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A common assumption is that small
portion sizes, fat restriction, and calorie
awareness are necessary in controlling
weight gain for overweight children and
will lead to weight loss if these behaviors
are pursued rigorously. However, dietary
restriction has been shown to backfire, as
it is associated with preoccupation with
food, eating in the absence of hunger,
poorer self-esteem, and further weight
gain (1-4). The efficacy of current dietary
treatments, particularly for long-term
weight maintenance, is doubtful. Most of
these interventions rely on dietary restric-
tion as their primary strategy. Hence,
there is a compelling need to investigate
pediatric obesity intervention paradigms
without a core focus on dietary restric-
tion. One such paradigm is the trust
model proposed by Satter, a dietitian and
social worker with experience in child-
caregiver feeding dynamics (5). This
paper will review the model constructs
and examine its applicability as a dietary
intervention for preventing and manag-
ing childhood obesity.

The trust model emphasizes the divi-
sion of feeding responsibility between
caregivers and children and trust in
the child’s ability to self-regulate food
intake by recognizing hunger, appe-
tite, and satiety cues within the context
of regular eating patterns (i.e., pleas-
ant and structured meals and snacks)
(Figure 1). The model deemphasizes
portion sizes, the food pyramid, calorie

or carbohydrate counting, eliminating
certain foods, or overreliance on low-fat
or low-calorie food options. No type of
food is restricted; the trust model posits
that dietary restriction creates feelings of
deprivation, which lead children to crave
and overindulge in the restricted food
when an opportunity arises. Pressuring
children to eat also is strictly discouraged
because it can disconnect children from
their hunger, satiety, and appetite cues.
Specifically, caregivers are responsible for
selecting foods to present at meals and
snacks, the timing for meals and snacks,
choosing the place to eat, sitting and eat-
ing with children, and keeping the atmo-
sphere pleasant. Children are responsible
for what to eat and how much (or even
whether) to eat from the food provided.
Food selection is emphasized only within
the scope of creating meals and snacks of
increasing variety and balance within the
context of the family’s abilities and pref-
erences. Caregivers are taught to plan
and serve a balanced meal with protein,
carbohydrates, fruits and/or vegetables,
dairy/calcium, and fat.

The trust model is implemented within
an environmental context of recogniz-
ing children’s physical and emotional
stages of development, children’s natural
growth patterns, food choices and avail-
ability, the medical and psychosocial
characteristics of the caregiver and the
child, and shared responsibility for phys-
ical activity (Figure 1). Satter (5) stresses

that caregivers not misinterpret children’s
natural growth pattern as a manifestation
of a feeding problem per se, as children
will be of different sizes and shapes due
to their genetic constitution.

Four behaviors interfere with caregiv-
ers ability to guide (nurture and preserve)
the development of children’s trust in
their internal hunger, appetite, and satiety
cues: misinterpretation of normal weight,
restriction of food intake, pressures to eat
when children refuse food, and using food
asacalming agent (5). Satter contends that
some caregivers overcontrol children’s
intake because of underlying conscious
or subconscious anxieties about weight,
body image, appearance, nutritional qual-
ity of the diet, specific food group or nutri-
ent consumption, or inconsistent food
supply. Others undersupport children’s
feeding by not providing regular feeding
opportunities or appropriate modeling
for eating, which leads to a chaotic food
environment. Satter believes overcontrol
and undersupport are the core of nonor-
ganic child weight and growth problems
and must be addressed in order to treat or
prevent these problems (5).

The difference between the trust model
and traditional dietary methods is not
external vs. internal control, but rather
caregivers taking leadership by structur-
ing feeding opportunities and giving their
children autonomy within that structure
(Table 1). In the trust model, the caregiver
takes responsibility for the feeding envi-
ronment, yet honors children’s self-reg-
ulatory processes, thus building trust. It
postulates that children who are not per-
mitted to control their food intake learn
self-doubt, ambivalence, and dependency
with regard to eating and regulating their
food intake. Children who are trusted to
regulate how much to eat develop positive
self-esteem, learn responsibility and self-
care skills, appreciate their bodies, and do
not become preoccupied with food (6).
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Figure 1 Schematic representation of the trust model.

