internal self. Many of them recognized a shift in the value of their internal qualities 

over external qualities. They were able to recognize during their ED they were more 

focused on external factors, like their appearance or weight. But being in recovery 

allowed them to focus more on their self-worth and developing the internal qualities to 
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sustain a positive view of themselves. Francis shared her desire to focus more on her 

internal qualities versus her external.  

I’ve had to concentrate on my personality, because I don't want to concentrate on 

my looks anymore. I don't want to concentrate on my body image.  

In developing these internal qualities the women were able to recognize positive qualities 

about themselves. Gina, mother of three (two girls and one boy) expressed how her 

recovery has provided her with spiritual growth.  

I think that my faith is so much stronger. It's a spiritual strength. I mean anything 

positive about this is spiritual. …I know the heavenly father loves me. I know I’m 

his child, I know he created me. I owe him to take care of myself.  

Or Tina who was able to recognize the internal strength she did not realize she had when 

she was consumed with her ED.  

I would say it taught me that I am strong in ways that I never realized, so much 

stronger than I ever knew.  

 The expansion of these internal qualities helped these women remain active in 

their recovery. It allowed them to find continued motivation to progress through their 

recovery. The development of these internal qualities also coincided with the next two 

shifts of being a mother and having gratitude.  

 Being a mother. This entire Mother’s Recovery Process model was navigated by 

motherhood, so it made sense part of the identity shift was the development of their 

identity as a mother. For all of the women in the sample, being a mother was a 

meaningful part of their identity. A very powerful message significant to motherhood was 

best expressed by Elise’s expression of her identity as a mother. 
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I think if I wasn't a mother I would probably be dead. I’m actually very certain of 

that.  

This example really intensifies how important being a mother was to these women’s 

identity, as well as to their recovery. 

 These women were able to feel positive about their developing identity. Kala 

expressed how her identity as a mother and her identity in recovery were intertwined.  

 I think I’ve gained the confidence as a mother and as a person through my 

recovery. I don't feel like I’m a great mom, but I feel like I’m good enough. So 

you know, that works!  

As was discussed with Finding Motivation, and specifically healthy mothering, mothers 

wanted to be “good moms” and developing this ability to recognize themselves as good 

moms was a significant identity shift. Motherhood was a significant reason for these 

women to be in recovery and it impacted their identity as a mother. For example Jen 

reported how her recovery has impacted her identity as a mother.  

That’s (her recovery) just such a big part of who I am as a mother and how my 

mothering style, because I know it’s such a dangerous place for little girls to grow 

up so I want to make sure they have a really strong foundation.  

It is also apparent that part of the shift in her identity as a mother was influenced by her 

motivation to prevent transmission to her children, which again highlights how Finding 

Motivation fueled the phases of the Mother’s Recovery Process.  

 While many women appreciated their identity as a mother, they also recognized 

the need to have growth outside of being a mother. Reagan (mother of 5) was able to 
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articulate best how she got pulled into only focusing on being a mother and her recovery 

has allowed her value characteristics outside of motherhood as well.  

It actually, it might be counter to my identity as a mother. It kind of gave my 

identity as a person. I was known as the PTO mom. I was at everything. I did 

everything…I never did anything for myself…and I think it’s transformed my 

mentality as me…Showing my kids how I also live as an adult woman, which I 

want them to emulate. I don't want them to think their only identity once they 

have kids is mom. I wouldn't be happy if I was just only thinking of my kids all 

the time. You have to give yourself a little bit of time to yourself as well.  

The mothers began to recognize a unique identity outside of solely being a mother. This 

realization appeared to be related to the progression in their recovery.  

 Having gratitude. Another identity shift among these women was the ability to 

have gratitude and appreciation for things in their life again. One form of gratitude was 

for others. The women expressed having appreciation for the people in their life who they 

felt helped them find recovery. These individuals included friends, family and 

professionals instrumental in initiating their recovery or in their turning point phase.   

 This identity shift was also represented by how their appreciation in recovery 

changed from what it was during their ED. A great example of this was Reagan’s account 

of her identity shift of being grateful.   

It’s made me appreciative of having that space back in my mind, where it’s not, 

my mood is impacted on how much the scale said I weighed today. My mood is 

impacted on what an awesome day I had with my kids or what activity I got out 
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and got done. Or the fact that I got to sit and braid three girl’s hair and painted 

toenails and that sort of thing…It’s made me more appreciative.  

Reagan was able to attribute this appreciation to being in recovery and how it changed 

the way she perceives her life.  

 Many women related to feelings of guilt during their ED. They were able to gain 

appreciation by being in recovery because of no longer feeling guilty. Darla, who had 

found recovery from her bulimia several years after becoming a mother, expressed her 

gratitude of being in recovery.  

It’s benefiting me because I don't feel guilty all the time, guilty and having panic 

attacks. I don't have any of those negative feelings anymore. I’m just more 

positive…the guilt would just kill me. I don't feel guilty about anything right now. 

It’s great, I love it!  

Recovery allowed Darla to feel less guilty and gave her the space to be a mom to her 

children. Both recovery and motherhood allowed the women to experience an identity shift 

and it was an imperative part of progressing into active and stable recovery.  

Active Recovery  

 All of the mothers were at least able to reach this phase in the Recovery Process. 

Active recovery emerged as the phase when mothers were able to actively maintain their 

recovery. This was the stage when a reduction in ED behaviors was present. Part of the 

active component of recovery was using healthy coping skills. This was also the phase 

when participants were actively attempting to protect their recovery or striving to prevent 

relapse.   
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 Reduction in ED behaviors. In previous phases of the Mother’s Recovery 

Process a reduction in ED behaviors was present, but active recovery is when this 

reduction of behaviors became more permanent. Before this stage, some of the mothers 

expressed that they had relapsed in their ED behaviors and didn’t avoid their ED 

behaviors completely until this point in their recovery process.  

 Another important theme with the reduction of ED behaviors was the differing 

pace from ED thoughts. Several women expressed a different pace for eliminating their 

ED behaviors when compared to their ED thoughts. Mandy shared that even though she 

had reduced her behaviors, her ED thoughts remained. 

Well I was still afraid of foods, even though I knew that was silly. I was still 

nervous about going someplace where there was pizza...I think early on I would 

overcompensate by eating too much, eating too much sugar…I’m not doing the 

binging when I sort of let myself do that, like I did before.  

 Additionally many women did not eliminate all of their ED behaviors. For 

example Chanda spoke about acknowledging her participation in some behaviors but 

having eliminated the main ED symptomology. She was able to articulate when she still 

participates in the negative behavior, but does not allow herself to completely relapse into 

these behaviors. I think this phenomenon was also present when participants shared how 

they participated in ED behaviors unintentionally, like skipping meals due to being busy. 

So while some of these women did participate in these types of lapses in their ED 

behaviors, others were very adamant to participate in healthy coping instead.  

