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Abstract

Background—Although pregnancy can be associated with adaptive changes in weight and 

eating behavior for women with eating disorders, less is known about whether these changes are 

maintained in the postpartum period. We used a longitudinal design to examine gestational and 

postpartum weight trajectories in mothers with and without eating disorders in the Norwegian 

Mother and Child Cohort Study (MoBa) conducted by the Norwegian Institute of Public Health.

Methods—Fifty-six women reported anorexia nervosa (AN), 636 bulimia nervosa (BN), 3,327 

binge eating disorder (BED), and 69 EDNOS purging type (EDNOS-P). The referent group 

included 61,233 mothers with no eating disorder. We used a mixed effects model to predict weight 

change over time by eating disorder subtype.
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Results—Mothers with AN, BN, BED and EDNOS had greater increases in BMI during 

pregnancy and greater decreases in BMI over the first six months postpartum. Women with AN 

shifted from the underweight BMI range before pregnancy to the normal weight range at 36 

months postpartum

Conclusions—Patterns of maternal weight gain and retention during the perinatal period vary 

across eating disorder subtype and warrant clinical attention.
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INTRODUCTION

Women with eating disorders face unique challenges during pregnancy and the postpartum 

period (Bulik et al., 2007; Bulik et al., 2009; Easter et al., 2013; Micali, Simonoff, & 

Treasure, 2007; Micali & Treasure, 2009). Chief among these is concern about the 

gestational weight gain necessary for the development of a healthy fetus and the likelihood 

of weight retention during the postpartum period. Although pregnancy can lead to adaptive 

changes in weight, less is known whether these changes are maintained in the postpartum 

period (Bulik et al., 2007; Knoph et al., 2013; Micali et al., 2007; Stein & Fairburn, 1996).

Using data from a large population-based sample, the Norwegian Mother and Child Cohort 

Study (MoBa) conducted by the Norwegian Institute of Public Health, we have reported that 

women with eating disorders [anorexia nervosa (AN), bulimia nervosa (BN), binge eating 

disorder (BED), and eating disorder not-otherwise-specified, purging type (EDNOS-P)] 

immediately before and during pregnancy, gained significantly more weight during 

pregnancy (1.9–2.9 kg) on average than women without eating disorders (Bulik et al., 2009). 

In addition, research from another large population-based cohort in the Netherlands 

(Generation R) found that women with AN gained weight significantly faster during 

pregnancy in comparison to women without eating disorders (at a relative .07% higher 

increase/week). In contrast, women with BN gained weight significantly slower rate than 

women without eating disorders (at a rate of .05% lower relative increase/week; (Micali et 

al., 2012). However, to our knowledge, no studies have compared longitudinal patterns of 

maternal weight from pregnancy through postpartum period in women with and without 

eating disorders prospectively.

The postpartum period

In the postpartum period, even in women without eating disorders, dissatisfaction with body 

weight and shape are normative. In the first month after delivery, 75% are concerned with 

weight retention and by 4 months postpartum, 70% of women are attempting to lose weight 

(Carter, Duncan, & Wordsworth, 2000; Hiser, 1987). During this time, women report 

increased weight and shape concerns and an increase in food restraint such as food 

avoidance and/or adherence to specific food rules (Stein & Fairburn, 1996). Concern with 

residual gestational weight, changes to body shape and food restraint may be especially 

heightened for women with eating disorders and result in altered weight trajectories above 
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and beyond the weight changes seen in women without eating disorders. Thus, the 

postpartum period represents a potentially precarious time for women with eating disorders.

Pregnancy can be transformational for women with eating disorders because carrying a fetus 

offers new motivations for behavior changes such as weight restoration and purging 

cessation. However, during the postpartum period, without the continued worries about the 

potential for harm to the fetus, women with eating disorders may find it difficult to extend 

their recovery behaviors in service of their own health (Astrachan-Fletcher, Veldhuis, 

Lively, Fowler, & Marcks, 2008). Describing change and speed at which such weight 

changes occur in women with and without eating disorders could index potential problems 

in eating and compensatory behaviors. Weight loss trajectories that differ from the expected 

weight change trajectory during this critical period could provide a signal to gynecological 

and primary care providers to assess eating disorder behavior further. Although our research 

group found that women with eating disorders gain significantly more weight during 

pregnancy and we have examined the patterns of course and predictors of maternal eating 

disorders during the postpartum period, we have not yet examined the rate at which women 

with AN, BN, EDNOS-P or BED gain gestational weight or retain or lose weight across the 

postpartum period (Bulik et al., 2009; Knoph et al., 2013).

