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Introduction: Family functioning is closely linked to adolescent ano-
rexia nervosa, yet family members often differ in how they perceive 
family relationships and processes.
Aim: To examine differences in perceived family functioning among 
adolescents with anorexia nervosa and their family members, and to 
explore associations with well-being and perceived stress.
Methods: The sample included 72 Hungarian families entering fam-
ily therapy (N = 243), comprising adolescents with anorexia nervosa, 
mothers, fathers, and siblings. Family functioning was assessed with 
the McMaster Family Assessment Device (FAD), well-being with the 
WHO Well-Being Index (WBI-5), and perceived stress with the 
Perceived Stress Scale (PSS-4). Linear mixed models with random 
family intercepts were used to account for clustering within families.
Results: Significant family-level clustering was found for overall fam-
ily functioning and all FAD subscales. Patients reported poorer family 
functioning than mothers, fathers, and siblings, particularly in Com-
munication, Behaviour Control, and General Functioning. Poorer 
perceived family functioning was associated with lower well-being and 
higher perceived stress. Family role remained a significant predictor of 
both outcomes.
Conclusions: Family members of adolescents with anorexia nervosa 
differ systematically in their perceptions of family functioning, with 
patients reporting the greatest difficulties. These findings support the 
value of multi-informant assessment and suggest that discrepancies 
in family perceptions may provide clinically relevant information for 
family-based treatment.
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Introduction
Eating disorders represent a major clinical concern in adolescence, as they are associated with substantial psychi-
atric and medical comorbidity, impaired quality of life, and elevated mortality (Chesney et al., 2014; Jenkins et 
al., 2011; Udo & Grilo, 2019). Anorexia nervosa is particularly serious within this group due to its severity, po-
tentially life-threatening medical complications, and the burden it places on both patients and their families. For 
many decades, however, eating disorders were widely regarded as primarily culturally-bound phenomena, closely 
linked to Western ideals and sociocultural pressures, and therefore assumed to occur almost exclusively in Western 
populations (Túry et al., 2010). Over the past two decades, this assumption has been increasingly challenged 
by research showing that eating disorders are also present in Central and Eastern Europe, including Hungary 
(Szumska et al., 2005; Túry et al., 2010). In Hungary, both historical and more recent findings indicate that eat-
ing disorders are not confined to Western contexts, but represent an increasingly relevant concern, particularly 
among younger populations (Túry et al., 2010, 2021). 

While these prevalence studies provide an important epidemiological foundation, a growing body of literature 
has also highlighted the clinical relevance of family functioning and family dynamics in eating disorders, particu-
larly in relation to symptom expression, family burden, and illness maintenance (Holtom-Viesel & Allan, 2014; 
Rienecke et al., 2024).

Theoretical Perspectives on Anorexia Nervosa in Family-Based Work

Family-based understandings of adolescent anorexia nervosa have evolved considerably over time. Early systemic 
and psychosomatic models drew attention to the relational organization of symptoms and suggested that anorexia 
may emerge and persist within family interaction patterns characterized by rigidity, overinvolvement, conflict 
avoidance, and difficulties around autonomy and boundary negotiation (Minuchin et al., 1978). Although these 
early formulations have later been criticized for their potentially family-blaming implications (Eisler, 2005; Le 
Grange et al., 2010), they were important in shifting attention away from purely intrapsychic explanations and 
toward the broader relational context in which symptoms are embedded.

Subsequent systemic approaches expanded this perspective. From a circular and interactional viewpoint, a 
symptom may be understood not simply as an individual pathology, but as part of a family process that both 
expresses and regulates tension within the system (Goldenberg & Goldenberg, 1996). Related transgenerational 
and Bowenian perspectives further highlighted difficulties in differentiation, the management of closeness and 
distance, and the transmission of relational patterns across generations, all of which may become particularly 
salient during adolescence, when developmental tasks of separation and individuation intensify (Bowen, 1978).

At the same time, more recent clinical models have moved away from etiological accounts that implicitly place 
responsibility within the family (Lock & La Via, 2015; Pászthy et al., 2020). In contemporary family-based ap-
proaches to adolescent anorexia nervosa, including the Maudsley model, parents are viewed not as causes of the 
disorder but as central resources in recovery (Lock & Le Grange, 2015; NICE, 2017). Within this framework, 
treatment emphasizes parental involvement in nutritional rehabilitation, the strengthening of family commu-
nication and collaboration, and the gradual return of developmentally appropriate control to the adolescent as 
recovery progresses (Lock & La Via, 2015; Lock & Le Grange, 2015).

In parallel, attachment and socio-emotional perspectives have highlighted the relevance of the quality of close 
relationships, emotional attunement, and difficulties in identifying and regulating emotions in adolescent eating dis-
orders (Horesh et al., 2015; Lukas et al., 2022). Across these different traditions, a common assumption remains that 
anorexia nervosa unfolds within a relational context and that family processes are clinically meaningful—not because 
families can be reduced to pathogenic mechanisms, but because patterns of communication, emotional responsive-
ness, role organization, and behavioral regulation may shape how distress is expressed, perceived, and managed.

For the present study, these traditions are relevant as they provide a conceptual rationale for examining not 
only overall family functioning, but also how different family members may perceive the same family processes 
differently. If anorexia nervosa is embedded in a relational field, then variation in how adolescents, mothers, 
fathers, and siblings describe that field is itself likely to be clinically informative.

Multi-Informant and Discrepancy-Based Perspectives on Family Functioning

Family functioning is typically assessed through the reports of multiple family members, yet these reports often 
show only modest agreement. In adolescent mental health research, such divergences were long treated primarily 
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as nuisance variance or measurement error. More recent multi-informant frameworks, however, have argued that 
differences between informants may themselves carry clinically meaningful information rather than merely re-
flecting unreliability (De Los Reyes et al., 2013; De Los Reyes et al., 2015; De Los Reyes & Kazdin, 2005). This 
perspective has also recently appeared in the Hungarian literature, where Sulyok and Miklósi (2026) argued that 
informant discrepancies may represent contextually informative features of psychological assessment. Rather than 
assuming that one family member perceives family reality more accurately than another, these approaches propose 
that divergent reports may reflect differences in contextual salience, emotional involvement, and attributional 
processes within the same relational system.

De Los Reyes and Ohannessian (2016) argued that adolescent and parent reports of family functioning may 
converge or diverge in ways that are informative for understanding both family processes and adolescent adjust-
ment. Likewise, Ohannessian et al. (2000) showed that such discrepancies were associated with adolescent self-
competence. This line of work is further formalized in the Operations Triad Model (De Los Reyes et al., 2013), 
which distinguishes between Converging, Diverging, and Compensating Operations and proposes that at least 
some divergent patterns may yield meaningful insight into the contextual organization of symptoms rather than 
merely reflecting methodological weakness. A similar multi-informant logic has also appeared in eating-disorder 
research. For example, Mensi et al. (2022) compared adolescents with restrictive eating disorders, their parents, 
and clinical observers and found notable differences across informants, particularly in affective involvement and 
communication. Accordingly, the present study focuses not only on levels of perceived family dysfunction, but 
also on differences across family members’ reports as clinically informative features of family functioning.