 Using healthy coping. Understandably, the women identified ED behaviors as 

negative ways to cope and a part of maintaining active recovery was developing healthy 
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coping skills. As stated earlier, some of these mothers did express how they participated 

in healthy coping skills in front of their children before being in recovery, but this theme 

of healthy coping emerged as participants discussed how they were able to maintain their 

recovery while navigating motherhood. Again this was often prompted by the Finding 

Motivation themes. These coping skills may have been used in earlier parts of the 

process, but Active Recovery was when they were most notably and more consistently 

being used. Some of the most common healthy coping skills the mothers used were 

positive self-talk, being in the present moment, and utilizing supportive resources.  

 Positive self-talk was the most common healthy coping skill that emerged. This 

often included reframing a negative ED thought into a more realistic or positive one. Jen 

did a great job of giving an example of how she uses positive self-talk to cope with 

lingering ED thoughts.  

As a mother I’m trying to fall back on that basis and saying “you know, this is 

environmentally, evolutionarily. There is a reason and make the best out of it. I 

try to think that it is something that will benefit me or my family in the long-run 

and obviously there’s been bad but I keep a positive spin on it.   

Several other mothers talked about using positive self-talk through self-affirmations, like 

using post-it notes or reflecting on their positive qualities. Positive self-talk was a very 

beneficial coping skill for these mothers and staying motivated to maintain their recovery 

efforts.  

 Another healthy coping skill the women related as a combination of mothering 

and recovery was attempting to stay in the present moment. This came in the form of 

remembering to “take it one day at a time” or being willing to just “be in the moment” 
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with their children. Francis was able to depict how being in the present moment with her 

children helped her cope with her stress.  

When I do kind of get overwhelmed with things, I just sit on the couch with them 

and just, you know kids are just so in the moment and I just try to be in the 

moment with them and then that helps me not worry about what happened or 

what’s about to happen.  

This ability to be in the present moment was valued by many of the mothers. It appeared 

to be due to their inability to be in the present moment when they were in their ED and 

having the “headspace” available was an important difference from when they were 

active in their ED.  

 Another common coping skill was utilizing supportive resources. Such resources 

included helpful professional support and reaching out to social support. Reaching out to 

supportive resources allowed mothers to cope with their stress and maintain their 

recovery.  

 The professional resources participants tended to utilize included, therapists, 

group therapy members and medical professionals like nutritionists. Several participants 

reported a benefit from seeking help with a nutritionist. Others also expressed help 

received from their therapists or other medical professionals such as physicians.  

 Many mothers had a good social support system and coped by reaching out to 

those in their social network. Other women spoke about their significant others 

encouraging them in their recovery. An example was Laney and Karen, who both shared 

their husbands as being helpful by gently challenging the mother’s anxiety around her ED 

thoughts. Various women also had friends they reached out to in order to cope in difficult 
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times. Jen had an interesting experience in that she had several friends who were mothers 

and in recovery.  

We’ve been a good touchstone for each other to balance each other out and make 

sure we’re staying strong and we’re making good choices for our family.  

Being able to utilize supportive resource granted these women peace and space to 

preserve their recovery and allowed them to prevent a potential relapse.  

 Protecting recovery. Healthy coping skills were very important for protecting 

these mothers’ recovery, especially from relapse. Protecting recovery was a vital part of 

maintaining the active recovery phase. Protecting recovery was intertwined with healthy 

coping, but this theme mainly focused on avoiding triggers that may perpetuate the 

possibility of relapse.  

 A critical part of protecting recovery was for mothers to recognize their triggers. 

An example was when some of the women had a hard time with ED thoughts during 

times of needing to lose weight for health reasons. Tatiana alluded to this phenomenon 

and how she avoided those ED thoughts.  

Every time I try to start losing weight, it’s like a switch goes on and I’m like “I 

haven’t eating today, did I eat yesterday?” and I forget. There’s something about 

it that triggers in my head and I just stop eating and I don't even mean to. It scares 

me. So it’s easier to just be big.  

Tatiana was able to recognize her triggers and protect her recovery by avoiding certain 

behaviors. Darla also highlighted the boundaries she set around her triggers and how she 

implemented them in her family. 
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I think part of me getting them to eat so healthy, was for me to avoid having a 

bunch of junk in my house, cause that’s a huge trigger for me…Its definitely, you 

know I just wanted to avoid at all cost having stuff in the house that would trigger 

me.  

 By avoiding triggers mothers were able to protect their recovery. Finding 

Motivation, especially in regards to healthy mothering, also drove this process of 

avoiding triggers. As for many mothers, motherhood held them accountable to their 

recovery. Virginia expressed the accountability she got from motherhood and how it 

helped protect her recovery.  

So even in recovery it’s still about me. So whenever I had her, my recovery 

became about her too. My recovery became, like not only for me. I’m good, I’m 

feeling good and I’m doing what I need too, but there’s other people to consider 

now, you know? To stick with it (a) and to also be a good example of healthier 

person, mentally, emotionally, you know, all those things.  

This motivation to protect recovery was motivated by healthy mothering and preventing 

the transmission of unhealthy behaviors to their children.   

 A reduction of ED behaviors, establishing healthy coping skills and taking 

precautions to protect recovery were essential themes in the data and embodied active 

recovery. The mothers who were able to establish these themes eventually found stability 

in their recovery.  

Stability in Recovery 

 Discovering stability in recovery was the final phase of the Mother’s Recovery 

Process. Only a select few of the participants reached this phase. The mother’s in this 
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stage used phrases like “its (recovery) now intertwined with everything” or having a 

“change in mindset”. Mothers who personified stability in recovery found a significant 

reduction in ED thoughts, gained confidence in their recovery and had hope for the 

future.  

 Reduction in ED thoughts. While some women were able to have a reduction in 

ED thoughts earlier in the process, stability of recovery seemed to embody a virtual 

elimination of ED thoughts overall. Mothers expressed how Ed thoughts would 

sometimes present during times of stress, but most of the women in this stage 

characterized themselves as having eradicated their ED thoughts. For example, Kala 

explained how her thoughts “took longer to diminish”, even when she was actively 

participating in recovery, but that she now doesn't think about her weight or body image 

very often at all. Ruby had a similar experience of no longer stressing about food as she 

did when she was in her ED. 

When I’m not (in ED) I don't really think about food at all, apart from what we 

are going to have for tea (dinner).  

Reducing the ED thoughts allowed more space for the women to focus on mothering and 

helped them feel stable in their recovery.  

 Confidence in recovery. Another common theme related to stability in recovery 

was having a sense of confidence in their recovery. This confidence was shown by 

participants saying phrases like “I’m getting this right”, “I feel like I’m making good 

choices” or one mother explained how she was “no longer embarrassed by my eating 

disorder.” These phrases represented of the confidence some of the women achieved 

during stability in recovery.  
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 Hope for the future. Stability in recovery also came with a sense of hope for the 

future. Participants who didn't quite embody this phase entirely were able to recognize 

what full recovery could exemplify and were able to look towards the future. The 

mothers not in this stage expressed their hope for getting to a place where they were “no 

longer hindered” by their ED. This included not participating in their ED behaviors, but 

also no longer worrying about their weight or the food they consumed.  

 Participants conveyed hope in their ability to cope with life in the future. Tina 

shared a powerful message about finding hope for the future.  

I think my experience also taught me that no matter how dark things are becoming 

there is still hope. You sometimes have to look really hard to find it.  

