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Abstract
Objective: To evaluate differences in children’s eating behaviour in relation to their
weight status.
Design: Prospective, cross-sectional study. Anthropometric measures were taken
and age- and sex-adjusted BMI percentiles and Z-scores were calculated according
to the Centers for Disease Control and Prevention recommendations to assess
weight status. Parents completed a questionnaire which included demographic
data and the Children’s Eating Behaviour Questionnaire (CEBQ) to assess eating
behaviour.
Setting: Tuzla Canton, Bosnia and Herzegovina (September 2016–September
2017).
Participants: Male and female children aged 3–10 years and one of their parents.
Results: The study sample comprised 2500 children; 6·8 % of them were under-
weight and 14·4 % were overweight, while there were 14·8 % obese children
and 64·0 % had normal weight. The factor analysis of CEBQ revealed an eight-fac-
tor solution. Significant differences in CEBQ subscale scores were found within
BMI categories for all CEBQ subscales except Food Fussiness. On the other hand,
child BMI Z-scores showed a linear increase with the ‘food approach’ subscales of
the CEBQ, except the Desire to Drink subscale which was excluded from analysis,
and a decrease with ‘food avoidant’ subscales.
Conclusions: The present study suggests that the CEBQ is valuable for identifying
specific eating styles that are associated with weight status and can be seen as
important and modifiable determinants implicated in the development and main-
tenance of overweight/obesity as well as underweight.
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Eating behaviour problems in children have been linked to
underweight and poor growth as well as to overweight and
obesity(1–8). Eating behaviour has been divided into six
areas: (i) satiety responsiveness; (ii) responsiveness to food
cues; (iii) emotional eating; (iv) general interest in eating;
(v) speed of eating; and (vi) food fussiness(2–6).

It is known that eating behaviour is formed in the first
years of life and that eating habits in adulthood are related
to those learned in childhood(8). These situations demon-
strate the importance of investigating eating behaviour at
early ages and suggest that actions aimed at promoting
healthy eating habits should focus with greater emphasis
on children(6–8).

The Children’s Eating Behaviour Questionnaire (CEBQ)
is one of the most widely used measures of eating behav-
iour in children(2). The CEBQ is designed to assess six

aspects of children’s eating behaviour, with its eight sub-
scales divided into two categories: ‘food approach’ and
‘food avoidant’ subscales. ‘Food approach’ subscales are:
(i) Food Responsiveness (FR), which consists of items
assessing appetite and an inclination towards appealing
external food cues (i.e. external eating); (ii) Enjoyment of
Food (EF), which also reflects a child’s appetite and interest
in eating; (iii) Emotional Overeating (EOE), which taps into
overeating in response to negative emotions (e.g. anger,
sadness, anxiety and boredom); and (iv) Desire to Drink
(DD), which assesses the need for frequent beverage or
drink consumption. ‘Food avoidant’ subscales are: (v)
Satiety Responsiveness (SR), consisting of items indicating
that a child attends to internal cues of fullness and stops eat-
ing based on such perceived fullness; (vi) Slowness in
Eating (SE), comprising items that assess a child’s speed
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of eating (e.g. taking a longer time to finish food or con-
sume food); (vii) Emotional Undereating (EUE), which con-
sists of items that describe undereating in response to
different negative emotions; and (viii) Food Fussiness
(FF), which consists of items reflecting a child being selec-
tive about foods eaten (e.g. picky eating or difficulty in
pleasing a child with food)(2).

The CEBQwas originally developed and validated in the
UK, but translated versions of the CEBQ have also been
validated in other, mainly high-income countries(2,3,5,9–18).
Previous studies using the CEBQ evaluated children from
1 to 13 years old, with the number of participants ranging
from 135 to 1002(2,3,5,9–18). Despite its widespread use and
translation into several languages, the factor structure of the
CEBQ has been a matter of debate(18).

Until now, no studies have been conducted in Bosnia
andHerzegovina or in our region using the CEBQ, nor have
studies evaluating eating behaviour in relation to body
weight status in children. The aim of the present study
was to analyse the factorial nature of the CEBQ which
was translated into Bosnian language (and used as a study
tool); and to estimate the relationship between eating
behaviour and weight status categories in a cohort of 3-
to 10-year-old Bosnian and Herzegovina children, in order
to identify specific eating styles that are associated with
weight status and can be seen as important and modifiable
determinants implicated in the development and mainten-
ance of overweight/obesity as well as underweight.