Table 1 Comparism between the trust model and traditional dietary approach

Trust model

Traditional dietary approach

Division of responsibility between caregiver
(food choices) and child (food intake)

Topics
Scheduled, predictable eating times
No portion control/restriction
Family meals
Building trust

Respecting child’s hunger, appetite,
satiety cues

Caregiver control of food choices and food intake

Controlling environmental triggers
Portion control

Low-fat meals/restriction of foods
Food choices using MyPyramid

Reading labels/calorie awareness

In summary, the trust model empha-
sizes feeding dynamics (i.e., appropri-
ate division of responsibility between
caregivers and children) and shuns any
coercive feeding strategies (i.e., food
restriction, pressures to eat). Satter’s
model proposes that, for prevention and
treatment of child eating and growth
problems, the primary focus of change
must be altering caregivers’ maladaptive
feeding behaviors. The change desired
in children’s eating will emerge from (i)
their innate drive to eat, self-regulate
their intake, and grow in a predictable
manner and (ii) the degree to which
caregivers can optimize feeding (5).

Is the trust model applicable for
preventing or managing childhood
obesity?

Although proposed in 1986 (7), the trust
model has not been tested with method-
ological rigor in an experimental setting
for either childhood obesity prevention
or treatment. Most research that has
supported its constructs has focused on
preschoolers, feeding behaviors, or obe-
sity prevention (8-13). Extant data have
not revealed a consistent association
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between parental feeding behaviors
and childrens overweight across age
(14,15), gender (14,16), socioeconomic
status (SES) (17), maternal characteris-
tics (e.g., obesity) (10,18-20), or within
families (16,21,22). These variables (in
addition to others such as ethnicity,
culture, parental dieting history, paren-
tal eating behaviors, and perceived self
and response efficacy for changing feed-
ing behaviors) need to be examined in
a testable model using latent variable
structural equation modeling. Depend-
ing on the exposure and outcome of
interest within the feeding relationship,
the same variable may act as a mediator,
moderator, or confounder.

Reports of the efficacy of the trust
model are largely anecdotal. None of
the studies cited in three comprehensive
reviews on interventions for preventing
or treating overweight children focused
on feeding dynamics, which is at the
core of the trust model (23-25). A recent
study used some of the trust model
constructs as an intervention for over-
weight children aged 6-11 years (26). Its
objective was to compare outcomes when
the intervention was directed at parents-

only vs. parents and their obese children.
Parents were taught to be responsible for
controlling where, when, and what food
was offered to children. Family meals
and pleasant mealtimes were empha-
sized. Children lost more weight in the
parent-only group compared to the par-
ent-and-child group. Because children’s
feeding responsibility, as described in
the trust model, was not taught to either
group, these results do not fully address
or lend support for the trust model.

How or whether external character-
istics (e.g., palatability, accessibility,
availability, cultural practices, maternal
weight) influence response to the trust
model has not been investigated. Indeed,
children of mothers who engage in dis-
inhibited eating are less able to self-reg-
ulate food intake (27,28). Further studies
need to examine how modifying feeding
behavior or eating patterns can be effec-
tive as a dietary intervention. Accord-
ingly, the first step is an in-depth review
of extant literature of the trust model (or
individual components of the model) as
a dietary intervention.

Child feeding behaviors, obesity, and the
trust model. Oftentimes, caregivers use
one of two types of controlling feeding
behaviors when attempting to encourage
good nutritional habits in their children
(9,10,18,22,29,30). The first, restrictive
behavior, reflects caregivers controlling
their children’s intake of foods, espe-
cially those deemed unhealthy (e.g,
high-fat, high-sugar foods). The second,
pressure-to-eat behavior, describes exces-
sive pressure placed on children to eat
foods that are considered healthy (e.g.,
fruits, vegetables). For both controlling
behaviors, caregivers excessively monitor
children’s food choices and intake.

