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Abstract
Introduction: Anorexia by proxy is a very rare and a seldom
discussed disorder. The syndrome is a type of the “factitious
disorder imposed on another” or as it was formerly known
the “Munchausen by proxy” syndrome. The syndrome is on
the border with child abuse and best understood via case
studies.

Method: An extensive search was performed in PubMed
and Google Scholar with the key phrase “ anorexia by
proxy ” ; furthermore keywords of “ anorexia ”  and
“Munchausen” were used as well.

Results: Using various keywords, we found twelve
previously published papers in peer-reviewed journals that
matched the exact topic of this article; most of them were
case studies published from 1985 until 2013. Original
reports of three cases are also included from our clinical
practice.

Conclusion: Our report reflect some common features such
as the extreme low body weight, the direct life threatening
situation, the chronic clinical course, the bad outcome and
more interrupted therapies with deficient
psychotherapeutic compliance in these syndromes.
Altogether the role of the family and parents is crucial in
anorexia by proxy.
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Introduction

The Munchausen and the Munchausen by proxy
syndromes

The term Munchausen’s syndrome was first mentioned by
Asher named after the exaggerated stories of the Baron von

Munchausen (in English literature and in the following:
Munchausen syndrome; in German, originally: Munchhausen;
some studies refer to Munchausen or Munchhausen syndrome)
[1]. Patients with Munchausen’s syndrome present apparent
acute symptoms and tend to depict them with plausible
although dramatic histories. These complaints are factitious,
mostly made up on falsehoods, and are often based on hidden
motivations such as getting into the center of medical or
personal interest.

In its alternative, the Munchausen syndrome by proxy
(MSBP), the patient does not claim complaints on himself/
herself, but fabricates fictitious information about his/her child’s
physical state, or even directly produces symptoms to the child
by mistreatment or poisoning [2]. Meadow summarized MSBP
into four points. First, the illness is fabricated or induced.
Second, the child is presented to the doctor [3]. Third, the illness
is absent when the child is separated from the perpetrator.
Fourth, the perpetrator is acting out of a real need. In such
cases, clinicians need to detect either the caregivers ’  false
reports, or the fact that the child’s pathological symptoms are
direct consequences of the caregivers’ actions, in some cases
even both falsifications [4]. Although the symptoms of MSBP are
not certainly specific and their detection in clinical settings
incorporates subjective notions, MSBP is rated as a serious
psychiatric disorder [5,6]. As its consequence an involved child
can be harmed either from unnecessary treatments or from
direct parental mistreatment, therefore most studies identify it
as a severe and deceptive form of child abuse [7,8]. In addition
Schreier highlighted the compulsive quality of this mistreat [9].

Factitious disorder imposed on another –
diagnostics

The newest nosological system, the DSM-5 now classifies this
syndrome within the category of “somatic symptom and related
disorders ” , diagnosed as “ factitious disorder imposed on
another” (FDIA). The diagnosis cannot be given for the victim,
only the perpetrator receives it when the following symptoms
can be observed [10]:
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A: falsification of physical or psychological signs or symptoms,
or induction of injury or disease, in another, associated with
identified deception.

B: the individual presents another individual (victim) to others
as ill, impaired, or injured.

C: the deceptive behavior is evident even in the absence of
obvious external rewards.

D: the behavior is not better explained by another mental
disorder, such as delusional disorder or another psychotic
disorder. The diagnosis refers to an objective falsification of
illness symptoms, not only to hidden motivations for that, and
shall specify, whether it was a single episode of FDIA, or the
episodes were recurrent.

Although individuals with FDIA may have distress and serious
functional impairment in causing harm to others, relatives and
health care professionals have rather adverse impressions about
it, as some aspects of this disorder represent criminal behavior.
Perhaps as a consequence of these symptomatic features the
ICD-10 does not classify it within factitious disorders, but
suggest it as a form of not otherwise specified child abuse [11].
As the child is necessarily presented in the health care
professionals shall make sure to avoid being a part of this
abusing relationship [3].