Methods

A cross-sectional study was performed from September
2016 to September 2017 in pre-school institutions, primary
health-care institutions and elementary schools in Tuzla
Canton, in each of its thirteen municipalities. Tuzla
Canton, as the most populated canton in Bosnia and
Herzegovina, has about 500 000 citizens, out of which
30 000 are children aged 3–10 years. The study was con-
ducted on a voluntary basis by children and parents with
respect for ethical provisions of children and one parent’s
anonymity, andwas approved by theMinistry of Education,
Science, Culture and Sport and the Ministry of Health of
Tuzla Canton aswell as the ethical advisory body from each
pre-school institution, elementary school and health insti-
tution. Written informed consent was obtained from
parents.

Study population
We randomly selected and visited one pre-school institu-
tion and one elementary school, as well as the primary
health-care institution, in every municipality where we ran-
domly selected pairs of children of appropriate age and one
of the parents (mother or father). All parents were previ-
ously asked whether they wanted to participate in research

with their children. Institutions were selected by the lottery
method except the pre-school institution from five munici-
palities which had only one institution, which we visited. In
each institution children of appropriate age were selected
with random number tables (numbers were assigned by
asking the correspondent person in each institution to
make a list of children before our visit without previous
knowledge for what it will be used). Every second child
of appropriate age who came to health institutions for vac-
cination was recruited. All parents were asked if they
already participated in the study so that they could be
excluded if they had already been recruited in another
recruitment place. Exclusion criteria were inborn or
acquired deformities or any diagnosed chronic diseases
in children. Prior to inclusion into the survey, parents were
provided with appropriate information which explained
the purpose, objectives and significance of the research.
A questionnaire was handed over to all children or parents
during our visits to pre-school institutions and elementary
schools, when we took anthropometric measurements of
children. The completed questionnaires were returned to
the correspondent person in every institution and then
we collected them in a second visit 7–15 d after that.
Those participants included at health-care institutions
answered items on the spot and handed the questionnaire
over to the correspondent person, which we collected
during our monthly visit.

The study population initially included 3833 children
aged 3–10 years (12·7 % of the total child population)
and 3833 parents. Out of that number, 2561 returned an
answered questionnaire with the mean response rate being
66·81 %, ranging from 12·11 to 98·51 % for different institu-
tions. Respondents who did not answer all of the question-
naire items or who subsequently refused to take part in the
survey were also excluded. Finally, the total study sample
included 2500 of out 3833 children and one of their parents.
A flow diagram of data collection is presented in Fig. 1.

Questionnaire
The questionnaire consisted of two parts. The first part
gathered data on the demographic characteristics of partic-
ipants and the second part was the CEBQ(8), which was
translated into Bosnian language by a team of two experts.
The first translator provided a draft version of the transla-
tion, then the second translator controlled and delivered
the final version. If there were any disagreements, an inde-
pendent court interpreter made the final decision. The sec-
ond translator back-translated the measure and the first
translator revised it.

The CEBQ is designed to measure eating styles in chil-
dren(2). It is a parent-report measure comprised of thirty-
five items, each rated on a five-point Likert scale that ranges
from ‘never’ to ‘always’. The instrument is ideal for use in
research investigating the early precursors of eating
disorders(2,3,5,9–18).
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Anthropometric measurements
Child anthropometric measurements were taken by trained
clinical staff. Weight was measured using a GIMA scale
(model 27310 Astra) to the nearest of 0·01 kg and height
was measured using a SECA 213 portable stadiometer to
the nearest 0·01 m. For reliability, all measurements were
taken in duplicate and averaged. The scale was calibrated
before each measurement. The obtained values of body
weight and body height were used to calculate BMI as body
weight (in kilograms) divided by the square of height (in
metres). To assess the weight status of participants, BMI
values were expressed as a percentile value and Z-score
for the appropriate age and sex(1). BMI groups were clas-
sified according to the US Centers for Disease Control
and Prevention age- and sex-matched percentile grading
as: underweight (<5th percentile); normal, healthy
weight (≥5th and <85th percentile); overweight (≥85th
and <95th percentile); and obese (≥95th percentile)(19).