This experience was similar to mothers who identified being confident in their recovery 

and were able to recognize they had developed the coping skills to deal with any future 

problems in their recovery or in their journey through motherhood.
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Figure 3: The complete model with Passing Healthy Patterns segment added.
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Passing Healthy Patterns 

 Almost all of the mothers in this study worried about their children developing an 

ED. They worried about passing down their ED behaviors and this motivated women to 

attempt to Pass Healthy Patterns to their children, which was a key finding in this study. 

This model ran parallel with the Mother’s Recovery Process, as it was also motivated by 

preventing transmission of their ED and participating in healthy mothering. Passing 

Healthy Patterns also ran parallel to the Mother’s Recovery Process, because of its 

importance to several different phases of the recovery process. This parallel Process can 

be seen in Figure 3.  

 Through analyzing the interviews four categories emerged in the Passing Healthy 

Patterns model. The four categories included, modeling healthy behaviors, preventing 

unhealthy behaviors, encouraging a positive identity and communication. This was not a 

linear process and these categories often occurred simultaneous with each other. Not 

every participant concentrated on all four categories, but they did participate in Passing 

Healthy Patterns during several phases of the Mother’s Recovery Process.  

Modeling Healthy Behaviors 

 The women in this study were asked about their interactions with their children. 

In answering this question several members discussed their attempts at preventing 

transmission by modeling healthy behaviors for their children. By modeling healthy 

behaviors mothers attempted to participate in what they deemed healthy mothering. The 

subthemes of modeling healthy behavior included demonstrating ideal eating behaviors 

with their children and using specific types of language with their children, specifically 

around eating and body image. Most of the women who had young children perceived 
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modeling healthy behavior as the best way to teach their children. In short, they were 

motivated to participate in modeling healthy behaviors in order to prevent the 

transmission of an ED.  

 Modeling eating for children. There were several ways mothers modeled eating 

for their children. One of the most prevalent ways mothers accomplished this was to give 

their child control over their food. Giving their children control usually revolved around 

their child being able to decide how much or how little they wanted to eat.  

 Almost all of the mothers aimed to encourage their children to recognize their 

own internal hunger cues, which is why they gave their child control over their food. This 

was important to them, as they wanted their children to have a healthier view of food as 

fuel rather than eating or not eating certain foods. Karen gave an example of how she 

encouraged internal hunger cues in her children.  

I’ve learned to, like they say their done, I say “Ok, you know when your tummy is 

full”. I try to affirm their choices.  

Although mothers attempted to give their children control over their food, mother’s also 

made it a point to provide healthy food for their children and attempted to limit the 

amount of unhealthy food that was presented to them. Many mothers expressed the 

importance for their children to eat healthy food. 

 Another way mothers encouraged healthy eating while modeling eating behaviors 

with their children was by including them in the preparation of food. Several mothers 

included their children in cooking food, as a way to empower them in the process and 

give them some control over what they ate. Jen explains her how she attends to preparing 

food with her children.  
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I always have a meal plan for the week and it’s really important to me that my 

kids help me make our meals and we talk about why we need protein, and why we 

need calcium and what the different things in our food are and why it’s important 

that we have all those things.  

Mothers wanted to model healthy eating. As a result, had different ways of 

communicating eating, which will be discussed next.  

 Language used around children. While modeling these healthy behaviors, 

mothers were cognizant of the language used with their child. This language was usually 

centered on how they talked about food, and how they approached talking about their 

own body or their child’s body.  

 The language mothers tended to use around food revolved around what message 

they wanted to send their child. An example of this was whether food was “healthy” or 

“unhealthy”. Many mothers tended to avoid saying “good” or “bad food” when 

interacting with their children about food. These women avoided this type of language in 

order to prevent an unhealthy relationship with food and help their children avoid the 

guild that may follow from eating certain foods. 

 Instead the type of language the mothers attempted to use was to talk about food 

in terms of how it affects the body or the amount of energy fuel food can provide. Below 

Kala shares how she explained food to her children.  

Ok, this will give you more energy for this. This will give you more energy for 

that. Sugars gonna give you some energy, but it’s gonna wear off real quick. 

Many mothers wanted their language about food to teach their children to have a 

healthier relationship with food.  
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 Another way the participant’s language was used with their children was when 

talking about their own body. Some mothers recognized they needed to become better at 

not criticizing their own body. However certain of the mothers attempted to avoid using 

negative language about not only their child’s body and appearance, but also their own 

appearance. For example Anna, shares how she avoids saying anything negative about 

her body in front of her children.  

I definitely don't say in front of them any time that I’m fat or anything negative 

about body image. Definitely there are times, especially when I’ve gained weight 

that I am very unhappy with what I look like and it bothers me, but I don't display 

that to them.  

Anna’s avoidance of the word “fat” was similar for many mothers, who even had specific 

rules in their house about not using the word “fat”; “We don't use that word”. 

 Instead of talking negatively about their body image, mothers attempted to use 

more body acceptance language. This usually included stating facts rather than judgment, 

like “mommy’s tummy is squishy”. Ruby shared her newfound acceptance of her body 

and the hope this would impact her child’s body image positively.  

I hope it does them well to show that you know I do, I like my body now. I like 

the contours of my tummy. I’m just, I’m pretty happy with myself so I can talk 

really well about myself to them.  

It seemed imperative for mothers to display healthy behaviors with their children through 

modeling and language used. While some of the modeling healthy behaviors were simply 

related to being a parent, but was also related to recovery in that the mothers were 

motivated by preventing transmission of their ED.  
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Preventing Unhealthy Behaviors 

 Similarly to modeling healthy behaviors mothers also tended to intervene or 

attempt to prevent unhealthy behaviors from occurring in their children. Like modeling 

healthy behavior this also seemed to be motivated by the mothers’ desire to prevent 

transmission of negative ED behaviors. In order to prevent unhealthy behaviors in their 

children, mothers appeared to be aware of certain ED risk factors in their children and 

they would attempt to limit their child’s negative exposure to certain situations or 

problematic thinking, like body ideals that were unrealistic. By partaking in these actions, 

mothers attempted to prevent any unhealthy eating behaviors from transmitting, but also 

attempted to reduce their child’s chance of developing an ED. 

 Being aware of ED risk factors. During the analysis, I noticed mothers seemed 

to be hyper aware of behaviors that could possibly lead to an ED. This awareness 

included recognizing messages their children were receiving from the environment or the 

media. Various mothers mentioned their recognition of society or the media sending 

messages to their children about the way they should look. Mandy illustrated her 

recognition of the messages her kids were exposed to.  

It’s made me so much more aware of the messages that they’re exposed to and 

that I am exposed to…and like a friend gave my kid a Barbie and I was like I’m 

going to cause more harm at this point to be like “you can’t have her because 

she’s skinny with big boobs: you know? If I don't have a justification. So I just 

think finding that middle ground of what kind of message I send them. Is it about 

me and what I’m going through? Or is about trying to thing first about the 

message they are getting?  
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Being aware of these risk factors prompted the mothers to have conversations about 

appropriate and healthy body image, which will be discussed more in communication.  