Beyond the above mentioned characteristics the nature of
FDIA involves the parent’s psychopathological symptoms (e.g.,
strong enmeshment, unconscious anger towards the child, the
symbolic statement of ‘cease to exist’ in the child’s diminishing
body). The parent uses the child as the extension of his/her own
ego –  perhaps this mechanism enables the “ imposed on
another” phenomenon , thus the parent imposes psychosomatic
disorder on the child instead of herself/himself.

Motivations in MSBP/FDIA
Although motivations and dynamics behind the disorder have

not been perfectly clarified yet, the child ’s disease certainly
gives the opportunity to demonstrate fake parental skills and to
pretend affectionate care [6]. Therefore, it seems that a central
motivation of caregivers with MBPD/FDIA is to use the child and
the fabricated disease for attention seeking and pseudo-
superiority over other caregivers [6,10]. This takes possession of
the respect and reinforcement from the deceived professionals
[2,3]. Thus, symptoms are supported by secondary gains such as
money, drop-out from responsibilities, or most prevalently
presenting oneself as a good caregiver, welcoming the attention
and appreciation of the health care personnel [10]. Dye and
colleagues emphasize that the motivation is not based on
external incentives like economic gains [12].

Characteristics of the families with MSBP/FDIA
In some cases the disorder begins after the child ’ s

hospitalization. The prevalence of the disorder is uncertain
owing to its deceptive quality. However, the DSM-5 refers to 1%
estimated prevalence including all factitious disorders, of which
only a subtle part consists of the FDIA patients [10]. Based on
the analysis of 41 MSBP case studies conducted by Sheridan,

symptoms were produced by the mother in more than 75% [13].
In his review book Feldman revealed physical or sexual abuse,
parental rejection, lack of love or attention and other early
traumas of the mothers with MSBP/FDIA [14]. Psychiatric
treatments and factitious disorders were reconstructable from
their history in 80% of these mothers, and 60% of them have
tried to commit suicide. Among other psychopathological
symptoms, personality disorders, predominantly histrionic and
borderline types were observable in the mothers [7]. The
children primarily suffer from rejection, guilt and the break of
confidence with the caregiver [12,15].

As the symptoms and the attached behavior hold secondary
gains to the caregiver, suggesting homeostatic functions of the
disorder, it is worthy to look on the MSBP symptoms from a
systemic approach. Knowing the characteristics of
psychosomatic families [16], we may interpret the falsification of
symptoms, the poisoning and the abuse of the child as a
symbiotic relationship or a pathological enmeshment of
intrafamiliar boundaries. These qualities are relevant in eating
disorders as well. Even the DSM-5 emphasize that FDIA shows
similarities to eating disorders [10].

Method
The deeply qualitative phenomenon of this disorder can be

most thoroughly reflected via case studies, thus the literature on
ABPS mostly consists of case studies. A literature review was
conducted. When searching PubMed with the keyword
“anorexia by proxy”, altogether 24 results were shown until 15
April 2020, while by using the keywords of “ anorexia ”  and
“Munchausen” with AND Boolean operator, 16 matches could
be found. Using the open search engine of Google Scholar with
the keywords “anorexia by proxy” altogether 11 articles had
relevance from all results. Counting the coincidences of search
results, only 14 papers matched the exact topic, most of them
were case studies published from 1985 until 2013.

Anorexia by proxy
Anorexia nervosa (AN) is one of the most prevalent and

severe psychiatric disorders. Some characteristic features of the
family system seem to play an important role in AN, reflected by
the fact that family therapy is suggested as the first treatment
option for young anorectic patients [16,17]. However, blaming
the family as a cause of eating disorder holds pitfalls, as the
family is our biggest resource in the treatment [18]. AN has a
multiform nature, showing more subtypes [19]. One of its rare,
but highly exciting subtypes is the “anorexia by proxy” syndrome
(ABPS), raising several questions about family issues as
compared to the more prevalent forms of AN. ABPS is formed
similarly to the pathomechanism of MSBP.