Previous Empirical Findings in Eating-Disorder Families

In a recent systematic review, Rienecke et al. (2024) provided a useful framework for interpreting individual 
studies of family functioning in eating disorders. Overall, diagnostic comparisons yielded only limited evidence 
for substantial differences between eating-disorder groups, although poorer family functioning was more often 
reported in cases involving binge/purge symptomatology than in restrictive anorexia nervosa. In contrast, dis-
crepancies between family members’ reports appeared more consistently, with patients generally rating family 
functioning more negatively than their parents. Although evidence on siblings remains comparatively sparse and 
has focused largely on sisters, the available studies point in a similar direction, with patients often reporting more 
impaired family functioning than their siblings. Importantly, this broader pattern is not best understood in a 
family-blaming framework. Rather, poorer family functioning may partly reflect the considerable strain imposed 
by the illness itself on the family system, as families often reorganize around the eating disorder and encounter 
difficulties in communication, coping, and everyday functioning. From this perspective, the more informative 
question is not simply whether eating-disorder families show dysfunction, but how different family members 
experience and evaluate the same relational processes from different positions within the family system. More 
specifically, these broader trends have also been reflected in individual studies examining role-specific discrepan-
cies across particular domains of family functioning (e.g., Dancyger et al., 2005; Emanuelli et al., 2004; Gowers 
& North, 1999; Waller et al., 1990). 

Among the measures used to assess family functioning in this literature, the McMaster Family Assessment 
Device (FAD) is one of the most widely used self-report instruments and has been shown to distinguish between 
psychiatric and non-clinical families. Importantly, the FAD assesses multiple domains of family functioning, 
including Problem Solving, Communication, Roles, Affective Responsiveness, Affective Involvement, Behavior 
Control, and General Functioning (Epstein et al., 1983; Miller et al., 1985).

In a sample of 126 female patients with eating disorders (mean age = 18.3 years), 118 mothers, and 96 fathers, 
Dancyger et al. (2005) found that daughters rated family functioning as significantly more impaired than mothers 
in Problem Solving, Communication, Affective Responsiveness, and Behavior Control. No mother-daughter 
difference emerged for Roles, and no significant father-daughter differences were found on any FAD dimension. 
In the same study, mothers and fathers differed in Problem Solving and Affective Responsiveness, indicating that 
discrepancies may arise not only between generations but also between parental roles.

A similar but more developmentally specific pattern was reported by Emanuelli et al. (2004), who compared 34 
clinical families of adolescents with anorexia nervosa and 49 control families using the FAD. Clinical families report-
ed significantly poorer functioning than control families on all FAD domains except Affective Involvement, but the 
most clinically specific within-family discrepancy concerned Communication. The Communication scale showed a 
significant group × family member interaction: clinical daughters rated family communication more negatively than 
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both clinical mothers (2.43 vs. 2.05; t(33) = 4.16, p < .001) and clinical fathers (2.43 vs. 2.18; t(33) = 2.36, p < .030), 
whereas control daughters differed only from their fathers. Thus, although the mean differences were numerically 
modest on the 1–4 FAD scale, the pattern was statistically supported and clinically relevant as it distinguished clinical 
from control families and highlighted communication as a particularly salient domain in adolescent anorexia nervosa.

Findings regarding fathers have been less consistent across studies. In Waller et al. (1990), which included 48 
clinical families (14 with anorexia nervosa and 34 with bulimia nervosa) and 30 comparison families, daughters’ 
FAD ratings differentiated clinical from comparison families on all six assessed dimensions. In contrast, mothers’ 
ratings differentiated the groups only on Affective Responsiveness and Affective Involvement, and fathers’ ratings 
did not differentiate them on any scale. In discriminant analyses, daughters’ reports showed the greatest concur-
rent validity, correctly classifying 85.9% of families, compared with 79.5% for mothers and 66.7% for fathers. 
The daughters’ discriminant function was based on Affective Involvement, Affective Responsiveness, Problem 
Solving, and Behavior Control, whereas fathers’ ratings had the least discriminatory power. Waller et al. did not 
provide a strong explanatory account for this pattern, but suggested that it was unlikely to be explained solely by 
the smaller number of participating fathers and interpreted it more cautiously as indicating that fathers may have 
been less likely to share their daughters’ perception of family interaction as problematic.

Additional support for discrepant perceptions comes from Gowers and North (1999), who studied 35 ado-
lescents with anorexia nervosa and their mothers using the FAD, alongside clinician ratings from the McMaster 
Structured Interview of Family Functioning. They found that clinicians and patients were more critical of family 
functioning than parents. 

The previous literature points to recurring but not fully consistent patterns of discrepant family perceptions. 
Adolescents with eating disorders often perceive family functioning more negatively than their parents, especially in 
communication-related, affective, and behavior-regulation domains. At the same time, the evidence is not fully con-
sistent. The precise subscale-level pattern varies across studies, and findings concerning fathers are particularly mixed. 
While some studies indicate that fathers may be less likely than mothers or adolescents to report family interaction 
as problematic, others have found no clear adolescent–father differences. Evidence on siblings is even more limited.

These inconsistencies provide a strong rationale for multi-informant research, but the existing literature does 
not yet offer a stable or comprehensive account of how discrepant perceptions are distributed across the wider 
family system. First, most previous studies have relied on dyadic comparisons, typically focusing on daughters ver-
sus mothers, and less often daughters versus fathers. As a result, the family has often functioned more as a recruit-
ment context than as the analytic unit itself. Although these studies have demonstrated meaningful differences 
between selected informants, they provide more limited insight into how discrepant perceptions are distributed 
across the wider family system. In particular, sibling perspectives remain strikingly underrepresented, despite the 
fact that siblings are embedded in the same relational environment and may both shape and be affected by family 
processes surrounding adolescent eating disorders.

Second, prior work has often documented discrepancies descriptively but has less often interpreted them as 
clinically meaningful patterns in their own right. A multi-informant perspective suggests that disagreement be-
tween family members should not automatically be reduced to measurement error or treated merely as noise. 
Rather, discrepancies may reflect differences in role, relational position, emotional burden, salience, and everyday 
experience within the same family system. From this perspective, the question is not only whether eating-disorder 
families report poorer functioning, but also how family members differ in their perceptions of the same relational 
processes, and what such divergence may reveal about family organization in the context of illness.

Finally, most of the available evidence comes from Western samples, while far less is known about discrepant 
perceptions of family functioning in Central and Eastern European clinical populations. This limits the cultural 
generalizability of the literature, particularly in relation to adolescent anorexia nervosa. These gaps justify a multi-
informant study that examines adolescents, mothers, fathers, and siblings simultaneously in a Hungarian clinical 
sample, and that analyzes family functioning in a way that appropriately accounts for the non-independence of 
observations within families.

The Current Study: Aims and Hypotheses

The present study examined how adolescents with anorexia nervosa and their family members perceive family func-
tioning in a Hungarian clinical sample. Building on previous multi-informant research, we focused both on overall 
perceived family functioning and on the specific domains assessed by the McMaster Family Assessment Device. 
Because several members of the same family contributed data, the family was treated as an analytically meaningful 
unit, and multilevel models were used to account for the non-independence of observations within families.
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The analyses were guided by four hypotheses:
H1.	 Adolescents with anorexia nervosa were expected to report more impaired family functioning than mothers, 

particularly in Communication and General Functioning, for which previous studies have suggested salient 
adolescent–parent discrepancies.