 Several participants were also aware of specific eating or body image behaviors 

from their children that could indicate a disorder. Laney was one of the mothers who 

expressed her recovery has provided her the knowledge to recognize possible risk factors.  

“I feel like my recovery has helped me have a better outlook to like look and troubleshoot 

dangers. I’m always on high alert with my daughter’s friends.” This awareness was 

important and was often motivated by the desire to prevent transmission. Along with this 

knowledge some women took action to help prevent these unhealthy behaviors by 

limiting the negative exposure to unrealistic body image ideals.  

 Limiting negative exposure. Numerous women in this study were mindful of 

how their ED developed and took precautions to avoid the same situation from occurring 

with their children. Therefore, mothers would attempt to limit their children’s negative 

exposure, by attempting “to do things different” than their own experience. One way a lot 

of mothers attempted “to do things different” was by reducing their child’s exposure to 

unrealistic body ideals. Some mothers did this by removing scales from the home, 

limiting types of TV their child were exposed to or setting boundaries about what was 

said in front of their child.  

 One mother expressed how she limited her child’s exposure to negative messages 

by limiting television.  

We really limit, they don't watch TV. We’ll watch shows on Netflix or something 

but we don't do the programming with the incessant mix of advertisement and 
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stuff like that, which was so harmful for me, and so they don't have that in their 

feed so much. –Ashley  

 There were also instances mother’s expressed the need to set boundaries with 

others in order to avoid negative exposure. This often occurred when others would talk 

about diets or losing weight in front of their children. Kala conveyed the need to set 

boundaries with her family of origin around conversations about diets. “And I’ll have to 

say “It’s really not appropriate to talk about in front of the kids, or me.” I really don't 

want to hear about it.” By limiting their child’s negative exposure mothers appeared to be 

participating in their desire to prevent unhealthy behaviors in their children and possible 

reducing the probability of their child obtaining an ED. 

Encouraging Positive Identity Development 

 Another category related to the Passing Healthy Patterns was the mother’s 

pursuit to encourage a positive identity development in their children. Along with the 

other categories of this model, preventing transmission and healthy mothering were the 

primary motivating factors. For many mother’s they reported wanting to encourage their 

children to develop a positive identity. It was believed this could help reduce their chance 

of developing an ED. Mother’s encouraged this development through teaching healthy 

coping skills and attempting to increase their child’s self-esteem.  

 Teaching healthy coping skills. During the Mother’s Recovery Process, the 

participants developed healthy coping skills to replace the unhealthy coping skills 

associated with ED. Teaching these healthy coping skills became an important benefit of 

recovery and was motivated by healthy mothering and preventing transmission. There 
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were several healthy coping skills the mothers wanted to pass down to their children 

including, reaching out for help, regulating emotions, reframing problems and resiliency.  

 Virginia was one of the mothers who embodied the phase of stability in recovery 

and she had many coping skills she wanted to pass down to her children. The below 

excerpt reference her desire to pass down some important coping skills taught through 

her experience in recovery.  

A huge thing I learned in my recovery is that you have to get out of yourself. As 

far as I you have issues you need to tell someone. You know it’s just very 

debilitating and worsening if you keep it to yourself. To always share it with 

someone that they trust and they think would be able to help them.  

 As mentioned previously several mothers wanted to pass the ability to regulate 

emotions to their child as a healthy coping skill. Maria shared her desire to prevent her 

son from coping with his emotions in an unhealthy way.  

How to manage his emotions and that it’s okay to have bad days. It’s okay to feel 

anxiety, you know. You don't have to suppress it. I mean you need to manage it in 

a healthy manner but you don't have to get rid of it. There’s a reason it’s there.  

By teaching their children these healthy coping skills, mothers were attempting to prevent 

them coping in unhealthy ways and suffering the same way they did in their ED. 

 Increasing child’s self-esteem. Another way mothers encouraged protective 

factors for their children was by attempting to increase their self-esteem. As mentioned 

with the identity shift phase mothers began to develop internal qualities. This theme was 

also present as part of Passing Healthy Patterns. Almost all of the mothers expressed 

their desire for their children to have some sort of internal confidence. An example of an 
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attempt to increase a child’s self-esteem was Rosemary, who disclosed her interaction 

with her daughter.  

I encourage her to just be herself I think, not necessarily just body image, but if 

she is secure in who she is I do encourage her…I feel if she is more secure in 

herself and truly who she is and discovering that, I don't think body image should 

necessarily be an issues.  

By attempting to increase their child’s self-esteem participants were able to encourage 

protective factors and reduce potential for the development of an eating disorder. 

Communication 

 Communicating with their children was a significant theme for Passing Healthy 

Patterns to their children. Mothers in this study differed in their ideas about the level of 

communication they should have with their children. In the communication category two 

types of communication were most often discussed. The first included the amount of 

transparency with their children, specifically about their ED and recovery. The second 

type of communication involved the direct and indirect conversations had with their 

children about body image and food. While most of the women addressed these two types 

of communication, they came to different conclusions on how they would participate in 

this action with their children.  

 Transparency of ED and recovery. The level of transparency the mothers had 

with their children about their ED, differed greatly. A few women had not revealed to 

anyone in their family about their ED. Others had many family members who knew about 

their ED, including their children. Some women were more in the middle, where there 
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was veiled communication about their ED and recovery with their children, and in some 

cases, others.  

 There were a few women who did not want their children to know about their ED 

at all. But many women in this study had younger kids and shared the commonality of 

being open to sharing their experience with their children when their children got older. 

For example Jen shared her plan to be more transparent with her children in the future.  

As she gets older and is exposed to these things on her own and comes across the 

concept of eating disorders and at that point I think I will be much more open 

about my own struggles.  

Transparency about ED and recovery was essential in Passing Healthy Patterns, as some 

women believed they could impart wisdom to their children and avoid transmission. 

Other mothers worried that talking about their struggles might transmit those behaviors to 

their child.  

 Direct/indirect conversations about body and food. The different thoughts 

about transparency from the mothers in this study included their unique reflection on 

conversations around food and body image with their children. For the most part, mothers 

recognized the need for direct conversations about food, and was mentioned earlier with 

them being cognizant about the language used around their children. Additionally, 

mothers expressed the significance of not putting too much attention on food and 

encouraging their children to eat when they were hungry. These conversations were 

mentioned briefly during the discussion of modeling ideal eating. Another way direct 

conversations about a child’s eating occurred was when mothers noticed problematic 

behavior. Both Anna and Karen shared how they would talk with their child when they 
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didn't eat. Anna would directly explain to her daughter that “she couldn't starve herself 

and she needed to eat” and Karen, who had a younger child, told her “your tummy might 

be hungry later”.  

 Mothers also reflected on their willingness to have direct conversations with their 

children about body image. Most mothers tried to avoid talking about appearance, 

especially any type of negative comments. The direct conversations that did occur with 

their children were usually to reframe their child’s own comments about their body. An 

example was Tatiana’s reframe of her son’s comment about his weight.  

My oldest will say things sometimes about being underweight and I’m like “I 

don't care what the scale says, you look healthy, and you eat healthy. I don't care 

what the scale says, as long as you feel good you’re ok.  