The classic Munchausen’s syndrome in AN was first described
in 1993 by Burge and Lacey, in a perhaps personality disordered
case [20]. Ebeling and colleagues claimed that anorectic
symptoms are typical as parts of self-induced factitious disorders
[21]. Bulik and colleagues reinforced that cases of comorbid AN,
and Munchausen’s syndrome are although rare, but existing
phenomena [22]. The extreme relevance of the rare AN induced
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on another or ABPS is reflected from Sheridan’s review on the
MSBP, as the second most frequent disorder of the victims were
induced AN or feeding problems (24.6% of all case reports) [13].

Birmingham and Sidhu highlighted that normal AN can be
distinguished from ABPS when paying special attention to the
classical anorexic features such the intense fear of weight gain,
body weight and shape misperceptions as they might be missing
in by proxy cases [23]. However, certain abnormal behaviors or
the weight loss itself can be similar. On the basis of these
features these authors suggested a three-step algorithm for
diagnosing ABPS:

1. Is there a non-factitious disorder that can explain the
(anorexic) symptoms?

2. a. If yes, psychiatric cause shall be treated according to the
proper guidelines. b. If no, all previous medical reports shall be
obtained including hospital admissions, treatments, and
surgeries. Therapist should clarify, whether the patient or
his/her parent has asked for discharge from the hospital against
medical advice.

3. Investigating whether the child’s symptoms are congruent
with MSBP, including inconsistencies and behaviors.

Former case studies on anorexia by proxy syndrome
The first case study was published by Katz and colleagues

reporting on a 17-year-old anorexic patient (body mass index
[BMI]: 15.6) with a severely underweight mother, who described
her daughter as overweight. Although it is known that the AN is
more prevalent in the family members of affected individuals,
suspicion was specially increased, as the daughter had no sever
body image disorder, was not preoccupied with her body size.
She was aware of her thinness, and felt unable to cope with
being underweight, but as she improved in the therapy, her
mother began to feel distress that she would also put on weight
during her daughter’s weight restoration, and tried to convince
her daughter that she is getting too heavy. As the mother’s
extreme preference on thinness seemed to serve a maintaining
role in the daughter’s disorder, Katz and colleagues described
the phenomenon as “anorexia nervosa by proxy” [24].

Money reported the case of a 16-year-old boy, who was
abused by his stepparent and was as underdeveloped as an 8-
year old child, and his state almost perfectly normalized after
the separation from the stepparents. The author directly
suggested that the MBPS shall be applied in certain cases of AN
[25].

Griffith and colleagues reported a case of a 52-year-old
severely weak mother, who lost 20 kilograms in 9 month and
had difficulties in swallowing foods and liquids. During the
examinations persecutory delusions about food poisoning by her
husband were observed [26]. The mother indicated that her 22-
year-old daughter shared her suspicions, and she kept her 8-
year-old son at home and underfed him. Therefore the authors
suggested the case as a delusional disorder by proxy, or as its
more common synonym, folie a deux, is a rare clinical syndrome,
where the delusions are transmitted from the originally ill
“inducer” to another person. In line with this, Wehmeier and

colleagues emphasized the importance of family processes in
the formation of symptoms, and referred to the phenomena as
“folie a famille” [27].

Scourfield presented three cases when the mothers’ AN was
accompanied by their children ’ s abnormal eating behaviour,
therefore he suggested that being a child of a mother with AN
poses an increased risk for having MSBP [28].

Honjo presented a case about a severely malnourished 25-
month-old child, whose mother complained about the child’s
overeating periods since the first year of her baby. As the
mother was afraid that her child is going to put on overweight,
she put serious restrictions into place regarding feeding her
baby. The mother was apparently suffering from atypical AN,
and her fearful belief that her child would eat too much seemed
to be a certain projection of the mental features of AN on her
child, showing a severe early case of ABPS [29].