These practices may disrupt childrens
awareness of and response to physi-
ological cues of hunger, appetite, and
satiety, thereby increasing their risk of
dysfunctional eating. Researchers have
shown that mothers who adopt control-
ling feeding behaviors are more likely to
have children with poor self-regulation
of energy intake (13,27,29,31) and higher
body mass (9,10,27,28). More than two
decades ago, Costanzo and Woody (32)
provided a basis for this link between
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caregiver feeding behaviors and obesity.
In their model, caregiver feeding style
is influenced if caregivers (i) are obese,
(ii) observe the child to be overweight,
(iil) perceive the child is at risk for over-
weight and associated problems, and (iv)
express concern about the child’s capabil-
ity to control his/her weight. Francis et
al. (19) supported elements of the model,
reporting maternal body mass, maternal
dietary restraint, and maternal percep-
tion of child overweight as significant
predictors of controlling feeding behav-
iors. Caregivers may use these behaviors
because they do not believe that children
can regulate their food intake appropri-
ately. In a laboratory study of 77 children
and their mothers, Drucker et al. (31)
noted that a majority of mothers used
some form of prompting or restraint to
guide their children’s intake. This lack of
faith in children’s ability to self-regulate
food intake can backfire. A study of 196
white girls (assessed at ages 5 and 7 years)
found when mothers restricted their
daughters’ intake, the daughters were
twice as likely to eat in the absence of
hunger (33). Girls who ate in the absence
of hunger were also five times more likely
to be overweight at age 5 and 7 years (34).
The protective effect of breastfeeding on
subsequent obesity in the child has been
partially explained by decreased mater-
nal restriction (35), linking restrictive
feeding practices to overweight, even as
early as infancy.

The associations between poor eating
regulation, controlling feeding behav-
iors, and increased body mass has been
inconsistent across age (14,15), gender
(14,16), SES (17), maternal character-
istics (e.g., obesity) (10,18-20), and
families (16,21,22) suggesting that other
variables may moderate the association
between controlling feeding behaviors
and weight. Perhaps controlling feeding
behaviors, as currently measured, is not
a single construct. Ogden et al. argue
that control of food intake can be overt
or covert based on how children per-
ceive their caregivers behavior (12). If
the child perceives the caregiver as con-
trolling, the behavior is overt; it is covert
when the perception of control is absent.
The trust model counters that the intent
behind the specific feeding behavior is

what distinguishes between controlling
and noncontrolling feeding behaviors.
In division of responsibility, caregivers
are responsible for what is served; thus,
they can provide healthy options and
direct children’s intake of less nutritious
foods, exhibiting covert rather than
overt control.

Studies are needed to investigate path-
ways through which controlling behav-
iors are risk factors for childhood obesity.
For instance, what child, maternal, cul-
tural, developmental, and environmen-
tal factors in the presence of controlling
feeding behaviors adversely affect chil-
dren’s weight? Also, which of these factors
in the presence of division of responsibil-
ity are likely to help stabilize/normalize
children’s weight while honoring their
natural body size? Data gleaned from
these studies will determine whether the
trust model’s division of responsibility is
viable for preventing or treating child-
hood obesity.

Can children self-regulate or relearn to
self-regulate food intake? In the trust
model, the children’s role in division of
responsibility is predicated on their abil-
ity to recognize hunger, appetite, and
satiety cues, or self-regulate their food
intake. Most experts agree that if children
are unable to internally self-regulate,
their weight and subsequent food rela-
tionships are adversely affected (10,29).
Studies have demonstrated that young
children have an inborn ability to self-
regulate caloric intake, with some indi-
vidual variation (13,36). For instance, in
the Feeding Infants and Toddler Study,
toddlers consumed larger-than-average
portion sizes at low-energy-density meals
compared to smaller-than-average por-
tion sizes at high-energy-density meals
(37). The ability to self-regulate weakens
as children get older and become more
compliant to external pressures to eat or
restrict intake (38-42).

Self-regulation, including the deci-
sion to eat, what to eat, and how much
to eat are controlled by physiologic and
sensory stimuli modulated by complex
cognitive processing (43). Gastric dis-
tension, gut hormones (e.g., cholecysto-
kinin, ghrelin, and adipose cell signals)
peripherally lower appetite and initiate
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satiety by decreasing the appeal of sen-
sory properties of the food. Neurons in
the orbitofrontal cortex then interpret
the taste, smell, texture, and sight of the
food, sending signals to the hypothala-
mus about its pleasantness. The point at
which there is a decline in appetite for
a meal based on food cues from taste,
sight, and smell is referred to as sensory
satiety. Appreciation of sensory satiety
overrides the initial surge in appetite
that occurs early on in a meal. Recogniz-
ing the point of sensory satiety can help
with self-regulation.