Thus, the purpose of the present study was to examine gestational and postpartum weight 

trajectories in mothers with and without eating disorders in the MoBa sample. We compared 

the weight change of mothers with and without eating disorders at seven time points: pre-

pregnancy, 17 weeks and 29 weeks gestation, birth, 6, 18, and 36 months postpartum.

Hypotheses

We hypothesized that mothers with eating disorders would have weight trajectories 

divergent from mothers without eating disorders across the observation period and that their 

weight trajectories would differ by eating disorder type. In particular, we anticipated that 

women with AN, BN and EDNOS-P would gain gestational weight more quickly during 

pregnancy but lose weight more quickly during the postpartum period. In contrast, we 

expected that women with BED would gain more quickly during pregnancy but lose 

gestational weight more slowly and thus, retain more gestational weight during the 

postpartum period.

METHODS

Participants

Data were collected as part of the Norwegian Mother and Child Cohort Study (MoBa) 

conducted by the Norwegian Institute of Public Health (Magnus et al., 2006). The study was 

approved by the appropriate regional committees for ethics in medical research and the 

Norwegian National Data Inspectorate. Informed consent was obtained from each MoBa 

participant upon recruitment.

A complete description of recruitment and data collection has been published elsewhere 

(Bulik et al., 2009; Magnus et al., 2006). In short, MoBa is a longitudinal prospective 

pregnancy cohort study. Pregnant women were recruited through invitation by mail after 
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registering for a routine prenatal ultrasound at approximately 17–18 weeks gestation 

(www.fhi.no/morogbarn). Participants were recruited from all over Norway from 1999–

2008, and 38.5% of invited women consented to participate. The cohort now includes 

109,000 children, 91,000 mothers and 71,700 fathers. Follow-up is conducted by 

questionnaires at regular intervals and by linkage to national health registries including the 

Medical Birth Registry of Norway (MBRN) to capture pregnancy outcome variables (Irgens, 

Bergsjø, & Lie, 2000).

The current study is based on version 5 of the quality-assured data files released for research 

in 2010. The analysis population included MoBa participants who had: (a) within range self-

reported age, weight, and height values, (b) a live, singleton birth (c) returned Questionnaire 

1 before delivery, and (d) did not complete an early pilot version of Questionnaire 1 

(n=2,605). If a woman enrolled in MoBa more than once (due to additional pregnancies), 

only the first pregnancy was included. Of the initial 103,474 mother–child records reported 

in version 5 of the quality assured data files, 81,322 (81%) met these criteria.

Further inclusion criteria were also applied for the current report. We included participants 

who had: (a) complete eating disorder classification data; (b) at least three non-missing 

observations across the seven time points; (c) biologically viable times for live birth 

(gestational age of the baby exceeded 140 days but was less than 309 days); (d) a recorded 

gestational age of baby per ultrasound; (e) an age greater than 18 years and (e) complete 

maternal height data. Of the 81,322 mother-child records, 65,532 met these additional 

criteria.

Data Collection Timeline

MoBa participants completed six self-report questionnaires during their pregnancy and the 

postpartum period. Five of the six questionnaires were used in these analyses and were 

completed at approximately 17 and 29 weeks gestation and 6, 18, and 36 months 

postpartum. Questionnaires are published on the MoBa website (www.fhi.no/moba-en).

Measures

Medical Birth Registry of Norway (MBRN)—Information on pregnancy outcomes is 

reported to MBRN for all deliveries after 16 weeks gestation through mandatory notification 

by midwives and doctors (Irgens et al., 2000).

Eating Disorders—Eating disorder items were previously used for studies of eating 

disorders in the Norwegian Institute of Public Health Twin Panel and were designed in 

accordance with DSM-IV criteria (American Psychiatric Association, 2000; Harris, Magnus, 

& Tambs, 2002; Reichborn-Kjennerud, Bulik, Tambs, & Harris, 2004; Reichborn-

Kjennerud et al., 2003; Reichborn-Kjennerud, Bulik, Kendler, et al., 2004; Reichborn-

Kjennerud, Bulik, Sullivan, Tambs, & Harris, 2004). In the analysis population, respondents 

completed eating disorder items at a median of 17.0 weeks gestation [interquartile range 

(IQR) 15.9–18.7].