Moszkowicz and Bjornholm reported about a two-year-old
boy and his anorexic mother with personality disorder,
depressive mood and paranoid traits, who have refused to feed
her child. The child suffered from food deprivation, psychosocial
impairment; the mother – child relationship was severely
disturbed. Therefore the displacement of maternal AN was
hypothesized as a possible psychodynamic explanation [30].

Russell and colleagues have frequently measured the weight
and height of eight anorexic mothers. According to their results,
out of the fourteen children nine suffered from food deprivation
while only five were unaffected. Even though the presence of
ABPS was not suspected by the authors, these mother-child
dyads showed similarities to the previous cases, as the mothers’
pathology was highly influential on their children’s physical state
[31].

Zamora and de Ugarte Postigo published a case of a 19-year-
old severely anorexic patient (BMI: 11.5), whose eating
problems appeared at the age of 10 after being sexually abused.
Her mother lost her job coincidentally. The patient and her
mother refused to be weighed; the mother explained the
thinness was related to stress. However, no body image
misperception could be observed at the patient who gave her
consent to the nutrition at the hospital. The mother seemed to
try to maintain a permanent childhood and demanded her
admission to the paediatrics [32].

Birmingham and Sidhu also referred to a case of concurrent
AN and MSBP about a 21-year-old female suffering from binge-
purge type of AN with 19 –  often involuntary –  hospital
admissions in three years [23]. Her mother advised her to reject
the clinical treatment and enrolled her in a modeling school. The
patient has recovered after she had moved out from the
parental home.

Sadock and Sadock described two cases of anorexia by proxy:
in the first one, the perpetrator was an anorexic mother, who
restricted her child’s nutrition due to her own anorexic beliefs
and excessive fears of gaining weight. In the latter one, a
paranoid father with a history of psychotic episodes was scared
that his son might be poisoned by breast milk [33].
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Sirois also presented a case on anorexia by proxy in French;
however, the paper could not be reached [34].

Pathomechanism
A vast number of studies underline that parental attitudes to

weight and shape strongly influence their children ’ s body
concerns [15]. The “transference” or at least the increased risk
for AN symptoms as a child of a mother with anorexic features
can be explained by the fact that mothers with eating disorders
were highly sensitive to their babies’ size. The mothers’ eating
pathology and their associated body image disorder negatively
affect their perceptions about their children. They often
misperceived their one-year-old children’s size. Therefore, in
some cases the baby’s poor development could be reasoned
with the mothers ’  eating disorder pathology and associated
perceptions and the outcome feeding patterns [35].

In these cases, the parent’s psychopathology interferes the
normal parenting behavior, as they force their
psychopathological behavior to their child. This raises the
question, whether the “real perpetrator” supposed to be the
parent or the pathological process itself?

According to the overview of Patel and his colleagues there
are several mechanism how parenting can put impact on the
development of the children’s eating pathology; from which the
following pathways may play an important role in ABPS [15].
First, the parent ’ s eating pathology can directly influence
parenting. Parents may wish their children to be thinner;
therefore they may force eating patterns congruent with their
false beliefs, as it was observed in case of anorexic mothers [31].
Second, the parent’s eating disorder can also indirectly influence
the child through being preoccupied with food intake,
mealtimes, body weight and shape, thus the child ’ s eating
behavior and body concerns can be negatively affected. Third,
more mildly, the parent can show a poor role model in eating
behavior or body attitudes, through own dieting.