Statistical analysis
We performed data analysis using the statistical software
package IBM SPSS Statistics for Windows, version 24.0.
The descriptive statistics are presented as means and SD,
or as numbers and percentages for categorical data. The
original eight-factor model of the CEBQ was tested with
principal component analysis and varimax rotation(6).
Cronbach’s α coefficients and average corrected item–total
correlations were calculated to assess internal reliability
and validity of the original eight subscales of the CEBQ.
As in previous studies we used the guidelines by
Nunnally, who considered that average corrected item–

total correlations above 0·30 are ‘good’ and correlations
below 0·15 may be unreliable(20). To examine differences
in CEBQ subscale scores between weight categories,

one-way ANOVA with effect sizes and post hoc analysis
using the Tukey honestly significant difference test were
used. To assess predictivity of the CEBQ, sex and age of
the child on BMI Z-score we used multiple hierarchical
regression analysis. P values <0·05 were regarded as
statistically significant.

Results

We examined 2500 children, of whom 49·8 % were girls
and 50·2 % were boys. Mean age of the children was
7·64 (SD 2·19) years. The prevalence of underweight was
6·8 %, overweight 14·4 %, while there were 14·8 % obese
children. Participant characteristics are shown in Table 1.

The factor analysis of the CEBQ revealed an eight-factor
solution, which accounted for 56·94 % of the total variance
(Table 2). Most of the items loaded as expected and the fac-
tor loadings were comparable to those in the original study
and other validation studies(2,15–18). Only three items loaded
differently compared with the original study. The item ‘My
child has a big appetite’ had the highest loading on the EF
subscale and not on the SR subscale to which it originally
belonged; it was therefore retained on the EF subscale
(with reversed scores). The item ‘My child is always asking
for food’, originally belonging to the FR subscale, loaded on
to the EF subscale. The third item that did not load as
expected was ‘My child eats more when s/he has nothing
else to do’ from the EOE subscale, which loaded on to the
FR subscale and was retained there. There were no items
with a factor loading below 0·40 and all were included in
further analyses.

Internal reliability coefficients (Cronbach’s α) were cal-
culated for each of the resulting eight factors as presented
in Table 2. They are all acceptable except for SR and EUE,

Table 1 Characteristics of the sample according to BMI percentile weight category: children aged 3–10 years (n 2500), Tuzla Canton, Bosnia
and Herzegovina, September 2016–September 2017

BMI percentile weight category

Sex CEBQ subscale score

BMI (kg/m2) Male Female Age (years) FR EOE EF DD SR SE EUE FF

Underweight (<5th percentile) Mean 13·16 6·73 8·13 4·15 12·68 7·91 12·46 11·65 10·65 16·62
SD 0·73 3·15 3·13 1·45 3·99 2·99 3·04 3·01 3·46 2·82
n 171 78 92
% 6·84 3·11 3·68

Normal weight
(≥5th to <85th percentile)

Mean 15·95 7·63 7·91 4·09 13·09 7·27 11·53 10·49 9·89 16·51
SD 1·36 2·11 2·89 1·50 3·01 2·89 2·98 2·67 3·61 2·82
n 1599 791 807
% 63·96 31·64 32·28

Overweight
(≥85th to <95th percentile)

Mean 19·37 7·90 9·02 4·42 13·90 7·39 10·75 9·82 9·46 16·47
SD 1·58 2·08 3·82 1·74 3·15 2·85 2·72 2·24 3·16 2·70
n 359 183 176
% 14·36 7·32 7·04

Obese (≥95th percentile) Mean 22·39 7·82 10·44 4·62 13·69 7·48 10·51 9·67 9·59 16·11
SD 3·11 2·05 4·64 2·21 3·21 2·91 2·67 2·31 3·09 2·97
n 371 203 167
% 14·84 8·12 6·68

CEBQ, Children’s Eating Behaviour Questionnaire; FR, Food Responsiveness; EOE, Emotional Overeating; EF, Enjoyment of Food; DD, Desire to Drink; SR, Satiety
Responsiveness; SE, Slowness in Eating; EUE, Emotional Undereating; FF, Food Fussiness.
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which fall into the questionable range, and SE, which has a
low coefficient. The average item–total correlations, cor-
recting for the contribution of the items to the scale, suggest
adequate consistency of item content within the CEBQ sub-
scales (EF 0·82, FR 0·78, FF 0·73, SR 0·61, DD 0·59, EUE 0·67,
SE 0·36, EOE 0·67) and all corrected item–total correlations
are considered ‘good’(20).