Complete diagnostic algorithms and hierarchies have been reported previously (Bulik et al., 

2007; Bulik et al., 2009). Because the primary focus of the present paper was to examine 
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maternal weight trajectories of women with eating disorders immediately before pregnancy, 

algorithms were constructed to define the presence of eating disorders in the six months 

before pregnancy and/or during pregnancy (Bulik et al., 2007; Bulik et al., 2009). Our final 

diagnostic categories were broadly defined and included: broad AN (meeting relaxed DSM-

IV criteria for AN: BMI<19.0 and the exception of amenorrhea); BN (endorsing at least 

weekly frequency of binge eating and either purging compensatory behaviors such as 

vomiting or laxative use or non-purging compensatory behaviors such as exercise, fasting); 

BED (at least weekly frequency of binge eating in the absence of compensatory behaviors); 

and EDNOS-P (purging at least weekly in the absence of binge eating). Criteria for binge 

eating included both eating an unusually large amount of food and the feeling of loss of 

control. Purging was differentiated from emesis and hyperemesis gravidarum.

As the symptom picture for many women changed before and during pregnancy, the order 

for our diagnostic hierarchy was: AN, BN, EDNOS-P, BED, and no-ED. All individuals 

who met AN criteria before pregnancy were categorized as AN. Because the diagnosis of 

AN depends on assessment of BMI, and an accurate measure of actual maternal BMI during 

pregnancy is complicated due to gestational weight gain, we did not measure new onset of 

AN during pregnancy. Those who met BN criteria either before or during pregnancy and 

who did not meet AN criteria before pregnancy were categorized as BN. If not classified as 

AN or BN, those who met criteria for EDNOS-P before or during pregnancy and did not 

endorse binge eating at either time were categorized as EDNOS-P. Similarly, individuals 

who endorsed BED and did not endorse purging during or before pregnancy were included 

in the BED group. In sum, the order for our diagnostic hierarchy was: AN, BN, EDNOSP, 

BED, and no-ED. Group assignment was only made when all responses were available to 

ensure accurate classification.

Outcomes—Maternal weight. Maternal weight was obtained through self-report 

questionnaires. Participants reported their current weight and pre-pregnancy weight and 

height at 17 weeks gestation [median(IQR) = 17.0 weeks (15.9–18.7)], their most recent 

weight at their prenatal check-up at 29 weeks gestation [median (IQR) = 28.6 weeks (27.5–

29.7)], their weight immediately before their infants’ birth and their current weight at 6 

months postpartum [median (IQR) = 6.3 months (6.2–6.5)], and their current weight at 18 

months postpartum [median (IQR) = 18.3 months (18.2–18.7)] and 36 months postpartum, 

[median (IQR) = 36.4 months(36.2–37.0)]. Participant BMI (kg/m2) was calculated at each 

time point.

Covariates—Covariates included maternal pre-pregnancy BMI, maternal age at delivery, 

parity (defined as total number of live births), maternal education, total household income, 

and breastfeeding status. Weight in women covaries inversely with socioeconomic status 

including both education and income levels (Sobal & Stunkard, 1989). Education and 

income are also associated with prolonged breastfeeding, which, in turn, is associated with 

postpartum weight loss (Stuebe et al., 2010). Adjusting for these factors allows for the 

examination of the unique association between eating disorder status and maternal weight 

over time. Breastfeeding was categorized according to World Health Organization 

guidelines (WHO, 1991): ‘Predominant breastfeeding’ mothers exclusively breastfed their 
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infants but the infant may also have received liquids (water and water-based drinks, fruit 

juice), ritual fluids and oral rehydration solution, drops or syrups (vitamins, minerals and 

medicines). ‘Partial breastfeeding’ mothers breastfed their infants but other feeding types 

had been used (either solid foods or formulas). ‘No breastfeeding’ mothers did not feed their 

infants any breast milk. All covariates were self-reported with the exception of maternal age, 

which was captured from the MBRN.