H2.	 Adolescents were also expected to report more impaired family functioning than fathers. However, given 
the mixed evidence regarding paternal reports in earlier studies, this hypothesis was formulated cautiously.

H3.	 Mothers and fathers were expected to differ in selected domains of perceived family functioning, particu-
larly in Problem Solving and Affective Responsiveness, based on prior evidence of parent–parent discrepan-
cies in eating-disorder families.

H4.	 Higher levels of perceived family dysfunction were expected to be associated with lower psychological well-
being and higher perceived stress across family members, even after accounting for family role and family-
level clustering.
Two additional research questions were examined exploratorily:

RQ1.	How do siblings perceive family functioning compared with adolescents with anorexia nervosa, mothers, 
and fathers?

RQ2.	How is patient age associated with perceived family functioning, psychological well-being, and perceived 
stress within the clinical sample?

Methods
Research Design and Sampling Procedures

The current study explored differences in perceptions of family functioning among 72 Hungarian families, each 
undergoing family therapy with an adolescent suffering from anorexia nervosa. Inclusion criteria were defined 
as families with an adolescent member (aged 12–18 years) diagnosed with anorexia nervosa according to 
the Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM–5; American Psychiatric Association, 
2013) who participated in the family therapy program described below.

Participants were recruited through the nationwide “Gyermekgyógyító Plusz” (“Child-Healing Plus”) grant 
initiative, funded by MOL, a major Hungarian oil and gas company. The program aimed to provide free fam-
ily therapy within public healthcare institutions. Launched in 2023, the initiative facilitated the employment 
of family therapists across nine clinical centers, integrating therapeutic and research efforts. The present sample 
was drawn from two participating centers: the Psychosomatic Outpatient Unit of the Department of Pediatrics 
at the University of Pécs and the Adolescent Eating Disorder Unit at the Heim Pál National Pediatric Institute 
(Budapest) between January 2023 and September 2024. Participants were adolescents with a clinical diagnosis of 
anorexia nervosa established by treating clinicians according to ICD/DSM criteria. The family therapy program 
was provided as an adjunct to treatment as usual (TAU), which could include inpatient or outpatient medical and 
psychiatric care, depending on clinical need.

As part of the program, standardized, anonymized data were collected across participating institutions. Fami-
lies receiving inpatient or outpatient care were assigned unique codes and completed questionnaire packages 
at three time points: prior to the first therapy session, after the seventh session, and at the closing session. This 
design allowed for the systematic evaluation of therapy outcomes and supported the integration of medical 
family therapy into Hungarian hospital-based care. The current study utilizes data from the first measurement 
point (baseline).

Data collection took place at the therapy sites. Questionnaires were completed either online or in paper-and-
pencil format during the designated assessment points. For online administration, therapists sent a secure survey 
link via email, and participants completed the questionnaires using their own smartphones or tablets. In the case 
of paper-based administration, responses were later entered into the online data collection platform by the re-
search team. Family members completed the questionnaires simultaneously at the specified measurement points.

The present study was conducted with ethical approval obtained from the Medical Research Council’s Scientific 
and Research Ethics Committee (TUKEB) under case number BM/6095-4/2023. Written informed consent was 
obtained from all adult participants and legal guardians, while adolescents provided their assent. Participation 
was voluntary, and families were informed of their right to withdraw from the study at any time without affecting 
their medical care.
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Participants

The study sample consisted of 72 families, comprising a total of 243 individual participants. Data were col-
lected from the adolescent with anorexia nervosa (hereinafter referred to as patients), mothers, fathers, and 
– where available – from sibling(s). However, coverage varied across families as not all members provided data. 
Specifically, data were available for the patient in 60 families (83.3%). Parental participation was high, with 
mothers providing data in 66 families (91.7%) and fathers in 59 families (81.9%). Sibling data were obtained 
from 49 families (68.1%), but since some families included multiple siblings, the total number of participat-
ing siblings was 58.

Regarding participation profiles, 43 families provided a complete dataset including the patient and both par-
ents (along with siblings where applicable). In cases with partial data, the responding members were the patient 
and mother (plus potential siblings) in 10 families, the patient and father (plus potential siblings) in six families, 
and only the patient and a sibling in one case. In the 12 families where patient data were unavailable, nine cases 
included responses from both parents (plus potential siblings), while three cases involved one parent and a sibling. 
Overall, the number of respondents per family ranged from a minimum of two to a maximum of five (e.g., the 
patient, both parents, and two siblings).

No additional case-wise exclusion was performed after receipt of the anonymized baseline dataset; all available 
baseline data from participating family members were retained for analysis.

Among the 60 patients, 54 were female (90.0%). Their mean age was 15.33 years (SD = 1.76, range = 12–18). 
Mothers had a mean age of 48.34 years (SD = 3.76, range = 40–58), while fathers had a mean age of 49.68 years 
(SD = 4.38, range = 40–64). Regarding siblings, 40.6% were female, with a mean age of 16.11 years (SD = 3.36, 
range = 9–23).

Measurements

In addition to a demographic questionnaire, the study utilized the McMaster Family Assessment Device, the 
WHO Well-Being Index, and the Perceived Stress Scale.

The McMaster Family Assessment Device (FAD) 

The McMaster Family Assessment Device (FAD; Epstein et al., 1983) was used to assess perceived family function-
ing. The FAD is a widely used self-report instrument grounded in the McMaster Model of Family Functioning, 
which conceptualizes family functioning across multiple, interrelated domains reflecting structural, emotional, 
and behavioral aspects of family life.

The questionnaire consists of 60 items rated on a four-point Likert scale ranging from 1 (strongly disagree) 
to 4 (strongly agree). Higher scores indicate higher levels of perceived family dysfunction. The FAD assesses 
family functioning across seven dimensions: Problem Solving, referring to the family’s ability to resolve in-
strumental and emotional problems; Communication, referring to the clarity and directness of information 
exchange; Roles, referring to the distribution and fulfilment of family responsibilities; Affective Responsiveness, 
referring to the capacity to respond with appropriate emotion to different situations; Affective Involvement, re-
ferring to the degree of interest and emotional investment family members show toward one another; Behavior 
Control, referring to the standards and rules governing behavior in situations involving safety, basic needs, 
and interpersonal conduct; and General Functioning, reflecting the overall health or impairment of family 
functioning. These dimensions are particularly relevant in adolescent anorexia nervosa, where tensions may 
arise around communication, caregiving roles, emotional attunement, autonomy, and behavioral regulation 
in everyday family life. Sample items include statements such as “We are able to make decisions about how 
to solve problems” and “In times of crisis we can turn to each other for support.” The original validation 
of the FAD demonstrated adequate to good internal consistency, with Cronbach’s alpha coefficients for the 
subscales ranging from .72 to .92. Furthermore, the instrument showed robust discriminative validity by 
significantly distinguishing between clinical and non-clinical families (p < .001) and established concurrent 
and predictive validity through its significant associations with marital satisfaction and psychological morale 
(Epstein et al., 1983). 