 Other mothers expressed their rule to not have direct conversations about body 

image or appearance at all. For these mothers, deciding how direct or indirect they wanted 

to be with their children was central to their ideas of healthy mothering and preventing 

transmission.  

The Passing Healthy Patterns appears to circle back to the desire to find 

motivation to recover. In fact there are many stages of the model that seem to circle back 

to each other in a systemic or circular manner. For example although the Mother’s 

Recovery Process model is linear it continues to be impacted by Finding Motivation 

when participants may take a step backward into previous stages. This three part ED 

recovery model is specific for women navigating motherhood. Finding motivation fuels 

both the Mother’s Recovery Process model and the Passing Healthy Patterns model. 
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Which can be seen in Figure 2. This process model helps explain how mothers navigate 

their recovery while rearing children.   
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Chapter Five:  

Discussion  

 

 The model developed from the data has many areas related to previous research 

and offers useful suggestions for both researchers and clinicians interested in this topic. 

Finding Motivation to recover preceded the Mother’s Recovery Process, as well as the 

desire to Pass Healthy Patterns to their children. These healthy patterns were surrounded 

by a lens of parenting but were specific to recovery as Finding Motivation drove them. 

This overall model helped fill a gap in both the current literature and the understanding of 

a mother’s voice in her journey through recovery. 

Filling the Gap 

There is an abundance of literature related to mothers active in their ED (Stitt & 

Reupert, 2014; Tuval-Mashiach, Ram, Shapiro, Shenhav, Gur, 2013) and the negative 

impact it has their children (Barnett, Buckroyd, & Windle, 2005; Micali, De Stavola, 

Ploubidis, SImnoff, &Treasure, 2014; Sherkow, Kamens, Megyes, Loewenthal, 2009;). 

Yet the existing research overlooked those mothers currently in recovery who have a 

positive impact toward their kids.  

There was qualitative research on the mother’s perceived impact her ED had on 

her children. Tuval-Mashiach, Ram, Shapiro, Shenhav, and Gur (2013) conducted a study 

where specific themes emerged including concerns of being a “good enough” mother, 

anxiety about the child being involved in the mother’s ED, and specific strategies the 

mother used to challenge these concerns This was similar to the current study in that the 

participants’ desired to mother healthily and attempted to prevent their children from 

being impacted by their ED. However this paper’s study diverged as it contained 

participants active in recovery, while Tuval-Mashiach, et al. (2013) included mothers 
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who were currently hospitalized and much earlier in the process of recovery This article 

focused on the concerns the mothers had regarding the negative impact their ED on their 

children; while this current paper concentrated on the positive impacts a mother’s 

recovery has on her children. Tuval-Mashiach, et al., (2013) was instrumental in 

providing the foundation for the apprehensions mothers have about their ED, which 

reflects a portion of the Finding Motivation theme (preventing transmission) in the 

current study. That is, this worry about transmitting or negatively impacting their children 

encouraged these women to continue their recovery process and implement Passing 

Healthy Patterns to their children.  

 The specific segments of the model presented (e.g. Finding Motivation and the 

phases in a Mother’s Recovery Process) resemble closely with principles found in 

Prochaska & DiClemente (1992) Stages of Change. Prochaska, Diclemente, & Norcross’ 

(1992) model for change includes five stages (pre-contemplation, contemplation, 

preparation, action and maintenance) that individuals go through to cease addictive 

behaviors. The Mother’s Recovery Process model presented in this research flows 

similarly to this, as each phase encompasses characteristics of Prochaska’s and 

Diclemente’s model. It flows through a linear progression of cognitive and behavioral 

changes, as a mother advances through recovery from their ED.  

 The current model shares similarities with the Stages of Change model throughout 

the phases. For example, recognition of their ED and initiation of recovery phases 

resemble the progression of cognitive change made in the pre-contemplation and 

contemplation stages. Mothers also progressed through a change of motivation to recover 

during their turning point phase, which is similar to the contemplation, preparation and 
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action phases of the Stages of Change. This similarity is in the desire to change 

behaviorally as well cognitively. These phases in the Stages of change model also 

represent the later phases of the Mother’s Recovery Process as the active recovery and 

stable recovery phases represent attempts to maintain their recovery through the 

avoidance of relapse.  

 The Mother’s Recovery Process differs from Prochaska and DiClemente’s (1992) 

model as it many of the phases in the current model were preceded by the Finding 

Motivation to recover. The models presented in this research concentrate mostly on 

mothers continued recovery efforts and their perceived impact their recovery has on their 

children, which drives their desire to Pass Healthy Patterns. 

 Along with Prochaska and DiClemente’s research there are other studies that 

relate specifically to the phases of the Mother’s Recovery Process (e.g. Turning points, 

Identity shift, Active Recovery, and Stability in Recovery). For example, researchers have 

found motivation for change has included motherhood (Nordbo, Psychol, Gulliksen, 

Espesent, Skarderud, Geller & Holte, 2008; Tuval-Mashiach, Ram, Shapiro, Shenhav, & 

Gur, 2013). Specifically, motherhood has shown to play an important role in seeking 

recovery. Along with motherhood, having a sense of vitality, sense of autonomy, sense of 

insight and the recognition of consequences from their ED are considered motivating 

factors for recovery (Nordbo, Psychol, Gulliksen, Espesent, Skarderud, Geller & Holte, 

2008). An important recognition of the model presented in this paper is that, while 

motherhood was an important motivation for seeking recovery, it was also a pivotal 

component to keeping mothers accountable for their recovery efforts. Mothers were 

motivated to maintain recovery and find stability in their recovery, because they wanted 
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to be “good mothers” and they wanted to prevent transmission to their children. Similarly 

this motivation encouraged them to participate in Passing Healthy Patterns to their 

children, rather than the negative patterns that often accompany EDs (Cooley, Toray, 

Wang, & Valdez, 2008; Bemedikt, Wertheim, & Love, 1998). 

The ED literature also illustrates a turning point in the recovery process (Matoff 

& Matoff, 2001; Nilsson & Hagglof, 2006; D’Abundo & Chally, 2004). The common 

turning points in the literature included the recognition of negative consequences on 

personal health and their personal relationships (Nilsson & Hagglof, 2006). Another 

turning point found in the literature was the accomplishment of goals, which encouraged 

continued recovery (Matoff & Matoff, 2001). The appearance of turning points in the 

literature is similar in this model; however, the current participants’ turning points were 

often related to being a mother or their desire to be a mother. The findings in this paper 

exhibit a different connection to turning points for mothers as opposed to women in 

general.  

 Another similar strategy in the Mother’s Recovery Process as seen in the current 

literature is their development of healthy coping. The literature refers to the development 

of healthy coping as an important step in recovery and is established through 

communication strategies and self-acceptance (Matoff & Matoff, 2001; Pettersen, Thune-

Larsen, Wynn & Rosenvinge, 2013). This development of coping skills was seen as part 

of the Active Recovery phase in this model. Similar to the literature, mothers engaged in 

coping skills such as positive self-talk and utilizing recovery resources; however, the 

coping skill of being in the present moment with their children was not found in the 

existing literature. In addition seeking coping skills and developing a more positive 



Texas tech University, Heather Austin-Robillard, December 2016 

89 

 

identity was also a concept found in existing research related to the latter stages of 

recovery (Pettersen, Thune-Larsen, Wynn & Rosenvinge, 2013). This can also be seen in 

the Mother’s Recovery Process, but the difference in this model is the focus of a 

participant’s identity shift was initiated by being a mother and their coping skills 

referencing back to their role as a mother.  