In further analysis we used CEBQ subscales which
resulted from factor analysis in our sample. We conducted
one-way ANOVA with effect sizes using BMI percentile
weight categories and CEBQ subscales, with post hoc
Tukey honestly significant difference test analysis
(Table 3). This showed significant differences in CEBQ sub-
scale scores within BMI percentile weight categories in all

Table 2 Factor loadings from factor analysis (principal component analysis with varimax normalised rotation) of all thirty-five items of the
Children’s Eating Behaviour Questionnaire among children aged 3–10 years (n 2500), Tuzla Canton, Bosnia and Herzegovina,
September 2016–September 2017

Item EF FR FF SR DD EUE SE EOE
Original
scale

Cronbach’s
α

Factor 1 (explained variance: 17·29 %) 0·82
My child loves food 0·71 EF
My child has a big appetite* 0·52 SR
My child is interested in food 0·76 EF
My child looks forward to mealtimes 0·64 EF
My child enjoys eating 0·68 EF
My child is always asking for food† 0·63 FR

Factor 2 (explained variance: 13·6 %) 0·78
If allowed to, my child would eat too much 0·69 FR
Given the choice, my child would eat most of the time 0·74 FR
Even if my child is full up s/he finds room to eat his/her
favourite food

0·59 FR

If given the chance, my child would always have food in his/
her mouth

0·71 FR

My child eats more when s/he has nothing else to do‡ 0·59 EOE
Factor 3 (explained variance: 5·76 %) 0·73
My child refuses new food at first 0·65 FF
My child enjoys tasting new foods 0·79 FF
My child enjoys a wide range of foods 0·70 FF
My child is difficult to please with meals 0·45 FF
My child is interested in tasting food s/he hasn’t tasted before 0·76 FF
My child decides that s/he doesn’t like a food, even without
tasting it

0·50 FF

Factor 4 (explained variance: 6·9 %) 0·61
My child leaves food on his/her plate at the end of a meal 0·63 SR
My child gets full before his/her meal is finished 0·61 SR
My child gets full up easily 0·65 SR
My child cannot eat a meal if s/he has had a snack just before 0·51 SR

Factor 5 (explained variance: 4·66 %) 0·82
My child is always asking for a drink 0·59 DD
If given the chance, my child would drink continuously
throughout the day

0·92 DD

If given the chance, my child would always be having a drink 0·89 DD
Factor 6 (explained variance: 4·1 %) 0·67
My child eats less when angry 0·70 EUE
My child eats less when s/he is tired 0·67 EUE
My child eats more when s/he is happy 0·65 EUE
My child eats less when upset 0·72 EUE

Factor 7 (explained variance: 3·29 %) 0·36
My child finishes his/her meal quickly 0·68 SE
My child eats slowly 0·78 SE
My child takes more than 30 minutes to finish a meal 0·68 SE
My child eats more and more slowly during the course of a
meal

0·48 SE

Factor 8 (explained variance: 2·97 %) 0·70
My child eats more when worried 0·67 EOE
My child eats more when annoyed 0·74 EOE
My child eats more when anxious 0·75 EOE

EF, Enjoyment of Food; FR, Food Responsiveness; FF, Food Fussiness; SR, Satiety Responsiveness; DD, Desire to Drink; EUE, Emotional Undereating; SE, Slowness in
Eating; EOE, Emotional Overeating.
*The item ‘My child has a big appetite’ had the highest loading on the EF factor and not on the SR factor to which it originally belonged. Therefore, this item was incorporated in
the factor EF with inverse score.
†The item ‘My child is always asking for food’ loaded most highly on to the EF factor than on the FR factor, where the item originally belonged. Therefore, this item was
incorporated in the factor EF.
‡The item ‘My child eats more when s/he has nothing else to do’ from EOE factor had highest loading on the FR factor and was retained there.
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subscales except FF. The �2p coefficient was small for all
subscales. Post hoc analysis showed different results. In
‘food approach’ subscales FR, EOE and EF, significant
differences were found between the underweight and
overweight/obese categories, except for the EOE subscale
where there was no difference between the underweight
and overweight categories. In the same subscales signifi-
cant differences were found between the normal weight
and overweight/obese categories. In the FR subscale a sig-
nificant difference was also found between the overweight
and obese categories. On the other hand, in the DD sub-
scale a significant difference was only found between
the underweight and normal weight categories. In ‘food
avoidant’ subscales SR, SE and EUE, significant differences
were found between the underweight category and all
other categories, as well between the normal weight cat-
egory and overweight/obese categories. There was no sig-
nificant difference between categories in the FF subscale.