Sensory signals are especially relevant
in the presence of hunger, which is dif-
ficult given that many individuals graze
throughout the day. The trust model’s
recommendations to not graze between
structured meals and snacks may help
children better appreciate sensory sati-
ety. Finally, dietary fat functions as a
signal to the hypothalamus for gaug-
ing satiety, although the strength of the
effect remains debatable (44,45). The
trust model’s lack of strict restriction
of dietary fat may explain why it would
be effective for obesity prevention and
treatment.

But can overweight individuals recog-
nize hunger cues and stop eating when
satiated? During a controlled interven-
tion of 13 thin and 9 overweight adults,
hunger ratings following overfeed-
ing were reduced by 41% among thin
individuals but remained unchanged
for overweight individuals (46). In
fact, when adults were overfed, hunger
reduced significantly in the thin indi-
viduals and they reported higher satiety
ratings. An explanation with empirical
support is that overweight individu-
als both binge eat and diet/restrict food
intake more frequently than thin indi-
viduals, which lead to disordered hunger
and satiety cues (47). Restrained eaters
overindulge in food after perceiving that
they have broken dietary rules or have
eaten a forbidden food (48,49). In the
study when obese participants (who had
earlier reported no impact of hunger or
satiety cues on their food intake) were
obligated to consciously focus on their
hunger and satiety signals, they reported
that they were able to detect these sig-
nals and modify their food intake (50).
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A weakness of the trust model is that
it does not incorporate any intervention
that teaches children to recognize hun-
ger or satiety cues. Rather, it presumes
that once caregivers discontinue over-
controlling or undersupportive feed-
ing practices, children will naturally
self-regulate. According to Satter (5),
internal regulation takes 2-4 weeks for
young children. During the transition
period, children may eat a great deal of
food, confirming parents’ worst fears. If
caregivers continue to practice the trust
model, children learn to trust that they
will be to eat when and as much as they
want, and then begin to self-regulate.
There are no studies as of yet validat-
ing this assumption. Furthermore, the
trust model stresses consistency in car-
rying out division of responsibility for
self-regulation to develop and continue.
Will the process fail if the trust model’s
recommendations are not followed faith-
fully? With any behavior change, consis-
tency builds over time as the behavior is
learned and practiced. Relapse is a rec-
ognized part of any behavior change pro-
cess. The model suggests that reverting to
restrictive or pressure-to-eat behaviors,
even for a short period, may reduce the
efficacy and nullify any prior gains.

Can all children learn to self-regulate
their food intake? The trust model may
be inappropriate for the very small num-
ber of children who have obesity-related
genetic syndromes with hyperphagia,
hypothalamic obesity, or early-onset
morbid obesity (EMO) before age 4.
Miller et al. found children with EMO
had abnormal pituitary morphology
comparable to children with Prader-
Willi syndrome (PWS), a genetic syn-
drome characterized by hyperphagia,
developmental delay, and morbid obe-
sity (51). At its core, the dietary treat-
ment for PWS children is strict external
restriction. It will be difficult to teach
children with these disorders how to
self-regulate their food intake, without
strict external control. Second, obese
children demonstrate deficits in impulse
control (52,53), with greater vulnerabil-
ity to sensory food signals such as taste
and smell (54). Thus, using the trust
model for children with conduct prob-
lems, impulsive behaviors, or lack of
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emotional regulation in other domains
will be challenging. Parents of children
who display these behaviors will need
significant training in order to optimize
interactions with their child. For any
weight-directed intervention to be suc-
cessful, it can not focus solely on chang-
ing feeding behavior.

Finally, can children be taught self-
regulation despite years of restrictive
parental feeding practices? Johnson
showed that preschool children were
able to self-regulate their energy intake
following a 6-week intervention (13).
Children were taught about hunger and
satiety using age-appropriate video,
discussion, and doll play. They were
then asked to relate how their stomachs
felt after a snack by comparing their
experience to three dolls: one with an
empty stomach, one with a half-full
stomach, and one with a full stomach.
Self-regulation of energy intake was
calculated as the extent to which chil-
dren adjusted their ad libitum intake
relative to a predetermined high-energy
drink. At baseline, there was a wide
variation in how children self-regulated
their energy intake. Heavier children
and children of mothers who engaged
in disinhibited eating were less likely
to self-regulate. Following the inter-
vention, the correlation between self-
regulation and maternal eating was no
longer significant. In addition, children
who had originally overeaten improved
their ability to self-regulate. This study
provides support for children’s abil-
ity to relearn how to self-regulate, but
further studies are needed to prove or
reject this assertion.