Statistical Analyses

To characterize the association between change in BMI over time by eating disorder subtype 

we used a mixed model with random effects for the intercept and continuous covariate 

representing time. Given the limited data points per woman (maximum n=7), the abrupt 

nature of weight change before and immediately after childbirth, and a preference for 

parsimony, the model used in this analysis is a piecewise linear regression model, also 

known as a bent line model, with two points of slope change: at birth and 6 months after 

birth (Weiss, 2005). These points of change were determined upon visual inspection of the 

data. Thus, time is divided into three distinct periods Period 1: Pregnancy to birth, Period 2: 

Birth to 6 months postpartum and Period 3: 6–36 months postpartum. Fixed effects included 

time, eating disorder subtype and covariates. The covariance matrix used an autocorrelation 

structure, dependent on the intervals of time between each BMI report. To determine the 

best fitting model, we evaluated the fit of a set of models that included no effects, a random 

intercept and both a random intercept and random slope for time with and without 

covariates. The model with two random effects, for intercept and slope, displayed the best fit 

as evaluated by log-likelihood statistics. The random effect for slope corresponds to person-

level estimates. Given this mixed effects model and a maximum likelihood procedure, we 

assumed the data were missing at random, and included individuals who were missing data 

for some time points (Graham, 2009). Residuals scaled by the inverse Cholesky root of the 

marginal variance-covariance matrix were evaluated for proper fit.

Data values were omitted from individual time-points when: (a) the self-reported time of 

questionnaire completion was implausible (i.e., person reports same time for different 

surveys; 1,732 data values) (b) less than three time points (670 data values), or (d) the 

participant was pregnant with a second child after index pregnancy (17,338 data values).

All analyses were performed using SAS/STAT software, Version 9.2 of the SAS System for 

Windows (SAS/STAT® 9.2 User’s Guide., 2008.). Graphics were completed using R 

software (R Development Core Team, 2008). An alpha level of 0.05 was used to indicate 

statistical significance.

RESULTS

Participant Characteristics

In the sample, mean pre-pregnancy BMI (kg/m2) was 24.0 (4.2). Maternal mean age at 

delivery was 30.0 years (SD=4.5), 55.9% (n=36,501) of mothers were primiparous, 7.7% of 

mothers engaged in predominant breastfeeding and 72.8% in partial breastfeeding at five 

ZERWAS et al. Page 6

Eur Eat Disord Rev. Author manuscript; available in PMC 2015 November 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



months. Maternal age, pre-pregnancy BMI, education, income level, breastfeeding status, 

and parity across eating disorder groups are presented in Table 1.

Eating Disorders Prevalence

The prevalence estimates for eating disorders were: 0.1% (n=56) for AN, 1% (n = 636) for 

BN, 0.1% (n = 69) for EDNOS-P, 5.1% (n = 3327) for BED, and 93.7% of women (n = 

61,233) reported no eating disorder before pregnancy.

Not all participants participated at each time point. The number of participants across time 

and eating disorder diagnoses can be found in Table 2.

Maternal weight across eating disorder group and time

In the sample, mean maternal BMI was 26.8 kg/m2 (SD=4.8) at 17 weeks gestation and 29.3 

kg/m2 (SD=4.7) at delivery. In the postpartum period, mean maternal BMI was 28.1 kg/m2 

(SD=4.3) at 6 months, 24.5 kg/m2 (SD=4.4) at 18 months, and 24.8 kg/m2 (SD=4.5) at 36 

months postpartum.

Mean maternal weight and BMI across eating disorder groups are presented in Table 2. The 

mean BMI for mothers with AN fell within the underweight range (BMI<18.5) at the pre-

pregnancy time-point but within the normal weight range (18.5≤BMI<25.0) at 6, 18, and 36 

months postpartum. The mean BMI for mothers with BN fell within the normal weight 

range at the pre-pregnancy time-point but within overweight range (25.0≤BMI<30.0) at 6, 

18, and 36 months postpartum on average. The mean BMI for mothers with BED fell within 

the overweight range at all pre and postpartum time points. The mean BMI for mothers with 

EDNOS-P and mothers with no EDs fell within the normal weight range at all pre- and 

postpartum time points.

At their child’s birth, women with AN had 4.6 units lower mean BMI than the referent: 

women with BN, EDNOS-P, or BED had a 1.0, 0.5, 2.2 units higher mean BMI than the 

referent, respectively. All differences were significant with the exception of those with 

EDNOS-P.

Regression parameter estimates for weight across eating disorder group and time

The fitted line for BMI across eating disorder group and time is presented in Figure 1.

In period 1 (pregnancy to birth) in the referent group, mean BMI increased 0.57 units per 

month (Table 3). BMI change over time for all eating disorder groups was significantly 

greater relative to the referent group with no eating disorder. These estimates did not 

significantly change upon adjustment for covariates.