A series of independent hierarchical regression analyses
was used to model each subscale of the CEBQ separately
with child BMI Z-score entered as a continuous dependent

variable, while correcting for potential confounding varia-
bles (child’s sex and age; Table 4). In general, child BMI Z-
score had linear higher values with the ‘food approach’
subscales of the CEBQ (β = 0·9 to 0·19), except the DD sub-
scale which was excluded from analysis, and a lower value
with ‘food avoidant’ subscales (β =−0·03 to−0·20; Table 4).
Significant relationships were found for all analysed sub-
scales. The DD subscale was excluded because it did not
add a statistically significant amount to the overall multiple
R2, so it is not presented in Table 4.

Discussion

The current study presents first data on the prevalence of
overweight/obesity as well as underweight in our country.
Comparing our datawith the prevalence of obesity andover-
weight in children of the same age as ours in eight European
countries, where overall prevalence of obesity is 7·0 % and
overweight is 12·8%, we can see that our data show higher
overall prevalence(21). These are high-income countries,

Table 3 One-way ANOVA for the association between Children’s Eating Behaviour
Questionnaire (CEBQ) subscales and BMI percentile weight category, with effect sizes and
post hoc analysis, among children aged 3–10 years (n 2500), Tuzla Canton, Bosnia and
Herzegovina, September 2016–September 2017

CEBQ subscale BMI percentile weight category Mean SD

FR Underweight 8·13a 3·13
F(3,2499) = 61·560 Normal 7·91a 2·88
P < 0·001 Overweight 9·02b 3·82
�2p = 0·069 Obese 10·44b 4·65

EOE Underweight 4·15a,b 1·45
F(3,2496) = 12·290 Normal 4·09a 1·50
P < 0·001 Overweight 4·42b,c 1·74
�2p = 0·015 Obese 4·62c 2·21

EF Underweight 12·68a 3·99
F(3,2495) = 9·940 Normal 13·09a 3·31
P < 0·001 Overweight 13·90b 3·15
�2p = 0·011 Obese 13·69b 3·21

DD Underweight 7·91a 2·99
F(3,2496) = 2·760 Normal 7·27b 2·88
P < 0·05 Overweight 7·39a,b,c 2·85
�2p = 0·003 Obese 7·48a,b,c 2·91

SR Underweight 12·46a 3·04
F(3,2496) = 25·965 Normal 11·53a 2·99
P < 0·001 Overweight 10·75b 2·72
�2p = 0·030 Obese 10·51b 2·67

SE Underweight 11·65a 3·01
F(3,2496) = 29·530 Normal 10·49a 2·67
P < 0·001 Overweight 9·82b 2·24
�2p = 0·034 Obese 9·67b 2·31

EUE Underweight 10·65a 3·46
F(3,2496) = 5·912 Normal 9·89b 3·36
P < 0·001 Overweight 9·46b 3·16
�2p = 0·030 Obese 9·59b 3·09

FF Underweight 16·62 3·08
F(3,2496) = 2·187 Normal 16·51 2·82
P = 0·088 Overweight 16·47 2·69
�2p = 0·003 Obese 16·11 2·97

FR, Food Responsiveness; EOE, Emotional Overeating; EF, Enjoyment of Food; DD, Desire to Drink; SR, Satiety
Responsiveness; SE, Slowness in Eating; EUE, Emotional Undereating; FF, Food Fussiness.
P < 0·05 is considered significant.
a,b,cMean values within each subscale with unlike superscript letters were significantly different (post hoc analysis
using Tukey’s honestly significant difference test): P < 0·05.
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which can partially explain the difference because our coun-
try is an upper-middle-income country. Comparing our
results with the overall overweight/obesity prevalence in
6-year-old children in Turkey as an upper-middle-income
country, we can see that our prevalence is again higher(22).

Thepresent study is the first that has used theCEBQ trans-
lated into Bosnian language. We have shown that the trans-
lated version of the CEBQhas goodpsychometric properties
in terms of factor structure and internal reliability similar to
previous studies(2,3,5,9–18). We confirmed an eight-factor
structure, which was previously confirmed by four stud-
ies(2,15–18). Out of all studies done using the CEBQ(2,9–18)

our study has the largest number of participants (n 2500).
Studies have shown that children who are overweight

have higher interest in food and a more pronounced
response capacity to the influence of external food attributes
such as taste, colour and smell(3,10). The significant difference
in scores on subscales FR and EF between BMI percentile
weight categories found in our study is consistent with pre-
vious research(3,7,11,13) demonstrating that children with a
higher BMI are responsive to environmental food cues.