Considering exact cases of ABPS, even more severe
contributions can be suspected: direct criticizing for body weight
and shape, even direct deprivation of normal food intake can be
present. Then as in every MSBP case they take their children to
doctors driven by own fears or secondary gains [3]. Perhaps a
question of high therapeutic relevance could be: it is worth for
the caregiver to bring the child to the doctor, but would it be
worth letting the child recover from ABPS? How could this
ambivalence of taking huge indirect or even direct role in the
child’s AN, then presenting her/him in medical setting, with the
hidden intentions in the background of maintain the child ’s
disorder influence the therapeutic approach?.

Treatment
The management of such factitious disorders imposed on

another should generally involve the treatment of the caregiver
and the treatment of the child [12]. According to Sanders and
Brush sometimes separation from the caregiver as well as the
long term psychiatric admission of the child with comprehensive
management is required [36]. Children may benefit from art or
play therapy, and from discussion about rejection, guilt, or if

they are present, misperceptions. Russell and colleagues
revealed that the catch-up growth of underfed children of
anorexic mothers was associated with the treatment
engagement of both the mother and the child [31]. Long-term
treatment was required for the mother as well, combining it
with family therapy and hospital admissions. Stirling suggested
the following advices for treatment. First, review all medical
charts and provide expert consultation. Second, cooperate with
each involved professional and apply one with experience in
child abuse. Third, when it is needed, professionals shall not
hesitate to involve social service agencies. Fourth, the whole
family shall be involved in the treatment, and the whole family
should guarantee the safety of the victim in their home further
on. Fifth, effective behavioral management techniques for the
child and family therapy can be applied [37].

Case vignettes
Our case studies are from a department specialized in eating

disorders between 1990 and 2001 in Miskolc, Hungary. During
these years more than 300 patients were treated in the facility.
Among them many suffered from severe AN. We found multiple
similarities in case of three of our patients where the family had
a central role in their severe illness. We suggest these cases
meet the criteria for ABPS. All displayed names in the following
case studies were changed.

Case 1
The 20-year old Julia was admitted to the hospital in 1990.

She was severely anorectic at that time since three years. At
admission her weight was 27 kg but within a few months’ time it
decreased to 25 kg (height: 156 cm, BMI at admission: 11.1).
During previous years she and her family refused all offered
psychotherapies. At the end she was admitted to the hospital
because her health condition was life threatening. In Julia’s very
enclosed family all her uncertain aspirations for independence
have failed. She gave her salary as well as her disability benefits
later to her family, from which sum they bought clothing for her
younger sister. The generational and psychological boundaries
did not develop. Family members constantly questioned each
other’s feelings; they did not follow up agreements. From Julia’s
life story it was clear that even her birth was a disappointment
for her mother as she wished for a boy. The family often
identified her with their deceased baby boy, who was their
hoped support in life. During our visit at the family we saw that
Julia shared her room with her 13-year-old, obese sister, who
occupied ¾ of the room, meanwhile Julia only had ¼ for herself.
When Julia considered moving out of the family home, her
father said the following things to her: “I rather let my one arm
to be cut off than letting my daughter to move out.” Therefore,
Julia stayed at home, her weight increased to 35 kg after a long
therapy. During the years due to her relapses she had to be
admitted three more times to our unit. She lived a chronic,
anorexic life with her mother; her father died in the meantime.

Journal of Obesity & Eating Disorders

ISSN 2471-8203 Vol.6 No.2:3

2020

4 This article is available from: https://obesity.imedpub.com/

https://obesity.imedpub.com/


Case 2
When the 21-year old Sonja visited our unit in 1993 in the

company of her parents her weight was 22.4 kg (height: 168 cm,
BMI: 8.3). Her anorexia had a seven-year history. Her multiple
admissions to institutes were constantly interrupted by her
escapes. Shortly after arriving from the 400 km long journey to
the unit, Sonja’s mother told us crying that she will take her
daughter right away as: “She is totally going to be devastated
here”. The family lives on a ranch. The parents were very young
and had no secure financial status when they had to get
married, as the mother was pregnant with Sonja. During the
years their relationship worsened, they had more and more
conflict. Sonja’s sickness started when she moved to a dorm to
be able to attend her studies. She was looking for her freedom
but she was also clear with her buffer role in the family. First,
she smoothed the tension between the parents. Furthermore,
she amply took her part in the family work, which was also
expected of her (with just 25 kg she hoed on average five hours
a day). The family was characterized by its members only
broadcasting negative feelings towards each other. After Sonja
gained 7 kg in our unit, she escaped and ran home. After this she
appeared on different psychiatric units in the country, but we
don’t know about any essential change.