In period 2 (birth to the 6 months postpartum) in the referent group, mean BMI declined 

0.74 units per month (Table 3). Women in the AN, BN and BED groups had significantly 

different BMI changes than the referent group with no eating disorder. Women with AN, 

BN and BED had BMIs that declined more quickly than the referent population. These 

relationships did not change significantly after adjusting for covariates. There was no 

significant difference between women with EDNOS and the referent group in the unadjusted 
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model. However, after adjusting for all covariates, women with EDNOS also had a 

significantly faster decline in BMI during this period.

In period 3, (6 months to 36 months postpartum) in the referent population, BMI increased a 

negligible amount (0.01 BMI units for one unit change in month; Table 3). During this 

period, women with AN, BN and EDNOS-P did not differ significantly different from the 

referent. In contrast, women with BED had a significant change in BMI over time when 

compared with the referent. These findings indicate that women with BED also had 

increasing BMI at this time but this increase was attenuated in comparison to women in the 

referent group.

In post hoc analyses, we estimated the difference between mean BMI at 36-month 

postpartum from mean pre-pregnancy BMI from the unadjusted regression parameter 

estimates as mentioned above. In all groups, the calculated difference was statistically 

significant; an increase greater than zero indicated an increase in BMI over time. On 

average, women in the referent group had a BMI increase of 0.86 (CI:.0.84 – 0.88), the BN 

group had a 1.13 unit increase (CI: 0.92 – 1.34), the EDNOS-P group had a 1.35 unit 

increase (CI:0.74 – 1.96), the BED group had a 1.06 (CI: 0.97 – 1.15) unit increase, and the 

AN group had 1.13 unit increase (CI: 0.46 – 1.81).

CONCLUSIONS

In this large, population-based sample of Norwegian women, mothers with AN, BN, 

EDNOS and BED gained weight more quickly during pregnancy, and lost weight more 

quickly over the first 6 months postpartum than mothers without eating disorders.

Reasons for weight gain and weight retention may vary across eating disorder subtype. In 

pregnancy, for women with AN, increased weight gain is in line with Institute of Medicine 

(IOM) guidelines which recommend a weight gain of 12.7 kg to 18 kg for women with a 

BMI of less than 18.5. Thus, a greater weight gain in women with AN could be protective 

for the nutritional demands of the developing fetus (Bulik et al., 2007; Bulik et al., 2009; 

Micali et al., 2007; Micali & Treasure, 2009). This increased rate of weight gain for 

pregnant women with AN is also directly comparable to the findings of the Generation R 

study (Micali et al., 2012). Both studies found that the rate of weight change over time was 

significantly greater for women with AN in comparison to women without eating disorders.

However, for women with BN, these results conflict the Generation R study’s findings that 

women with BN had lower relative weight increases during pregnancy compared to referent 

women (Micali et al., 2012). Women with BN this sample had significantly higher weight 

change over their pregnancy than women without eating disorders. In addition, women with 

EDNOS-P and BED also had significantly higher weight change over time, a finding that is 

new. It may be that increased gestational weight gain for BN, EDNOS-P and BED in the 

present sample, may be reflective of ongoing binge eating or in the case of EDNOS-P and 

BN better control of purging behaviors (Siega-Riz et al., 2008).

In the postpartum period, the transition to motherhood is accompanied by significant 

physical changes. The combination of increased body fat and abdominal muscle loss may 
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precipitate or exacerbate dissatisfaction with body shape and composition. Mothers of 

newborns are also often home alone which gives ample opportunity to engage in eating 

disorder behaviors in secret (Stein & Fairburn, 1996). Women with eating disorders are also 

at higher risk for experiencing postpartum depression and anxiety, which may also adversely 

influence postpartum eating behavior (Mazzeo et al., 2006; Meltzer-Brody et al., 2011). 

Although increased concern with shape and weight in the first six months postpartum is 

normative, the fact that women with AN, BN, EDNOS and BED lose weight more quickly 

during this period may suggest that they are resorting to familiar restriction, compensatory 

measures, or other extreme weight-control behaviors (Stein & Fairburn, 1996). Without the 

fear of harming the fetus, women with eating disorders may find it difficult to continue to 

recover for their own health (Astrachan-Fletcher et al., 2008).

However, between 6 and 36 months postpartum, women in the referent group and women 

with AN, BN, and EDNOS-P begin to demonstrate a ~0.1 % increase in BMI per month. It 

may be that eating behavior has stabilized during this time or this slow steady increase may 

be what most women in this sample are experiencing as they age. Women in the BED group 

are also experiencing the same slow steady increase in weight at this time but their weight is 

not increasing as quickly as women in the referent group suggesting that they may still be 

mindful of their postpartum weight retention. Thus, despite the more rapid changes in 

weight during pregnancy and the immediate postpartum period, the weight change for 

women with AN, BN, EDNOS, and referent women remained relatively stable from 6 

months to 3 years postpartum.