 Another interesting similarity to the Mother’s Recovery Process and the literature 

is the phase of being stable in recovery. Research has shown an ambiguous understanding 

of the meaning of full recovery from an ED (D’Abundo & Chally, 2004). Participants in 

studies report having struggled with their recovery even when they met criteria for “full 

recovery” (D’Abundo & Chally, 2004). This was similar in this study, as the participants 

who were able to find stability in recovery, did not label themselves as fully recovered 

but framed it as a life long journey with no end point. 

  Additionally, the researcher wanted to identify specific characteristics recovering 

mothers participated in to prevent transmission to their children. The Passing of Healthy 

Patterns portion of the presented model lends to the current literature on parenting 

techniques geared towards reducing negative eating behaviors in children. For example, 

modeling eating has been an important research component in the parenting literature 

(Birch & Fisher, 2000; Harper & Sanders, 1975), specifically when attributing the impact 

of a mother modeling healthy eating. In fact, interventions directed towards a mother’s 

ability to model healthy behaviors can alter a child’s unhealthy eating behavior 

(Palfreyman, Haycraft, & Meyer, 2014). Therefore, mothers in this study attended to this 

by both modeling healthy behaviors and attempting to prevent unhealthy eating. A 

mother’s desire to prevent transmission encouraged her to model these behaviors, as well 
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as avoiding actions that could influence negative eating habits and body image ideals in 

their children.  

 A mother’s ED experience in the current literature included recognizing the 

impact of their ED on their children, modeling disturbing eating behaviors, problems 

setting boundaries, secrecy around their eating disorder, and the limitation to treatment 

resources (Stitt & Reupert, 2014). The model in this study presents the themes in a more 

progressive and positive way within the context of recovery. For example, mothers no 

longer modeled unhealthy behaviors or they were actively correcting their unhealthy 

behaviors. This was mentioned when particular mothers attempted to limit negative 

exposure to their children, such as getting rid of bathroom scales in their households or 

not hiding food from their children.  

 Another difference in this model and those found in the literature is the 

abandonment of secrecy regarding their ED. While some women in this study adamantly 

did not want their child to know about their struggles, for many women they recognized a 

benefit from being transparent. For some this transparency would occur when their 

children were young and for others when they were older. This differs from Tuval-

Mashiach, et al. (2013)’s study, which found that mothers reported their worry about 

being transparent about their ED, while being aware that their children knew about 

certain aspects of their ED. The participants in the current study’s willingness to disclose 

their struggles could add in developing resiliency in their children by providing a 

teaching moment that may allow for healthier coping. 

 There was a consensus in the literature that modeling healthy eating and having 

an availability of healthy food is important and mothers should avoid coercive attempts to 



Texas tech University, Heather Austin-Robillard, December 2016 

91 

 

get their child to eat (Schwartzm Scholtens, Lalenne, Weenen & Nicjlaus, 2011). This 

was present in the data, as many mothers described providing healthy food for their 

children and attempted to limit unhealthy food. A theme of not controlling a child’s food 

was also very present in the data, as participants wanted to encourage their children to 

recognize their own hunger cues.  

 The current model provides a positive outcome ED recovery can have on children 

and provides specific actions mothers in recovery can take to pass what they have learned 

in their recovery down to their children. This paper broadens the current literature by 

filling gaps about a mother’s journey through recovery and its positive impact on her 

children. This, as opposed to the negative consequences so pervasive in the literature. 

Research Implications 

 As stated above the current study would seem to add to the knowledge base 

related to a mother’s recovery journey and its impact on her children. Further research 

could apply the techniques identified in Passing Healthy Patterns to children and 

determine the effectiveness these attempts have at preventing ED symptomology. More 

specifically, how effective are a mother’s attempts at preventing unhealthy behaviors and 

encouraging positive identity development in their children? By conducting a longitudinal 

study, researchers could explore the effectiveness of their attempts and the outcomes 

related to reducing ED development in a child. Answering these questions could benefit 

all mothers in reducing their child’s likelihood to develop unhealthy eating or body image 

ideals and decreasing the likelihood of these disorders emerging later in life..  

Another important question the model highlights is the need to determine if the 

categories for Passing Healthy Patterns also occur and would benefit mothers who have 



Texas tech University, Heather Austin-Robillard, December 2016 

92 

 

not struggled with EDs. The current paper assumes that these prevention techniques and 

attempts to develop healthy patterns in their children may be specific to mothers who 

have journeyed through recovery. This assumption adopts the notion they have developed 

knowledge and skills in their recovery that specifically lend well to being a mother. 

However, it is important to understand whether this is outcome is due to being in 

recovery or simply being a more effective parent? In the future researchers should 

conduct a quantitative study with a control group of mothers without a history of ED, to 

compare parenting skills in relation to the categories found in this study. It is important to 

understand if the motivation to prevent transmission was lacking in a mother, would they 

still attempt to pass these specific healthy patterns to their children?  

Clinical Implications 

 This process model can be used for clinicians by understanding the unique 

characteristics of motherhood during each phase of recovery. For example the postpartum 

period can present many difficulties for mothers in recovery from an ED (Astachad-

Fletcher, Veldhuis, Lively, Fowler, & Marcks, 2008). Because there is a risk for mothers 

in general to struggle with ED attitudes postpartum, clinicians and medical professionals 

can utilize this model in aiding mothers to develop recovery or prevent relapse. Clinicians 

can help these mothers by attending to their motivation for recovery and its connection to 

mothering healthily and preventing transmission. Assessing for ED attitudes postpartum 

would be an important first step. When mothers identify these attitudes assess how these 

thoughts are impacting their interaction with their children. An example question to ask 

these mothers would be: “So I hear you are worried about not losing the baby weight fast 

enough. How has this impacted your interaction with your child, specifically around 
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eating and body image?” or “How does being a mother help you through these moments 

of wanting to relapse back into your ED?” These questions can help clinicians and even 

medical professionals gather information about their motivation for recovery and assess 

unhealthy behaviors that could impact the child negatively in the future.  

 As other researchers have suggested, it is important for clinicians to acknowledge 

and support a mother’s role in treating her ED (Stitt & Reupert, 2014). Clinicians will 

likely benefit from the Mother’s Recovery Process model by highlighting a mother’s 

attempt to Pass Healthy Patterns, like modeling healthy behaviors, preventing unhealthy 

behaviors, encouragement of protective factors and communication. Through 

highlighting strategies, mothers can gain more confidence in their current efforts or adjust 

their behaviors by attending to some of the strategies recognized in the Passing Healthy 

Patterns model.  