Developmental stages. The trust model
addresses the various developmental
stages of childhood with interventions
geared toward fostering positive eat-
ing attitudes, self-regulation skills, and
good mealtime habits (5). As children
grow older, the trust model expands
their feeding responsibilities. Children
gradually learn how to structure and
prepare balanced meals, which will aid
their eating and positive eating attitudes
as adults.

The trust model recommends that care-
givers should feed infants on-demand,

waiting and becoming attuned to signs
of their readiness to eat (5). In doing so,
caregivers teach infants to trust rather
than mistrust, a pivotal characteristic of
Erikson’s first developmental stage (55).
Erikson suggests that if children mistrust
the environment, they struggle through-
out life with developing healthy relation-
ships, self-esteem, and self-identity (55).
This is consistent with the trust model’s
premise that the school-age child’s ability
to eat in response to physiological hun-
ger and satiety cues is contingent on the
achievements in the earlier stages of life
(i.e., regular meal and snack times, divi-
sion of feeding responsibility) (5).

The trust model recommends that
children 7-15-months old transition to
solid food within the context of family
meals and snacks. During toddlerhood,
a central developmental task is imita-
tion (5); thus, adult modeling of a pleas-
ant eating environment while sitting with
children would have a significant impact.
Family-style meals, pleasant meal times,
and exposure to a variety of foods sig-
nal to young children expected norms
related to eating. As toddlers transition
into the preschool years, it is important
that they learn how to politely refuse
food. This skill will assist them in main-
taining awareness of and honoring their
hunger, appetite, and satiety cues when
confronted with environmental influ-
ences that attempt to disrupt such signals.
Through late childhood, the trust model
begins to expand children’s autonomy to
select snack foods and meals at both at
home and other settings (e.g., school caf-
eteria, restaurants, friends homes). If the
trust model has been applied in child-
hood, Satter (5) argues that adolescents
will have developed positive attitudes
about eating, good food acceptance and
management skills, and good food regu-
lation skills. They will be able to plan and
prepare more family-style and indepen-
dent meals to care for themselves after
leaving home.

Adolescence is an intense period of
identity development; hence, more vari-
ables interfere with feeding dynamics.
The trust model continues to provide
a framework for eating relationships
during this stage; however, it is less
specific about normal conflicts between
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adolescents, peers, and caregivers. Even
if the trust model has been practiced
from childhood, messages from the
media and peers will challenge ado-
lescents’ prior eating experiences. The
emphasis on family mealtimes is pivotal
at this time, as this structure provides an
opportunity for adolescents to continue
to receive support from family members
in a nonthreatening environment. Ado-
lescents who eat meals with their family
exhibit fewer social risk behaviors and
have healthier food habits regardless of
gender or socioeconomic class (56).

Parenting styles. Developmental psy-
chologists agree that parents substan-
tially influence children’s development.
Based largely on the work of Baumrind
(57,58), four parenting styles, which
capture variations in parents’ attempts
to control and socialize their children,
have been recognized. The parenting
styles are categorized as uninvolved,
indulgent, authoritarian, and authori-
tative and are based on the balance of
parental responsiveness and demand-
ingness. Responsiveness reflects the
extent to which parents intentionally
foster individuality, self-regulation, and
self-assertion in their children by being
attuned, supportive, and acquiescent to
their children’s needs. Demandingness
reflects the control parents exert on their
children to become integrated into the
family (e.g., parental supervision, disci-
plinary efforts, and maturity demands).
Uninvolved parents are low in both
responsiveness and demandingness by
not offering support to their children or
boundaries for their behaviors. Indulgent
parents are responsive but not demand-
ing. They are permissive, nondirective,
and lenient by not requiring mature
behavior, allowing considerable self-
regulation, and avoiding confrontation.
Authoritarian parents are very demand-
ing but not responsive. They expect their
children to obey their orders without
explanation. These parents provide highly
ordered and structured environments
with clearly stated rules. Uninvolved and
indulgent parenting are associated with
child alcohol abuse (59), impulsivity (59),
gambling (60), and aggression (61,62);
while authoritarian parenting has been

related to children’s overt and relational
aggression (61-64). On the other hand,
authoritative parents are responsive and
offer/monitor standards for children’s
conduct. They are assertive, but not intru-
sive or overly restrictive.