Several items are reverse-scored in accordance with the original scoring procedure. Scale scores were calculated 
by averaging the relevant items for each subscale. In addition, an aggregate Overall Perception score was com-
puted by averaging all 60 items to represent general family functioning.
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In the current sample, internal consistency estimates were calculated for the total sample and separately by 
family role, as the main analyses compared perceptions of family functioning across patients, mothers, fathers, 
and siblings. In the total sample, the FAD Overall Perception scale showed excellent internal consistency 
(Cronbach’s α = .96), while the FAD subscale reliabilities ranged from .75 to .83. Role-specific reliability esti-
mates are presented in Appendix Table A1. Some role-specific coefficients were lower than the total-sample esti-
mates, particularly for shorter subscales and smaller respondent groups; therefore, findings involving these sub-
scales were interpreted with appropriate caution.

WHO Well-Being Index (WBI-5)

The WHO Well-Being Index (WBI-5; Bech et al., 1996) was used to measure subjective psychological well-being. 
The Hungarian version of the scale was validated by Susánszky et al. (2006). This unidimensional, five-item 
instrument assesses respondents’ well-being over the previous two weeks, with items referring to states such as 
feeling happy and cheerful or calm and relaxed. Responses are rated on a four-point Likert scale ranging from 
0 (not at all) to 3 (very typical), with higher total scores indicating higher levels of well-being. The WBI-5 has 
demonstrated high internal consistency (Cronbach’s α > .80) and strong clinical validity in both the original inter-
national studies (Bech et al., 1996) and the Hungarian validation (Susánszky et al., 2006). In the current sample, 
the internal consistency of the scale was good (Cronbach’s α = .80).

Perceived Stress Scale (PSS-4) 

The four-item version of the Perceived Stress Scale (PSS-4; Cohen & Williamson, 1988) was used to assess 
perceived stress. The Hungarian version of the scale was validated by Stauder and Konkolÿ Thege (2006). This 
unidimensional instrument measures the extent to which situations in one’s life are perceived as unpredictable, 
uncontrollable, and overwhelming. Items are rated on a five-point Likert scale, with relevant items reverse-scored 
so that higher total scores indicate higher levels of perceived stress. The original PSS-4 demonstrated acceptable 
reliability (α = .60) and a strong correlation with the full 14-item version (Cohen & Williamson, 1988), while the 
Hungarian validation reported a Cronbach’s α of .79, confirming its sound psychometric properties in a Hungarian 
context (Stauder & Konkolÿ Thege, 2006). In the current sample, the internal consistency of the scale was 
acceptable (Cronbach’s α = .79).

Data Analysis

To account for the nested structure of the data (individual family members nested within families), a series of 
Linear Mixed Models (LMMs) was utilized. In all models, Family ID was entered as a random intercept using a 
Variance Components (VC) covariance structure to control for the interdependence of observations within the 
same family. The analyses proceeded through the following steps:

To examine differences in perceptions of family functioning across family roles (H1-H3 and RQ1), a set of 
eight LMMs was used. The dependent variables for these eight models were the FAD Overall Perception, the 
General Functioning subscale, and the six specific FAD subscales. For each model, Family Role was entered as a 
categorical fixed effect with four levels (index, mother, father, and sibling). Additionally, Family ID was specified 
as a random intercept to control for the clustering of data within individual families. The Intraclass Correlation 
Coefficient (ICC) was calculated to quantify the proportion of variance attributable to the random effect of fam-
ily clustering. Partial eta squared (η²p) was derived from the Wald F-statistic to estimate the effect size for the fixed 
effect of Family Role. Significant fixed effects were followed by pairwise comparisons of estimated marginal means 
(EMMs). For these pairwise comparisons, Cohen’s d was calculated using the difference between the EMMs di-
vided by the total standard deviation of the model.

To examine the associations between family functioning and mental health (H4) while accounting for the 
clustered nature of the sample, a two-step modeling approach was employed. First, two LMMs were employed 
to evaluate baseline differences in psychological well-being (WBI-5) and perceived stress (PSS-4) across family 
members, using only Family Role as a categorical fixed effect and Family ID as a random intercept. Second, to 
test the specific impact of family functioning, two subsequent sets of LMMs were used to predict WBI-5 and 
PSS-4. In total, 16 separate models were run for this second step (8 for WBI-5 and 8 for PSS-4). To prevent 
multicollinearity, the FAD predictors were not entered simultaneously. Instead, each model included exactly one 
FAD score (either the Overall Perception, the General Functioning subscale, or one of the six specific subscales) 

	 1.27	 (1.13–1.45)
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as a continuous fixed predictor. All 16 models controlled for Family Role as a categorical fixed effect and included 
Family ID as a random intercept. Standardized regression coefficients (β) were calculated to estimate the strength 
of these associations.

To account for multiple testing across the three sets of LMMs, the Benjamini-Hochberg False Discovery Rate 
(FDR) correction was applied to all p-values, encompassing the omnibus fixed effects, the random effects, and 
the pairwise comparisons for Family Role. Finally, restricted to the subset of families with available patient data 
(N = 60), supplementary analyses were conducted to explore the relationships between patient age and FAD, 
WBI-5, and PSS-4 scores using Pearson correlations (RQ2).

Preliminary analyses indicated that the distributions of the FAD, WBI-5, and PSS-4 scores, as well as patient 
age, were suitable for parametric analyses. The FAD Overall Perception score showed acceptable symmetry and 
peakedness (Skewness = 0.71, Kurtosis = 0.52), as did the majority of the subscales (S ranging from 0.34 to 0.89; 
K from -0.46 to 0.84). While the Affective Involvement subscale showed slight deviation (S = 1.18, K = 1.98), 
all values remained within the limits recommended by George and Mallery (2010). The outcome measures for 
well-being and stress also showed acceptable distributional properties for parametric analysis (WBI-5: S = -0.10, 
K = -0.05; PSS-4: S = 0.46, K = -0.16), as did patient age (S = -0.22 and K = -1.08). Regarding the assumptions 
of the Linear Mixed Models, the normality of the residuals and homoscedasticity were verified through the visual 
inspection of Q-Q plots and predicted-by-residual plots, respectively, which confirmed that the models were ap-
propriately specified. All statistical analyses were performed using IBM SPSS Statistics.

Results
Differences in Perceived Family Functioning (FAD) Across Family Roles (H1-H3, and RQ1)

A Linear Mixed Model was employed to examine differences in Overall Perception across family roles. The model 
included FamilyID as a random intercept and Family Role as a fixed effect.

Analysis of the covariance parameters revealed a significant random intercept for families (Wald Z = 3.62, 
p < .001). This indicates that there are significant baseline differences between families. Some families generally 
perceive the level of family problems as higher or lower than others, regardless of the individual family member’s 
role. The calculated ICC was .385, indicating that 38.5% of the total variance in the scores is attributable to dif-
ferences between families, which represents a substantial clustering effect justifying the use of the multilevel model. 

The test of fixed effects indicated a significant difference in perception among the family roles, F(3, 170.16) = 5.21, 
p = .004, η²p = .08. Pairwise comparisons revealed that Patients reported significantly higher scores (i.e., more 
dysfunctionality) compared to all other family members. Specifically, Patients differed significantly from Mothers 
(p = .004), Fathers (p < .001), and Siblings (p = .042). In contrast, no significant differences were found among 
other family members (p > .050). Descriptive statistics are presented in Table 1, while the results of the LMM 
fixed and random effects are detailed in Table 2, and pairwise comparisons in Table 3.