Limitations

One limitation of the present study is the generalizability of these findings to women outside 

of Norway. Although, a recent World Health Organization Study found similar patterns of 

postpartum weight change in Norway, Brazil and the US, we are unable to state conclusively 

whether these findings could be generalized to women in other nations (Onyango et al., 

2011).

Another limitation is a somewhat low response rate. Of invited women, only 38.5% agreed 

to participate in MoBa. However, this rate is characteristic for large epidemiologic studies 

and does not necessarily imply a biased sample (Hartge, 2006). MoBa participants are also 

more educated, more likely to live with a partner and to take multivitamins and folic acid 

supplements on average (Nilsen et al., 2009). Smokers and mothers with more than two 

previous births and with previous stillbirths were underrepresented (Nilsen et al., 2009). 

Also, because some MoBa participants have not reached the 36-month postpartum time 

period, the number of observations at the last time point, 36 months, is less than half that of 

the starting point, pre-pregnancy.

In addition, eating disorder status was assessed by self-report. The expansive size and cost 

of the MoBa effort prohibits structured interviews and observational measures of weight 

status. It is possible that the self-report questionnaires simply failed to capture some cases. 

Prevalence estimates of eating disorders in the six months prior and during pregnancy were 

somewhat lower than point prevalence estimates reported in other population-based studies 

(Favaro, Ferrara, & Santonastaso, 2003; Hoek, 2006). However, when these same eating 
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disorder questions were used in studies of the Norwegian Twin panel, they yielded 

prevalence estimates and comorbidity profiles similar to those seen in other large 

population-based samples (Reichborn-Kjennerud, Bulik, Tambs, et al., 2004; Reichborn-

Kjennerud et al., 2003; Reichborn-Kjennerud, Bulik, Kendler, et al., 2004; Reichborn-

Kjennerud, Bulik, Sullivan, et al., 2004).

One possibility is that women with eating disorders who participated in MoBa may represent 

the healthier end of the eating disorder severity spectrum because they had to be well 

enough to conceive and participate. This likely resulted in fewer cases overall and fewer 

cases with more severe illness. Also, on average, mothers in MoBa are more likely to be 

older—30 years old on average at recruitment—which is past the period of highest risk for 

eating disorder incidence (Favaro, Caregaro, Tenconi, Bosello, & Santonastaso, 2009; 

Nilsen et al., 2009).

Finally, self-report of weight may be biased across eating disorder subtype (Meyer, 

McPartlan, Sines, & Waller, 2008). In general, other research has found an extremely high 

correlation between participants’ self-reported and measured height and weight (Ciarapica, 

Mauro, Zaccaria, Cannella, & Polito, 2010; McCabe, Knight, Teter, & Wechsler, 2005; 

Meyer et al., 2008). However, participants with AN report their weight to be ~0.5–2 lbs 

higher than the measured weight (Ciarapica et al., 2010; McCabe et al., 2005; Meyer et al., 

2008). Participants with BN report their weight to be ~0.5–2 lbs lower than the measured 

weight (Ciarapica et al., 2010; McCabe et al., 2005; Meyer et al., 2008). And participants 

with BED report their weight to be ~2 lbs lower than the measured weight (White, Masheb, 

& Grilo, 2010). We hypothesize that these trends would be stable and apply to all time 

points of measurement. Thus, our estimates of weight trajectory slope (weight change over 

time) would not differ. However, we hypothesize that our intercept estimates may be biased 

slightly higher in the case of AN or lower in the case of BN, BED, or in the referent group.

Clinical implications

Clinically, researchers and clinicians have often noted that pregnancy and the transition to 

motherhood may be an opportune window for recovery. Engaging pregnant women with 

eating disorders in treatment could have obvious long-term health benefits for the 

developing fetus but it may also lead to permanent behavior change for mothers (Crow, 

Keel, Thuras, & Mitchell, 2004). Indeed, on average, women with AN shifted from the 

underweight BMI range before pregnancy to the normal weight range at 36 months 

postpartum. It remains to be seen, though, whether the increase in BMI for women with AN 

over this time period is a function of their experience with motherhood or would whether it 

could also be expected in a sample of AN women matched by age and length and severity of 

illness.
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FIGURE 1. 
Fitted lines For BMI vs. time by ED Subtype
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