Case 3
The 19-year-old Rose was admitted to our unit because in

recent times she only consumed liquids, her body weight was 26
kg (height: 160 cm, BMI: 10.2). During the five years of her
illness she also had an emergency admission. However, on the
last occasion her mother took her home with the reason that
she should rather die at home than go mad in a hospital. The
family could not establish a separate home for themselves;
therefore, they lived with the grandmother, with whom the
parents did not even talk for a long time as they had outstanding
financial debates. This family home had two rooms, in one room
was living Rose with the grandmother. The grandmother not
only shared her living space with Rose but also the one portion
sized meals she delivered from the local kindergarten. The
tension between the inhabitants of the two rooms got eclipsed
via Rose’s constantly decreasing weight. In our unit after life-
threatening medical complications (cardiac arrhythmia) she
managed to gain 19 kg. However, she remained in a mentally
impaired condition, especially when she decided to go home
following her and the family ’ s demand. According to our
information a year after her discharge she lived with her
grandmother, her weight did not decrease. Later she also sent a
picture of herself; her condition seemingly has been resolved.

Discussion

Common features of the cases
Our three cases show several common features such as the

extreme low body weight, the direct life threatening situation,
the chronic clinical course, the bad outcome, and more
interrupted therapies with deficient psychotherapeutic
compliance. This bad compliance led to arbitrary drop-outs with

the leading role of the parents. Patients had lower
socioeconomic status in comparison with most anorectics. The
financial value of food was emphasized supposedly owing to the
families’ low socioeconomic status. Family structure was rigid
with symbiotic parent-child relationship, which was a burden of
compliance. Interpersonal relationships were characterized with
destructive parental messages. The parents ’  marriages were
charged with emotional and financial difficulties, and the failure
of their relationship was obviously reflected by their child.
Perhaps the child’s unconscious rejection was the consequence
of the marital disharmony. External family boundaries were
extreme rigid, while generational ones were enmeshed. The
marriage was held together with the child ’ s disorder. The
primary difficulty in the therapy was the overall detectable
resistance or refusal. Children’s resistance was apparent as well,
they were reluctant to express any form of aggression as it
would have meant the surrender from the symbiotic
relationship. Parents tried to interrupt the course of the therapy
with emphasizing their children ’ s indispensable role in the
family.

In our cases, therapy primarily aimed to prevent the direct
mortal danger with increasing body weight as a first step. Later
on other therapeutic methods, face-to-face, group, and family
therapies were applied. In two cases only small changes could
be induced: the weight increase was not followed by
psychological development. The third case was followed with full
remission after leaving the hospital.

Other potential manifestations of FDIA in eating
disorders

The link between childhood maltreatment including rape or
sexual abuse and eating and weight problems is well-known
[38]. Compulsions related to eating, like behavioral features of
orthorexia nervosa, often restrict the child ’ s feeding and
nutrition we have already met such anamnestic data in our
practice). This may correspond to FDIA. Andreis described and
important introductory case of “orthorexia by proxy”, in which a
one-year-old child in life threatening condition (5 kilograms,
growth below 3rd percentile, hypotonia nad psychomotor
impairment) was hospitalized. It turned out that an inflexible
vegan diet was imposed by the parents as the cause of
undernutrition [39].