Table 1. Estimated Marginal Means and Standard Error Values of the FAD Scale and Subscales

Scale

Patients Mothers Fathers Siblings

EMM SE EMM SE EMM SE EMM SE

Overall Perception 2.20 0.06 2.01 0.05 1.96 0.06 2.05 0.06

Problem Solving 2.20 0.07 2.05 0.07 2.03 0.07 2.08 0.07

Communication 2.38 0.06 2.05 0.06 2.04 0.06 2.16 0.06

Roles 2.29 0.07 2.37 0.07 2.11 0.07 2.24 0.07

Affective Responsiveness 2.25 0.08 1.96 0.08 1.96 0.08 2.19 0.08

Affective Involvement 1.96 0.06 1.96 0.06 1.94 0.06 1.84 0.06

Behavior Control 2.24 0.07 1.84 0.07 1.85 0.07 1.94 0.07

General Functioning 2.16 0.07 1.91 0.07 1.92 0.07 1.96 0.07

Note. Estimated Marginal Means (EMM) values are derived from linear mixed models accounting for the nested structure of 
the data (random intercept for FamilyID). FAD: McMaster Family Assessment Device (higher scores indicate higher levels of 
perceived family dysfunction). N(Patients) = 60; N(Mothers) = 66; N(Fathers) = 59; N(Siblings) =58.
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In addition to the overall score, the individual subscales of the FAD were examined. The random intercept for 
families was significant across all subscales. The ICCs ranged from .216 to .421, indicating that between 21.6% 
and 42.1% of the variance is attributable to family membership. This substantial clustering confirms the necessity 
of the multilevel approach for all dimensions.

Regarding fixed effects, no significant differences were found among family roles for Problem Solving and 
Affective Involvement (p > .050). However, significant differences were observed for all other subscales. The effect 
sizes for these significant effects ranged between .07 and .14, representing medium to large effects.

Table 2. Linear Mixed Model Results for FAD with Fixed Effects of Family Role and Random Effects of Family Clustering

Scale

Family Role (fixed effect) FamilyID (random effect)

F df1, df2 p η²p Wald Z p ICC

Overall Perception 5.21 3, 170.12 .004 .08 3.62 <.001 38.5%

Problem Solving 1.36 3, 176.01 .294 .02 2.50 .013 21.6%

Communication 9.56 3, 176.79 <.001 .14 3.25 .001 30.2%

Roles 4.13 3, 171.62 .011 .07 3.90 <.001 42.1%

Affective Responsiveness 4.99 3, 173.08 .004 .08 3.46 .001 34.7%

Affective Involvement 1.11 3, 174.31 .346 .02 3.20 .001 30.5%

Behavior Control 9.06 3, 177.32 <.001 .13 3.13 .002 28.5%

General Functioning 3.76 3, 172.13 .016 .06 3.25 .001 32.2%

Note. FAD: McMaster Family Assessment Device. Wald Z statistic tests for the random intercept of FamilyID. ICC indicates 
Intraclass Correlation Coefficient. The p-values were adjusted for multiple testing using the Benjamini-Hochberg False Discovery 
Rate (FDR) procedure. Bold values indicate statistically significant results (p < .050).

Pairwise comparisons revealed distinct patterns across the significant subscales (Table 3). The dimensions of 
Communication, Behavior Control, and General Functioning followed the same pattern as the Overall 
Perception score. Patients reported significantly higher levels of dysfunction compared to Mothers, Fathers, and 
Siblings. No significant differences were observed among the perceptions of the other family members. Regard-
ing Roles, mothers reported the highest levels of dysfunction; however, their scores did not differ significantly 
from those of Patients or Siblings. Fathers reported the lowest dysfunction, which was significantly lower than 
the scores reported by both Mothers and Patients. In the subscale of Affective Responsiveness, Patients reported 
significantly higher levels of dysfunction compared to Parents (both Mothers and Fathers), whose scores were 
significantly lower.

Table 3. Pairwise Comparisons of FAD Subscales by Family Role

Compared Family Roles

Patient-Mother Patient-Father
Patient-
Sibling(s) Mother-Father

Mother-
Sibling(s)

Father-
Sibling(s)

p d p d p d p d p d p d

Overall Perception .004 0.44 <.001 0.54 .042 0.35 .961 0.11 .535 –0.09 .284 –0.20

Communication <.001 0.71 <.001 0.72 .012 0.46 .961 0.01 .230 –0.25 .226 –0.26

Roles .286 –0.15 .021 0.33 .560 0.10 .006 0.48 .230 0.25 .226 –0.23

Affective  
Responsiveness

.004 0.45 .005 0.46 .560 0.09 .961 0.01 .114 –0.36 .114 –0.37

Behavior Control <.001 0.71 <.001 0.69 .006 0.54 .961 –0.02 .416 –0.17 .407 –0.15

General Functioning .004 0.45 .007 0.43 .038 0.35 .961 –0.02 .535 –0.10 .639 –0.07

Note. FAD: McMaster Family Assessment Device. Cohen’s d was calculated using the total standard deviation of the model. 
Positive d values indicate higher dysfunction scores for the first member in the pair compared to the second. The p-values were 
adjusted for multiple testing using the Benjamini-Hochberg False Discovery Rate (FDR) procedure. Bold values indicate statisti-
cally significant results (p < .050).
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Association Between Perceived Family Functioning (FAD) and Well-Being (WBI-5) and Perceived 
Stress (PSS-4) (H4)

Two LMMs were employed to examine differences in WBI-5 and PSS-4 among family members. In contrast 
to the results for the FAD scales, the random intercept for FamilyID was not significant for either well-being 
(Wald Z = 1.78, p = .076, ICC = 14.5%) or perceived stress (Wald Z = 1.07, p = .285, ICC = 8.0%), indicating that 
families did not differ significantly from one another in these domains. However, the fixed effect of Family Role was 
significant for both measures: WBI-5, F(3, 175.11) = 4.00, p = .009, η²p = .06; PSS-4, F(3, 177.67) = 17.95, 
p < .001, η²p = .23.

Pairwise comparisons (based on estimated marginal means) for well-being revealed that Patients reported the 
lowest scores (EMM = 6.89, SE = 0.37). This was significantly lower than the well-being of Fathers (EMM = 8.08, 
SE = 0.38, p = .042) and Siblings (EMM = 8.41, SE = 0.39, p = .018) but did not differ significantly from 
Mothers (EMM = 7.26, SE = 0.36, p = .515). Mothers reported significantly lower well-being compared to Siblings 
(p = .042) and marginally lower well-being compared to Fathers (p = .093). No significant difference was found 
between Fathers and Siblings (p = .515).

Regarding perceived stress, Patients reported the highest levels (EMM = 8.49, SE = 0.38), which was signifi-
cantly higher than all other family members (p < .001 for all comparisons). The second highest stress levels were 
reported by Mothers (EMM = 6.43, SE = 0.36), followed by Siblings (EMM = 6.19, SE = 0.39, p = .638). Fathers 
reported the lowest stress levels (EMM = 4.74, SE = 0.38), which was significantly lower than the stress reported 
by Patients (p < .001), Mothers (p = .002), and Siblings (p = .007).