 Teaching mothers to model healthy eating and body image in a non-judgmental 

way is essential for preventing transmission from eating disorders. An example for 

gathering a mother’s reason for Passing Healthy Patterns might be to search for what 

they want to pass down to their child. An example of how to assess for this is: “What in 

your recovery have you learned that you want to model for you children and how you 

would do that?” This empowers mothers to recognize their own ability to parent while 

being in recovery, which can remove the feelings of guilt often associated with mothers 

who have a history of ED (Rortveit, Astrom, & Severinsson, 2010).  

 Additionally, these mothers had some very unique ideas about modeling and 

teaching their children to cope or have a better relationship with food. An example was 

the majority of mothers wanted their children to focus on their own internal hunger cues 
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as a way to limit this unhealthy, controlling relationship with food. Focusing on your 

hunger cues can teach these children when they are full, as to not overeat, but will also 

help them avoid the negative behavior of eating to cope with emotions. These are 

situations that are apparent in our society; especially in the US, and having techniques to 

avoid this can be immensely beneficial in fighting off malnourishment and overeating in 

our society. This can be beneficial for mothers who worry about transmitting their ED to 

their children, (Hill & Franklin, 1998; Park, Senior, & Stien, 2003), by educating these 

women in ways they influence their children to have a healthier relationship with food. 

Limitations  

 The limitations for this study include the qualitative nature. The categories 

specific to Passing Healthy Patterns to children were not evaluated for effective 

outcomes. Future research geared to verifying the effectiveness of a mother’s attempts at 

passing down healthy patterns is imperative. It is essential to identify if these strategies 

are effective in reducing ED behaviors in children as well. As research has suggested the 

relationship of parent and child, and specifically mother and daughter, holds a strong 

weight in trans-generational patterns regarding food and weight ideals (Wilson, Musham, 

&McLellan, 2004).  

 Another limitation of this study was that the sample characteristics, which might 

have contributed specifically to the themes that emerged. For example almost the entire 

sample consisted of anorexia or bulimia eating behaviors. There was one mother with 

EDNOS, in which her ED was more food phobia, but none of these women had BED, 

despite the researcher’s efforts to recruit for this type. It is fair to say that because this 
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sample did not represent members with BED, then this recovery process and the model 

for Passing Healthy Patterns would not transfer to mothers with overeating or BED.   

 Another limitations based on the characteristics of the sample were the sample of 

women being completely heterosexual and predominately Caucasian. These 

characteristics could have influenced the data and the outcome of the model. It is possible 

there would be a different process of recovery and categories for Passing Healthy 

Patterns from mothers from more diverse backgrounds.  

 Other characteristics of the sample included many mothers had young children or 

only had children above 12. Recovery’s influence on parenting could appear different for 

mothers with young children and mothers with older children.  Therefore, further 

research should identify the specific characteristics and parenting skills mothers implore 

when navigating motherhood depending on the age of their children.  

 Due to the fact there is no general definition for recovery from an ED, participants 

in this study were determined to be in recovery by their own report and the lack of 

criteria based on the EDDS. Therefore participant’s level and length of recovery varied 

widely. This means some women had not participated in any ED behaviors, while others 

were not as strict on what they deemed as abstinence from ED behaviors. For example, 

some mothers who participated in a more 12-step based recovery did not participate in 

any behaviors during the course of their recovery. Other women followed more in line 

with not participating in their main ED behaviors, but did not count lapses in this 

behavior as a full relapse into their ED. There was also a difference in the length of 

recovery the participants had. Some only had a year of recovery, while others had over a 

decade. This seemed to have a significant difference in their awareness and the depth of 
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how the participated in Passing Healthy Patterns. Furthermore, those mothers with 

longer years in recovery used more long-term strategies when passing healthy patterns, 

while participants with less recovery focused more on the current behavioral changes 

they could pass on to their children.  

Conclusions 

 To conclude, recovery from an eating disorder can bring several benefits to a 

woman’s life. While not all women in recovery become mothers there appears to be a 

unique process for women who are raising children while navigating through their 

recovery. When a woman chooses to become a mother their recovery seems to evolve as 

it begins to collide, merge and connect with their parenting style.  This process includes 

attempting to pass down healthy patterns to children in an effort to prevent the 

transmission of negative ED behaviors. 

 Recovery can be hard, but this research highlights the benefits of being in 

recovery while navigating motherhood. Being a mother with a history of an ED has been 

stigmatized to be a risk factor for the transference of eating struggles to children. 

However, this research sheds light on the positive aspects recovery can bring to a mother 

and her child’s life. Recovery can be important for children as it teaches resiliency and 

problem solving that these mothers would not have otherwise learned if they had not 

gone through their recovery journey. 

 Themes discovered through this research can benefit mothers regardless of their 

history with ED, particularly the Passing Healthy Patterns segment. Providing mothers 

with suggestions for healthy behaviors to utilize with their children, while avoiding some 

of the negative patterns, may reduce the chance of children developing an eating disorder.  
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 This model in its parts and in its entirety contributes to the gap in the research, as 

well as provides knowledge to mothers looking to understand how to navigate their 

recovery while raising children. It can reduce the stigmatization of mothers who are 

concerned their history or genetics of having an ED will be transmitted to their children. 

The stories of these women pierce the veil of how a negative experience with an ED can 

lead to more prosperous future for mother and child.  
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Appendices 

Appendix A. Consent Form 

Mothers in Recovery from Eating Disorders 

What is this study about? 

The purpose of this study is to understand the experiences of motherhood in relation to 

their recovery from eating disorders.  

What will happen during the interview? 

Following the consent, you will be asked to complete an audio-recorded interview with 

the researcher about your experience as a mother in recovery from an eating disorder. 

This interview will take about an hour and a half to complete. After participating in the 

interview the researcher may contact you for follow up clarification on your experiences.  

Risks/Discomforts 

The potential risk of this study is no more than minimal, and the probability and 

magnitude of harm or discomfort anticipated in the research is no greater than those 

ordinarily encountered in daily life or during the performance of routine physical or 

psychological examinations. If participants are in need of resources for emotional 

problems that occur while participating in the study, the primary researcher can provide 

resources.  

What are the benefits of participating in this study? 

It is hoped that through your participation, researchers will learn more about mothers in 

recovery from eating disorders. By participating in the study you will also receive a $25 

Visa gift card at the end of the interview.   

How will my information be confidential? 

All data obtained from participants will be kept confidential and only the researchers will 

have access to the data. Your personal identification will be transferred to an ID number 

which will be used to identify your interview. All personal information will be removed 

from the transcribed interview and will not be connected to the data. Your contact 

information will be destroyed the researchers have completed the analysis portion or after 

1year. The primary investigators Dr. Sterling Shumway and Heather Austin will have 

access to your information. Coders will also assist and have access to the unidentified 

transcribed interview. The coders will include Cody Heath, M.S. and Sarah Schonian, 

M.S. 

Am I able to drop out of the study? 
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Participation in this research study is completely voluntary. You have the right to 

withdraw at any time or refuse to participate entirely. At any time you can drop out of the 

researcher by simply telling the researcher and your data will be destroyed including any 

contact or personal identification.  You will not have to return the gift card if you decide 

to not participate in the study.  