Characteristics of FDIA can be suspected with regard to
obesity as well. Many parent overfeed their child that endangers
the child’s health. This phenomenon is more explicit in case of
‘ feederism ’  described by Giovanelli and Peluso [40]. In
feederism, fat fetishism can be observed. The body fat (and the
increasingly obese partner) becomes the object of sexual
attraction. The feederism consists of a combination of fetishism,
where sexual gratification is obtained not only from the fat itself,
but also from the process of feeding or gaining. The authors
discussed this phenomenon on the basis of the sexuality. From
another point of view, feederism can be regarded as a harmful
activity relating to the partner’s health. In this respect, it can
meet the criteria of FDIA.
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The role of fashion industry agents also can be considered as a
part of the FDIA spectrum: they expect the models to be
extremely thin, therefore often force them having strong diets
and excessive exercises, and warn with the cancellation of job
opportunities, if the model’s hip exceeds the 90 cm border. In
this case the direct aim of thinness is explicit, although not
psychological, but financial interest can be found in the
background of the drive to impose disorder on another.
However, the presence of abuse can suggested in this case as
well [41]. The same tendency might be true for the coaches of
certain sports. One of our patients was a top athlete in rhythmic
sports gymnastic with the competition weight of 38 kg. If she
had reached 39 kgs, her coach asked her the omit dinners. A
more common precedent of misusing athletes’ body is doping.
These cases raise the question of medicalization: where is the
border of permissible body control, and where does the misuse
of body start? The border between harmful behaviors based on
psychological gains and apparent abuse is not always easy or
obvious to draw. In case of abuse legal steps are required (e.g.
involvement of child protection).

The spectrum of FDIA and abuse in eating disorders
Authors of present paper suggest using a spectrum approach

in distinguishing cases of abuse or FDIA in AN. Firstly, on one end
of the spectrum the classical form of AN can be found with its
accompanying psychosomatic family features described by
Minuchin [16]. These family characteristics are certainly
unconscious; however they contribute to the onset and
maintenance of the pathological process. Secondly, another
reconfirmed case is, when the parent’s body image disorder
does not go for him/her, but to the child, therefore the parent
rather wants to change the child’s body. Thirdly, a more direct
effect of the parent’s psychopathology can be suspected, when
he/she does not want the child’s treatment to start or to be
continued – based on a symbiotic relationship. The parent does
not have insight about the pathology in spite of the severe
symptoms. Our cases can be classified into this category. Fourth
time, an even more direct effect is found, when the mother
project her own anorectic behavior onto her daughter, and
criticizes her body weight and shape even, when these qualities
of the child are perfectly normal. Fifth time, a strong and explicit
case of abuse is present, when the parent make his/her child
starve based on his/her body image disorder, therefore directly
contributes to the child’s AN. This corresponds the most the
criteria of FDIA. The same is true for the feeders –  in the
opposite direction. Furthermore, the parent’s primer eating or
body image disorder can be combined with the child’s craving
and compulsive compliance to his/her parent. Perhaps this is the
reason of the lack of evidence for the child’s real body image
disorder in many case studies of AN imposed on another. Sixth,
on the other end of the spectrum the harsh and criminal abuse
can be found, when the parent does not feed his/her child – not
because of the presence of a body image disorder, but – for
example – as a punishment.

Conclusion
In the previously published cases parental responsibility

seems to be more definite, purposefulness can be observed. In
our cases direct parental purpose is less evident, but the
features of our cases match several criteria of ABPS. A certain
part of the cases ’  characteristics are observable with a less
striking manner in classical AN (e.g., symbiotic relationships,
family functions of the disorder). With discussing cases of AN by
proxy authors of the paper would not like to blame parents of
anorectic children, as the family is the greatest resource for
recovery, but aim to highlight a spectrum of parental
involvement. In these cases the role of the family, and the
parents’ assistance to the development and maintenance of the
disorder is apparent. These parental features should be taken
into account in the analysis of family dynamics, demonstrating
special relevance in determining certain interventions during the
therapy.
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