Finally, a set of linear mixed models was used to examine the associations between family functioning and 
individual mental health indicators (WBI-5 and PSS-4). Specifically, separate LMMs were fitted with WBI-5 
or PSS-4 scores as dependent variables, entering one of the FAD scales as a covariate in each model. All models 
are controlled for the random effect of family clustering and the fixed effect of family roles. The analysis revealed 
significant associations for both the Overall Perception score and all FAD subscales (Table 4). The FAD scales 
showed a significant positive relationship with PSS-4 across all dimensions, with standardized regression coef-
ficients ranging from β = .26 to .38, indicating a weak-to-moderate effect size. Conversely, significant negative 
associations were found between the FAD scales and WBI-5, with standardized coefficients ranging between 
β = -.14 and -.31. These results indicate that higher levels of perceived family dysfunction are consistently associ-
ated with higher perceived stress and lower psychological well-being. The fixed effects of family role on WBI-5 
and PSS-4 remained significant in all LMM models.

Table 4. Associations Between the FAD Scales and Mental Health Indicators (WBI-5, PSS-4)

Scales
WBI-5 PSS-4

β SE p LLCI ULCI β SE p LLCI ULCI

Overall Perception –.30 .06 < .001 –.42 –.17 .38 .06 < .001 .27 .49

Problem Solving –.28 .06 < .001 –.40 –.15 .31 .06 < .001 .20 .42

Communication –.28 .06 < .001 –.41 –.15 .31 .06 < .001 .19 .43

Roles –.21 .07 .003 –.34 –.08 .29 .06 < .001 .18 .41

Affective Responsiveness –.31 .06 < .001 –.43 –.18 .33 .06 < .001 .21 .44

Affective Involvement –.14 .06 .028 –.27 –.02 .26 .06 < .001 .15 .38

Behavior Control –.17 .07 .011 –.30 –.04 .29 .06 < .001 .17 .41

General Functioning –.31 .06 < .001 –.44 –.19 .36 .06 < .001 .25 .47

Note. FAD: McMaster Family Assessment Device (higher scores indicate higher levels of perceived family dysfunction); WBI-5: 
WHO-Wellbeing scale, PSS-4: Perceived stress scale. Linear Mixed Models were used to examine the association between the 
FAD scales and the WBI-5 and PSS-4 scores, controlling for family clustering (Random Effect: FamilyID) and family role (Fixed 
Effect). β represents standardized regression coefficients. Denominator degrees of freedom ranged between 209.19 and 
234.36 for WBI-5 and between 189.34 and 226.63 for PSS-4 (N = 243). The fixed effects of family role on WBI-5 and PSS-4 
remained significant in all LMM models. The p-values were adjusted for multiple testing using the Benjamini-Hochberg False 
Discovery Rate (FDR) procedure. Bold values indicate statistically significant results (p < .050).
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The Role of Patient Age in Perceived Family Functioning and Psychological Distress (RQ2)

The relationship between patient age and family functioning showed a distinct pattern in self-reports. Older 
patients tended to report higher levels of family dysfunction. Specifically, positive correlations were observed be-
tween patient age and Problem Solving (r = .32, p = .007) and General Functioning (r = .23, p = .040). Similar but 
non-significant trends were observed for their Overall Perception score (r = .17, p = .094), Affective Responsiveness 
(r = .18, p = .090), and Affective Involvement (r = .16, p = .109). However, no substantial relationship was found 
for Roles (r = .06, p = .317), Communication (r = .05, p = .345), or Behavior Control (r = .01, p = .456). 
Furthermore, patient age was moderately associated with individual mental health indicators. Older patients 
reported lower well-being (r = -.30, p = .010) and higher levels of perceived stress (r = .35, p = .003).

In contrast to the patients’ self-reports, parental perceptions of family functioning were generally unrelated to 
patients’ age. Correlation coefficients between patients’ age and the FAD scores for Mothers and Fathers typically 
ranged between r = -.06 and .06 across most scales, indicating a negligible relationship. The only notable excep-
tions were found in the dimension of Affective Involvement, where both Mothers (r = .28) and Fathers (r = .15) 
indicated somewhat higher dysfunction with increasing patient age, as well as for Mothers regarding Behavior 
Control (r = .14).

Discussion
The present study examined discrepancies in perceived family functioning among adolescents with anorexia ner-
vosa and their family members in a Hungarian clinical sample. By applying linear mixed models, the analyses ac-
counted for the non-independence of family members’ reports and allowed family functioning to be examined as 
a relationally embedded phenomenon rather than as a set of isolated individual perceptions. Overall, the findings 
indicate that discrepancies in perceived family functioning were not randomly distributed across family roles or 
FAD domains. Instead, adolescents with anorexia nervosa tended to perceive family functioning as more impaired 
than other family members, with the most consistent differences emerging in Communication, Behavior Control, 
and General Functioning. In addition, higher perceived family dysfunction was associated with lower psychologi-
cal well-being and higher perceived stress across family members.

This interpretation is consistent with contemporary multi-informant frameworks, which emphasize that dis-
crepancies between informants may contain meaningful contextual information rather than simply reflecting 
unreliability or measurement error (De Los Reyes et al., 2013; De Los Reyes & Epkins, 2023; De Los Reyes & 
Kazdin, 2005; Ohannessian et al., 2000). From a family-based and systemic perspective, it is therefore not only 
the level of perceived dysfunction that matters, but also how differently the same family processes are experienced 
by patients, mothers, fathers, and siblings.

A further methodological implication of the findings is that the family should be treated not only as the clinical 
context of adolescent eating disorders, but also as the relevant unit of analysis in research on family functioning. 
The significant family-level random effects and the substantial intraclass correlations observed across the FAD 
dimensions indicate that perceptions of family functioning were meaningfully clustered within families. This sug-
gests that studies of family functioning in adolescent eating disorders should account for the non-independence 
of family members’ reports rather than treating them as isolated observations.

The first hypothesis was partially supported. Adolescents with anorexia nervosa reported more impaired family 
functioning than mothers in Overall Perception, Communication, Affective Responsiveness, Behavior Control, 
and General Functioning. The clearest support for H1 was therefore found in Communication and General 
Functioning, as expected, with additional evidence for patient–mother discrepancies in Affective Responsiveness 
and Behavior Control. At the same time, no significant patient–mother differences emerged in Problem Solving, 
Roles, or Affective Involvement.

This pattern is broadly consistent with previous findings suggesting that adolescents with eating disorders 
often perceive family functioning more negatively than their parents, but it also confirms that the exact sub-
scale-level pattern is not uniform across studies. The present findings converge most clearly with Emanuelli et 
al. (2004), who also identified Communication as a prominent domain of discrepancy in adolescent anorexia 
nervosa. However, they diverge partly from Dancyger et al. (2005), particularly because no patient–mother 
difference emerged in Problem Solving in the present sample. One possible explanation is that communication 
difficulties may be especially salient in adolescents with anorexia nervosa, whereas discrepancies in domains 
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such as Problem Solving or Roles may be more sensitive to diagnostic composition, treatment setting, develop-
mental stage, or the emotional burden carried by different family members. In the present sample, role-related 
strain was not uniquely perceived by patients, since mothers did not differ from patients with respect to Roles 
but rather from fathers.