Our results add to the discussion about the association
between emotional eating and nutritional status. As in pre-
vious studies(3,11,15–17), higher BMI was positively associ-
ated with the EOE subscale and inversely associated with
the EUE subscale in our child population.

ChildrenwithhigherBMIhadhigher scoreson theDDsub-
scale, which reflects the desire of children to carry with them
usually sugary beverages with low nutritional value and high
energy density(16,23). Our study did not show similar results
because those in the underweight category had the higher
score on this subscale, which was significantly different from
the score in the normalweight category.Noother significance
was found, and this subscale was excluded from regression
analysis. One possible explanation for the lack of association
in the current study is that the samplemean forDDwashigher
in our study than the sample means in the other stud-
ies(3,5,13,15). Approximately 93% of our sample had a mean
score at or over the mid-point of the scale. This limited range
of scores may account for the lack of association between the
DD subscale and child BMI Z-score in regression analysis.

Significantly higher scores on the SR subscale found in the
present study for the underweight category compared with
other categories, and for the normal weight compared with
the overweight and obese categories, confirm the idea that
a decrease in response to satiety makes children less capable
of regulating food intake and thus contributes to excess
weight gain(2,3,9,13,24). Previous studies also found that over-
weight children had lower scores on the SE subscale, demon-
strating a faster eating pattern(7,9,13,24). Overweight children
eat faster and with greater bite size compared with normal-
weight children(24). This is consistent with our results.

No significant association was found between the FF
subscale and BMI percentile weight categories. Previous
studies had different results, but we can conclude that fur-
ther evidence is necessary to confirm that picky eaters con-
sume fewer kilojoules, and weigh less, than non-picky
eaters(7,9,26,27).

A strength of the present studywas the large sample of chil-
dren and their parents, which includes both pre-school and
elementary-school children. The translated version of the
CEBQ has shown as good internal and external reliability as
the original version, and good correlation between different
eating behaviours and BMI of children was proved. No study
on this topic was done before in our country or in our region.

The present study has a number of limitations. As the
study was cross-sectional in design, it is difficult to deter-
mine the temporal associations between the factors. The
CEBQ is a parent-report measure and could be subject to
bias. Parents have a large influence on the child’s eating
style which was not analysed in our study. Furthermore,
the cross-sectional design carries a limitation regarding
the causal inference, as it is not possible to verify whether
the assessed eating behaviours were determinants or
consequences of excess weight.

The main finding of the study was that the prevalence of
overweight and obesity among children in Bosnia and
Herzegovina was at a high level. The present study suggests
that the CEBQ is valuable for identifying specific eating styles,
which can be seen as important and modifiable determinants
implicated in the development andmaintenance of abnormal
weight status. More studies in this line of research are needed

Table 4 Hierarchical linear regression analysis for BMI Z-score on Children’s Eating Behaviour Questionnaire (CEBQ) subscales among
children aged 3–10 years (n 2500), Tuzla Canton, Bosnia and Herzegovina, September 2016–September 2017

CEBQ
subscale

Standardised β
coefficient

95%CI for
standardised β P value R 2 ΔR 2 F

FR 0·19 0·06, 0·09 <0·001 0·06 0·04 91·23
EOE 0·09 0·04, 0·10 <0·001 0·03 0·01 18·90
EF 0·14 0·04, 0·07 <0·001 0·04 0·02 51·48
SR −0·19 −0·10, −0·07 <0·001 0·06 0·04 92·17
SE −0·21 −0·12, −0·08 <0·001 0·06 0·04 109·53
EUE −0·03 −0·05, −0·02 <0·001 0·03 0·01 17·83
FF −0·06 −0·05, −0·01 <0·01 0·02 0·04 9·52

FR, Food Responsiveness; EOE, Emotional Overeating; EF, Enjoyment of Food; SR, Satiety Responsiveness; SE, Slowness in Eating; EUE, Emotional Undereating; FF,
Food Fussiness.
Child sex and age were forced into the models before adding each of the CEBQ subscales separately. Standardised β coefficient was −0·025 (P = 0·198) and 0·141
(P < 0·001) for the control variables sex and age, respectively.
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to validate some of the assumptions made herein. It is
expected that the present studywill contribute to the develop-
ment of public policies in our country, aswell as others, for the
prevention of obesity and malnutrition in children that con-
sider the importance of nutritional education of parents and
their children with a focus on the principles of healthy eating,
increasing physical activity levels, positive child eating behav-
iours and positive parental feeding practices.
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