Who do I contact if I have questions? 
If you have questions regarding this study, you may contact Heather Austin-Robillard at 

heather.austin@ttu.edu or 214-277-4266.  

Questions about your Rights as Research Participants 

For questions about your rights as a participant in this study or to discuss other study-

related concerns or complaints with someone who is not part of the research team, you 

may contact Texas Tech University’s Institutional Review Board at 806-742-2064 or 

hrpp@ttu.edu 

I have read the above consent form, and desire of my own free will to participate in the 

study. By signing below I consent to participating in this study and being recorded audio 

and visually.  

Printed Name:__________________  Signature: ____________________Date: 

_________ 

  

mailto:heather.austin@ttu.edu
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Appendix B: Screening/Demographics Phone Interview 
Name: ___________________________   ID#:_________________________ 

1. What is your race/ethnicity? 

 
2. What is your age? 

 
3. What is your sexual orientation 

 
4. What is your relationship status? 

 
5. How many children do you have? 

 
6. What are your children’s ages and gender? 
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Appendix C: Structured Interview 
What does it mean to for mothers to be in recovery from an eating disorder? 

1. Tell me about your experience of being a mother in recovery from an eating 

disorder? 

2. Tell me what does it mean to you to be in recovery from and eating disorder? 

What have been the steps in their recovery?  

3. What have been the steps for you to recover from an eating disorder? 

a. When in your recovery did you become a mother? (Before, during, 

after).  

b. How did your recovery change when you became a mother? 

 

How does their identity as a mother influence their recovery and vice versa?  

4. How has your identity as a mother impacted or influenced your recovery? 

a. Was there an impact on your recovery when you became a mother? If 

so, what were they? 

5. How has your recovery impacted or influenced your identity as a mother? 

b. In what ways has being in recovery benefited you being a mother? 

 

How do they perceive the impact of the recovery on their interaction with their 

children?  

6. How do you think your recovery has impacted or influenced your interaction 

with your children? 

a. Does this impact or influence differ between your children (if multiple 

children)? 

 

How does a mother’s recovery impact or influence their communication around 

body image and eating? 

7. It what ways have you communicated or interacted with your children about 

eating? 

a. How has your recovery impacted or influenced how you communicate 

about eating? 

b. Have you ever had communication or interactions with your children 

about healthy eating? If so what has that looked like? 

How do you think this impacts your children’s eating? Either 

positively or negatively? 

8. In what ways have you communicated or interacted with your children about 

body image? 

a. How has your recovery impacted or influence how you communicate 

about body image? 
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b. Have you ever communication or interactions with your children 

about healthy body image? If so what has that looked like? 

c. How do you think this has impacted your child’s body image either 

positively or negatively? 

9. What have you learned in your recovery that you would want to pass to your 

children? 

10. Is there anything else you think I should know or understand about your 

recovery or your experience as a mother in recovery from and eating 

disorder? 

 

 

 
 

 



EATING SCREEN 
Please carefully complete all questions. 

 
Over the past 3 months…    Not at all  Slightly   Moderately  Extremely  
1. Have you felt fat?. . . . . . . . . . . . . . . . . . . 0 1 2 3 4 5 6 
2. Have you had a definite fear that you 
might gain weight or become fat?. . . . . . . . . . 0 1 2 3 4 5 6 
3. Has your weight influenced how you think  
about (judge) yourself as a person?. . . . . . . . . 0 1 2 3 4 5 6 
4. Has your shape influenced how you think 
about (judge) yourself as a person?. . . . . . . . . 0 1 2 3 4 5 6 
 
 
5. During the past 6 months have there been times when you felt you have eaten what other people would regard as an 
unusually large amount of food (e.g., a quart of ice cream) given the circumstances? . . . . . . . . YES NO 
 
6. During the times when you ate an unusually large amount of food, did you experience a loss 
of control (feel you couldn't stop eating or control what or how much you were eating)? . . . . . YES NO 
 
7. How many DAYS per week on average over the past 6 MONTHS have you eaten an unusually large amount of food 
and experienced a loss of control?  0 1 2 3 4 5 6 7 
 
8. How many TIMES per week on average over the past 3 MONTHS have you eaten an unusually large amount of food 
and experienced a loss of control? 0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 
 
During these episodes of overeating and loss of control did you… 
 
9. Eat much more rapidly than normal?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . YES  NO 
 
10. Eat until you felt uncomfortably full?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . YES  NO 
 
11. Eat large amounts of food when you didn't feel physically hungry?. . . . . . . . . . . . . YES  NO 
 
12. Eat alone because you were embarrassed by how much you were eating?. . . . . . . . YES  NO 
 
13. Feel disgusted with yourself, depressed, or very guilty after overeating?. . . . . . . . . YES  NO 
 
14. Feel very upset about your uncontrollable overeating or resulting weight gain?. . . YES  NO 
 
 
15. How many times per week on average over the past 3 months have you made yourself vomit to prevent weight gain 
or counteract the effects of eating? 0 1 2 3 4 5 6 7 8 9
 10 11 12 13 14 
 
16. How many times per week on average over the past 3 months have you used laxatives or diuretics to prevent weight 
gain or counteract the effects of eating? 0 1 2 3 4 5 6 7 8 9
 10 11 12 13 14 
 
17. How many times per week on average over the past 3 months have you fasted (skipped at least 2 meals in a row) to 
prevent weight gain or counteract the effects of eating? 0 1 2 3 4 5 6 7
 8 9 10 11 12 13 14 
 
18. How many times per week on average over the past 3 months have you engaged in excessive exercise specifically to 
counteract the effects of overeating episodes? 0 1 2 3 4 5 6 7 8
 9 10 11 12 13 14 
 
 
19. How much do you weigh? If uncertain, please give your best estimate.      lbs. 



 
20. How tall are you? _Please specify in inches (5 ft.= 60 in.)___     in. 
  
21. Over the past 3 months, how many menstrual periods have you missed? 0 1 2 3 n/a 
 
22. Have you been taking birth control pills during the past 3 months?. . . . . . . . . . . . . YES  NO 
 
 
 
 
 
SCORING: 
Please refer to Stice, E., Fisher, M., & Martinez, E. (2004) for scoring procedures. 



6/18/16: It appears there seems to be a process in the women;s recovery of finding motovation or a 
turning point in there ED that motivates them to either initiate recovery or really grasp recovery. After 
comparing participant 101 & 102 it seems that for both medical or the impact on their body is what 
impacted the initiation of recovery. Another similarity was becoming a mother as an internal 
motivation. This could be found either in being pregnant or trying to get pregnant, but the desire to be 
healthy for a child motivated them for recovery. For some outside factors also propelled their recovery, 
like participating in group therapy or after having a child. Maybe this propelling is a different step in 
the process. Initiatinon and the propelling or grasping the recovery has different motivations. 
 
7/30/16: Along with this motivation, this initiation of recovery has also either been (or both) a 
motivation of motherhood or the inclusion of a specific professional participation. For 103-she initiated 
recovery when begining to work with a therapist. For 104- she was forcibly put into a hospital and 
during that began to try to stop her eating disorder. However with this she also internally grasped more 
of her motivation for recovery when she became a mother due to her desire to be a role model for her 
step daughter.   
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