The second hypothesis received stronger support. Adolescents reported more impaired family functioning than 
fathers in Overall Perception, Communication, Roles, Affective Responsiveness, Behavior Control, and General 
Functioning. No significant patient–father differences were found for Problem Solving or Affective Involvement. 
This pattern suggests that, in the present sample, fathers were generally less likely than patients to perceive family 
functioning as problematic across several domains.

This finding is consistent with the broader observation that paternal reports may not always mirror adolescents’ 
perceptions of family interaction. Waller et al. (1990), for example, found that daughters’ FAD reports differenti-
ated clinical from comparison families more strongly than fathers’ reports. By contrast, Dancyger et al. (2005) 
found no significant daughter–father differences on FAD dimensions. Thus, rather than indicating a stable pater-
nal pattern across all eating-disorder samples, the current results suggest that father–adolescent discrepancies may 
be context-dependent and may vary across study designs, clinical settings, and family contexts.

The third hypothesis was only partly supported. Contrary to expectations, mothers and fathers did not dif-
fer significantly in Problem Solving or Affective Responsiveness. The only significant mother–father difference 
emerged in Roles, with mothers reporting more dysfunction than fathers. This pattern diverges from Dancyger et 
al. (2005) and suggests that parent–parent discrepancies may be organized differently in this Hungarian clinical 
sample. In the present study, mother–father differences appeared to be less related to emotional responsiveness or 
problem solving than to the perceived distribution and fulfilment of family responsibilities.

This finding may be clinically meaningful in the context of adolescent anorexia nervosa, where everyday 
caregiving, monitoring, meal-related responsibilities, and coordination of treatment often place considerable de-
mands on parents. Importantly, mothers in our sample did not differ from patients on Roles, whereas fathers 
reported lower dysfunction than both groups. One possible interpretation is that role-related strain may be more 
salient from the maternal position. In the Hungarian context, women continue to bear a substantially larger 
share of unpaid domestic work and childcare than men, which may make tensions around role distribution and 
everyday caregiving responsibilities more visible to mothers than to fathers (Drjenovszky & Sztáray Kézdy, 2023).

Taken together, the within-family pattern suggests that perceptual discrepancies were not distributed evenly 
across dimensions of family functioning but were concentrated in domains that appear especially relevant to the 
relational dynamics of adolescent anorexia nervosa (Lock & Le Grange, 2015; Minuchin et al., 1978). In the 
present sample, the clearest discrepancies emerged in Communication, Roles, Behavior Control, and General 
Functioning, suggesting that these may be particularly discrepancy-sensitive aspects of family life in the context 
of illness. From a systemic and family-based perspective, this is clinically plausible: communication difficulties 
may reflect problems in mutual understanding and emotional expression; role-related discrepancies may point to 
asymmetries in caregiving burden and family organization, while Behavior Control may be especially salient in 
a condition in which autonomy, regulation, safety, and parental management become central to everyday family 
life (Drjenovszky & Sztáray Kézdy, 2023; Lock & Le Grange, 2015).

Sibling comparisons were exploratory as previous research on siblings’ perceptions in families of adolescents 
with eating disorders remains limited. In the present sample, siblings’ reports tended to be closer to parental 
reports than to patients’ reports in several domains, suggesting that the predominant pattern was not generalized 
disagreement among all family members, but rather a patient–family discrepancy. However, Affective Responsiveness 
showed a different pattern: patients and siblings reported higher dysfunction than parents and did not differ 
significantly from one another. This may point to a more generationally structured discrepancy in the perception 
of emotional responsiveness. A tentative interpretation is that parents and adolescents may evaluate emotional re-
sponsiveness from different experiential positions: parents may understand it more in terms of care, involvement, 
and sustained attention, whereas adolescents and siblings may be more sensitive to emotional attunement and the 
subjective experience of being understood.

The fourth hypothesis was supported. Across family members, higher levels of perceived family dysfunction 
were associated with lower psychological well-being and higher perceived stress, even after accounting for family 
role and family-level clustering. These associations were consistent across the FAD Overall Perception score and 
all the FAD subscales. The strongest associations with lower well-being were observed for General Functioning, 
Affective Responsiveness, and Overall Perception, while the strongest associations with higher perceived stress 
were found for Overall Perception and General Functioning.
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These findings are consistent with family-based and systemic perspectives emphasizing that adolescent anorexia 
nervosa affects not only the patient, but also family communication, emotional climate, caregiving roles, and pa-
rental burden (Lock & Le Grange, 2015; Rienecke et al., 2024; Rienecke & Le Grange, 2022). Because the study 
was cross-sectional, the direction of these associations cannot be determined. More negatively perceived family 
functioning may contribute to lower well-being and greater stress, but elevated stress and reduced well-being 
may also shape how family members evaluate family processes. It is also likely that these processes are recipro-
cal: illness-related stress may affect family communication, emotional responsiveness, and behavioral regulation, 
while difficulties in these family domains may further increase individual distress.

Importantly, family role remained a significant predictor of well-being and perceived stress in these models. 
This indicates that the association between perceived family dysfunction and psychological functioning did not 
fully explain role-based differences in distress. These findings underline the importance of assessing both relational 
processes and individual psychological burden in family-based treatment.

Exploratory analyses involving patient age suggested that older patients tended to report more impaired family 
functioning in selected domains and also reported lower well-being and higher perceived stress. Although these 
findings should be interpreted cautiously, they may indicate that family processes and individual psychological 
burden become more strained as adolescence progresses, or that older patients are more sensitive to difficulties 
in autonomy, problem solving, and overall family climate. Longitudinal research is needed to determine whether 
these age-related associations reflect developmental changes, illness duration, treatment history, or differences in 
symptom severity.

Taken together, the findings support a discrepancy-based approach to family functioning in adolescent ano-
rexia nervosa. They do not imply that one family member has more accurate access to family reality than another. 
Rather, they suggest that family members’ reports reflect different relational positions, emotional burdens, and 
everyday experiences within the same family system, consistent with contemporary multi-informant assessment 
frameworks (De Los Reyes et al., 2013; De Los Reyes & Epkins, 2023; De Los Reyes & Kazdin, 2005). In this 
sense, discrepancies themselves may be clinically informative, especially when they cluster around domains such 
as communication, behavioral regulation, role organization, and general family climate.

Strengths and Limitations
The present study adopted a multi-informant and multilevel design, allowing family functioning to be examined 
simultaneously from the perspectives of patients, mothers, fathers, and siblings while also accounting for the 
non-independence of observations within families. This design makes it possible to move beyond individual-level 
descriptions and to capture family functioning as a relationally embedded phenomenon. In this respect, the study 
contributes not only substantive findings on adolescent anorexia nervosa, but also a methodological contribution 
to the assessment of family functioning in clinical family research. By treating the family as the relevant analytic 
unit rather than merely the context from which participants are recruited, the study makes it possible to examine 
discrepancies as structured features of family life rather than as isolated individual differences. The inclusion of 
siblings further strengthens this contribution, since sibling perspectives have been largely missing from earlier 
research, and their inclusion here allowed a clearer distinction between patient-family divergence and generation-
ally structured differences in perceived family functioning. A further strength is that the study was conducted in 
a Hungarian clinical sample, thereby extending the literature that has been dominated by research on Western 
populations. The findings therefore also raise the possibility that the link between family dysfunction and eating 
disorders may extend beyond Western settings, although further research in more culturally diverse contexts is 
needed to test its generalizability.