Children’s inability to internally self-
regulate food intake is another behav-
ioral problem that may emerge from
indulgent, uninvolved, or authoritarian
parenting. Indulgent and uninvolved
parents would likely undersupport their
child’s feeding by not providing regular
feeding opportunities or appropriate
modeling for eating, leading to a cha-
otic food environment (5). As such, they
should have difficulty implementing
most trust model constructs. Authori-
tarian parents may encourage dieting
because it involves high levels of puni-
tive control. Indeed, authoritarian par-
enting styles were associated with higher
levels of food restriction and pressures
to eat, which can lead to difficulty with
regulating energy intake and reduced
responsiveness to the energy density of
foods (29,65). Consequently, authori-
tarian parents may find division of
responsibility difficult; they may want
to overcontrol by not granting children
responsibility in feeding interactions.

In contrast, authoritative parenting is
related to child behavioral adjustment
and positive feeding interactions (66).
Authoritative parents use appropriate
but not highly restrictive controls of
high-density food in the feeding envi-
ronment, relying on child-centered tech-
niques (e.g., allowing the child to choose
among the foods presented) (66). Such
authoritative strategies may be success-
ful in the development of self-regulation
and healthy eating practices if parents
direct children toward the consump-
tion of healthy foods and do so in a way
as to encourage internal (i.e., focus on
physiological hunger and satiety cues)
vs. external (i.e., diet rules) controls. For
instance, fruit consumption was found
to be higher among children raised with
an authoritative parenting style (67).
Thus, the trust model incorporates vari-
ous aspects of authoritative parenting
within its structure. However, it is chal-
lenging to change parenting practices
that are ingrained from caregivers’ own
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childhood experiences and that reflect
their own impulsivity and anxiety about
food. The trust model provides little
direction on how to translate its recom-
mendations when parents struggle with
mental health disorders and restrained
or disinhibited eating.

Family meals and eating patterns. The
family has a strong influence on chil-
dren’s diet and food-related behaviors,
which may impact their weight (68-70).
The trust model recommends that meals
should be a family event, eaten at a table,
with pleasant dialogue, in order to pro-
mote social meaning and importance of
eating. When families eat meals together,
children have a greater intake of fruits,
vegetables, and milk and lower intake of
fried foods and soft drinks (71). Despite
the busy lifestyle of US families today,
family-style meals can be implemented.
Family meal participation increased in
low-income families following an edu-
cational intervention program (72).

The trust model recommends that
children serve themselves from the food
provided, rather than the parent fixing
their plate. Interestingly, a study of 2-5-
year-olds indicated that they ate 25%
less of a large meal when they served
themselves compared with when an
adult served them (41), supporting the
trust model. However, over the last two
decades, the percentage of calories from
meals eaten away from home has almost
doubled, from 18 to 36% (73). Does the
trust model remain effective or poten-
tially preserve self-regulation when
meals are eaten away from home or on
the run? In addition, as caregivers work
and leave their children at daycare and
preschool settings for long hours, non-
family members and nonhome environ-
mental factors may shape dietary habits.

Portion control. The trust model espouses
that having children honor their physi-
ological hunger, appetite, and satiety cues
circumvents caregivers need to impose
rigid external limits on food intake, as
toddlers usually do not eat more than
what their bodies physiologically need.
In a laboratory setting, 3-year-old chil-
dren ate similar quantities of macaroni
and cheese despite being offered different
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portion sizes (39). Yet not restricting por-
tion sizes conflicts with current under-
standing of how portion size relates to
both increased energy intake and higher
body mass (74,75). Individuals who are
easily influenced by external food cues
may overeat when larger portion sizes
are available (41,76,77). In these contexts,
would the trust model preserve children’s
focus on internal hunger and satiety cues
rather than external food cues? Never-
theless, the trust model’s lack of atten-
tion to portion control may be an area of
weakness.