Nonetheless, several limitations should be acknowledged. First, the cross-sectional design precludes conclu-
sions about directionality or temporal change. Accordingly, the observed associations between perceived family 
dysfunction, psychological well-being, and perceived stress may be bidirectional: more negatively perceived family 
functioning may contribute to poorer well-being and greater stress, but elevated stress or reduced well-being may 
also shape how family processes are perceived. Longitudinal data is needed to clarify the stability and temporal 
ordering of these relationships.

Second, the study did not include a non-clinical comparison group. As a result, it remains uncertain to what 
extent the observed pattern of perceptual discrepancies is specific to families of adolescents with anorexia nervosa 
and to what extent it may reflect broader processes of discrepancy in family perception that are not unique to this 
clinical context.
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Third, the FAD assesses perceived family functioning rather than objectively observed dysfunction. The pre-
sent findings therefore concern how family members experience and evaluate family processes, not whether the 
family is dysfunctional in any objective or externally verified sense. This distinction is particularly important in 
a discrepancy-focused study, where variation in perception is itself part of the phenomenon under investigation.

Finally, although the internal consistency of the FAD scales was acceptable overall, some subscales may be more 
vulnerable to heterogeneity in multi-informant clinical samples, where divergent perspectives are theoretically 
expected. 

Conclusion, Clinical Implications, and Future Directions
The findings of this study have relevance for family-based clinical work with adolescents with anorexia nervosa. 
They suggest that assessment should not be limited to the overall level of perceived family dysfunction but should 
also consider how differently family members describe the same family processes. Discrepancies between patients’, 
parents’, and siblings’ reports may help clinicians identify relational domains in which patients’ subjective experi-
ences diverge from those of other family members (De Los Reyes & Epkins, 2023; Ohannessian et al., 2000). The 
observed associations between perceived family dysfunction, lower psychological well-being, and higher perceived 
stress also indicate that family-based interventions need to address both interactional patterns and the psychologi-
cal burden carried by individual family members.

In the present sample, the most consistent patient–family discrepancies appeared in Communication, Behavior 
Control, and General Functioning. These domains may therefore offer useful entry points for therapeutic explo-
ration. Differences in how family members perceive communication and the broader family climate may reflect 
difficulties in mutual understanding, emotional expression, and perceived responsiveness. When patients experi-
ence the family climate as more burdened than other family members do, they may remain relatively alone with 
this perception. Bringing such differences into the therapeutic conversation can help family members recognize 
that the same interaction may be experienced in markedly different ways, without assuming that one account is 
necessarily more accurate than another. It may also help patients recognize that other family members may experi-
ence the overall family climate as less burdening, while still acknowledging that certain aspects of family life may 
be problematic for them as well.

Discrepancies in Behavior Control may also be clinically important, as issues of rules, supervision, autonomy, 
safety, and behavioral expectations often become especially salient in adolescent anorexia nervosa (Lock & Le 
Grange, 2015; NICE, 2017; Rienecke & Le Grange, 2022). Exploring concrete situations in which rules or ex-
pectations are experienced as rigid, diffuse, or inconsistent may help families clarify boundaries and develop more 
coordinated responses to illness-related challenges.

The role-related and sibling findings add further clinical nuance. The Roles dimension did not indicate a 
generalized adolescent–parent discrepancy but rather pointed to possible maternal role strain. This suggests that 
clinicians should pay attention to how caregiving responsibilities and household burdens are distributed and expe-
rienced within families. In the Hungarian context, where women continue to carry a substantially greater share of 
unpaid domestic work and childcare, such role-related discrepancies may be particularly relevant in family-based 
treatment (Drjenovszky & Sztáray Kézdy, 2023). The explicit renegotiation of household and caregiving tasks 
may function as a shared family project, supporting responsibility-taking, clearer boundaries, reduced maternal 
overload, and more favorable conditions for calmer family communication.

The role-based findings on well-being and stress also underline the need to attend to caregiver burden. In some 
cases, family therapy may need to be complemented by more individualized support for mothers, especially when 
guilt, feelings of failure, marked overload, or a disproportionate share of everyday illness-related interactions falls 
on them. Monitoring maternal burden and possible burnout may therefore be an important part of clinical care. 
In addition, the associations between older patient age, lower well-being, higher stress, and more negative percep-
tions of some aspects of family functioning suggest that timely recognition and early family-based intervention 
may be particularly important.

Siblings’ perspectives may also be informative, as they can help distinguish difficulties shared by the wider fam-
ily system from experiences that are more specific to the identified patient. Their inclusion in assessment, or in 
selected phases of family therapy, may therefore support a more differentiated understanding of family processes 
and may help bridge parental and patient perspectives.

Future studies should examine whether discrepancies in perceived family functioning have prognostic value. 
Longitudinal research is needed to determine whether the magnitude and pattern of discrepancies between pa-
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tients, parents, and siblings predict treatment response, changes in symptom severity, psychological adjustment, 
or relapse risk. Such work could clarify whether perceptual discrepancies are not only concurrent markers of fam-
ily experience, but also clinically useful indicators of outcome and prognosis.

Further research should also include non-clinical and other clinical comparison groups. This would help deter-
mine whether the discrepancy patterns observed in the present study are specific to families of adolescents with 
anorexia nervosa, or whether they reflect broader features of clinical family functioning. In addition, clinician-
rated or observational measures of family functioning could provide external reference points for interpreting 
self-reported discrepancies and for integrating different sources of information in multi-informant assessment.

Overall, this study contributes to the literature on family functioning in adolescent eating disorders by shifting 
attention from family dysfunction alone to differences in how family processes are perceived by individual family 
members. In this Hungarian clinical sample, discrepancies were not randomly distributed but followed interpret-
able patterns across family roles and dimensions of functioning. The findings support a multi-informant, family-
level approach to assessment and suggest that perceptual divergence within families may represent a clinically 
meaningful feature of the disorder context, consistent with contemporary multi-informant frameworks 
(De Los Reyes et al., 2013; De Los Reyes & Epkins, 2023; De Los Reyes & Kazdin, 2005). As longitudinal 
evidence accumulates, future research may clarify whether these discrepancies function not only as descriptive 
markers of family experience, but also as prognostic indicators relevant to treatment planning and outcome.
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Appendix

Table A1. Cronbach’s Alpha Values Across Subsamples

Scales Father Mother Index Siblings

FAD - Overall Perception .95 .96 .95 .95

FAD - Problem Solving .81 .79 .81 .68

FAD - Communication .76 .84 .75 .82

FAD - Roles .80 .76 .86 .81

FAD - Affective Responsiveness .85 .85 .82 .82

FAD - Affective Involvement .75 .72 .64 .63

FAD - Behaviour Controll .75 .79 .75 .78

FAD - General Functioning .88 .88 .89 .87

WHO-WBI (well-being) .81 .79 .83 .74

PSS-4 (perceived stress) .61 .75 .79 .79