Similarity to an adult-eating model: intui-
tive eating. Tenets of the trust model
are similar to intuitive eating, an adap-
tive eating approach that has been stud-
ied with adult women (47,78,79). Three
central features of intuitive eating are (i)
unconditional permission to eat when
hungry and what food is desired, (ii) eat-
ing for physical rather than emotional
reasons, and (iii) reliance on internal
hunger and satiety cues to determine
when and how much to eat. The pres-
ence of each component is necessary for
intuitive eating (80). Thus, similar to the
trust model, the major characteristic of
intuitive eating is the attention to physi-
ological hunger and satiety cues to gov-
ern eating behavior (79,80).

The three features of intuitive eating
were found to be negatively related to
body mass, restrictive eating, body dis-
satisfaction, and pressure for thinness,
whereas they were positively related
to awareness of hunger and satiety
cues, well-being (e.g., self-esteem, life
satisfaction, proactive coping), and
body appreciation (47,78,79). Because
the trust model emphasizes children’s
responsibility in attending to their
hunger and satiety cues (5), it is closely
aligned with intuitive eating. In the
trust model, caregivers are instructed
to not use food as a reinforcement and
to help children learn to regulate and
cope with stress without using food (5).
These interventions could encourage
children to eat in response to physical
hunger rather than emotional needs,
one central aspect of intuitive eating.

Caregivers following the trust model
provide a healthy assortment of food for
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their children at meal and snack times,
but are not encouraged to restrict types
of food offered (5). This philosophy is
consistent with intuitive eating’s uncon-
ditional permission to eat. When division
of responsibility has been emphasized
and valued within the family, children
learn to trust their ability to eat intui-
tively and apply it to their eating situa-
tions as they age. Thus, intuitive eating
can be conceptualized as an outcome of
following the trust model.

Yet the structure of family meals and
snacks and division of responsibility
are not clearly articulated in the intui-
tive eating approach. A reason for this
absence may be that intuitive eating has
been largely conceptualized and studied
in adults and, unlike the trust model,
has not been mainly considered from
the perspective of the caregiver—child
feeding relationship. It is important to
note that the efficacy of the intuitive
eating model for obesity intervention
has not been empirically tested. Hence,
the intuitive eating model does not pro-
vide collaborating evidence from which
one can infer that the trust model will be
an effective intervention for childhood
obesity prevention or treatment.

Future directions. Cultural or ethnic
influences are not addressed in the
trust model. Most data on child feed-
ing behavior has been conducted among
White upper-class families, limiting its
generalizability. Anderson et al. hypoth-
esized that the reasons underlying
parental use of restrictive or controlling
feeding behaviors may differ among eth-
nic groups (81). For instance, African
American parents reported high levels of
restriction or monitoring feeding behav-
iors despite low concern about their
children’s weights (81). Hispanic parents
had indulgent feeding styles compared
to African American parents, who were
described as uninvolved. Findings from
a recent study that family-style dinners
are protective against overweight for
non-Hispanic White adolescents but
not for Hispanic or African American
adolescents (82), further highlight the
need for the trust model to address cul-
tural and racial differences within its
recommendations.

An exponential rise in US obesity rates
has occurred within the last 30 years, a
period in which restricting intake and
dieting are common. However, the link
between controlling feeding behaviors
and obesity may be an “epiphenomenon”
rather than a true casual relationship.
Parents may have adopted increasingly
controlling or restricting behaviors in
response to the widespread accessibility
and availability of energy-dense meals
and media messages to control weight.
If the link between controlling feeding
behaviors and obesity is supported, many
questions remain unanswered. What is
the structure of an effective intervention
based on the trust model? Will the child’s
age or developmental stage affect the effi-
cacy of the intervention? Can the trust
model be used for immigrant, African
American, Hispanic, or white families?
Can parents accept and implement these
recommendations? Will health-care pro-
viders accept the trust model as an inter-
vention for the overweight child? Should
the model be advocated for prevention,
treatment, or both? What is the opti-
mal length of time for any intervention
using the trust model? Next steps for the
trust model are testing the relationship
between specific risk factors, interven-
tions, mediators, and outcomes.

In summary, the trust model alters the
caregiver’s role from one that controls
and restricts children’s food intake to
one that fosters collaboration between
the caregiver, child, and environment.
Our in-depth review of this model and
the extant literature make a strong case
for conducting both qualitative and
quantitative research comparing the
trust model to more traditional dietary
approaches for preventing and treating
childhood obesity.
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