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ABSTRACT
ADYSON MITCHELL

CONVERSATIONS WITH PARENTS OF INFANTS: OPINIONS ON BEST WAYS
TO FEED AND PREVENT OBESITY

MAY 2019

Infancy is the earliest opportunity to promote healthful eating habits and decrease
obesity risk, but few early pediatric obesity prevention studies exist that specifically
target the views of parents toward feeding their infant. This study used a general
qualitative approach to explore parents’ perceptions regarding the causes of early
pediatric obesity, various ways of feeding infants, and communication preferences with
their infant’s healthcare provider to guide the development of an early obesity prevention
intervention. Focus groups and structured interviews were conducted with fifteen parents
of healthy, term infants. The two primary themes identified from the data were “Parental
Attitudes about Feeding or Parenting” and “Parental Preferences about Feeding
Information.” Parents of infants are aware of the benefits of breastfeeding and delaying
introduction of solids and sweets. However, they cite individual barriers to adopting
healthy practices and want healthcare provider help. Understanding parental opinions
surrounding infant feeding can help guide the development of theoretically driven

interventions.
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CHAPTER |

INTRODUCTION

The quickly rising rates of pediatric obesity is concerning because obese children
are more likely to become obese adults with increased cardiovascular problems compared
to their normal weight counterparts.t About 9.1% of children aged birth to 2 years are
overweight, with overweight being defined as weight for recumbent length at or greater
than the 95th percentile on the Centers for Disease Control and Prevention (CDC) growth
charts. While there was no significant change in pediatric obesity rates from 2003-2004
through 2013-2014, these rates continue to remain high. Thus, continued interventions to
combat early overweight and obesity are warranted.

High rates are not only concerning because of later risk for adult chronic disease
but also because high body mass index (BMI) in childhood is associated with risk for
comorbidities in childhood, including cardiovascular disease, and type 2 diabetes
mellitus.®® A developmental pathway theory called the “early-life hypernutrition
pathway” suggests that hypernutrition in fetal or early postnatal life may increase the
likelihood of pediatric or adulthood obesity.!” A study of 257 children demonstrated an
association between increased BMI as early as two weeks of age and an increased risk of
being overweight at ages six, 12, 36, and 60 months.'8

Despite research revealing that modifiable factors for childhood obesity can be

identified antenatal or during infancy, the majority of pediatric obesity prevention



interventions target older children.® Infancy and early childhood are important points of
intervention because of the potential to decrease rates of later obesity and decrease
chances of developing comorbidities.'® Talking to parents about how they perceive
modifiable risk factors is an important step toward designing targeted interventions to
address parent perceptions and misconceptions concerning feeding their infant.
PURPOSE
The purpose of this study was to examine parental attitudes towards obesity,

feeding, and communication with their infant’s healthcare provider in order to create
targeted messaging related to feeding and obesity prevention in young children.
RESEARCH QUESTIONS

e What are parents’ thoughts about feeding their baby?

e What do parents think are causes of pediatric overweight?

e What information would parents like to receive from their healthcare

provider about feeding their infant?
e How would parents like to receive feeding information from their infant’s

healthcare provider?

ASSUMPTIONS
Prior to conducting the proposed research, certain assumptions were made. The
assumptions were as follows:

1. Mothers and fathers have opinions about pediatric obesity, feeding, and

communication with their infant’s healthcare provider.



2. Parents of infants have some type of philosophy or beliefs that determines how
they feed their infant.
3. The relationship between a healthcare provider and a mother or father of an infant

can affect how parents feed their infant.

DEFINITION OF TERMS
Below are the definitions of terms utilized by this study:

Hypernutrition. The process of overfeeding or overeating.?

Modifiable Risk Factors. Factors that can increase disease risk but are changeable.?*

Primiparas. A mother who has borne only one offspring.??

Perceived Barriers. Factors that the individual feels are obstacles to performing a

recommended health behavior.?

Data Saturation. The point at which further data collection or analysis is unnecessary

because no new information is being discovered.?*
STUDY SIGNIFICANCE

Pediatric obesity is detrimental, not only in terms of increasing later risk for adult
disease but also increasing risk for comorbidities in childhood, such cardiovascular
disease, type 2 diabetes mellitus, and possible premature death.?® It is essential to
understand parental attitudes towards obesity, feeding, and communication with their
infant’s healthcare provider in order to create targeted messaging related to infant feeding

and early obesity prevention.



CHAPTER I

LITERATURE REVIEW

EARLY OBESITY & INFANT FEEDING PRACTICES

Research suggests that early feeding practices, including longer breastfeeding and
delayed introduction of solids, may reduce risk of pediatric obesity.?®?’ A review that
summarized data from 40 studies identified modifiable factors associated with infant
overweight such as breastfeeding duration and exclusivity, introductory age to solids and
intake of sugar-sweetened beverages, and parental dietary beliefs and habits.?
Information gathered in this review found that breastfeeding, especially exclusivity in the
first six months of life, was associated with a reduced risk of pediatric obesity.?® In
contrast, introduction of solids before four months of life and early consumption of
sweetened beverages are positively associated with increased rate of weight gain during
infancy and pediatric adiposity.?® The review revealed the potential to decrease pediatric
obesity risk by targeting obesity as early as birth with interventions focused on
modifiable factors such as feeding patterns.?®

Another review of 35 randomized controlled trials designed to prevent early
pediatric obesity found that most trials did not affect child weight, and interventions
aimed at improved child diet and parental feeding responsiveness were most effective.?’
This systematic review indicated that breastfeeding of any duration may protect against

pediatric overweight and obesity, and prenatal breastfeeding education was effective at



increasing breastfeeding rates.?” The results of this review further support the potential of
early feeding practice interventions to prevent pediatric overweight and obesity.?’

In another study involving mother-newborn dyads, mothers with the intention to
breastfeed were grouped in one of four different intervention groups: “Introduction of
Solids,” “Soothe/Sleep,” both interventions, or neither intervention. Mothers in the
“Introduction to Solids” group received education from nurses about the appropriate time
to introduce solids and how to distinguish between hunger and satiety cues.?® Mothers in
the “Soothe/Sleep” group were educated by nurses on strategies other than feeding to
soothe crying babies, such as allowing the babies to self-soothe through falling asleep.?®
Mother-infant dyads who received the most feeding education in both interventions had
lower weight-for-age and weight-for-length percentiles.?® This suggests that early
education on feeding is positively associated with behavior change in parents of young
children and can promote more favorable outcomes in the health of these children.?
FACTORS AFFECTING PEDIATRIC EATING HABITS

To effectively target future pediatric obesity prevention interventions, it is
important to understand the mechanisms by which children develop certain dietary
habits.?® The dietary attitudes and beliefs of parents have been shown to influence the
dietary habits of their children, such as dieting.?® Authors examined the main factors that
determine a young child’s food behaviors and beliefs. The top three findings were
concern about body weight, feelings of guilt, and the need to eat all of the food presented

to them.?® This study also found that parents’ BMI classification, diet quality, geography,



and prevalence of breastfeeding were associated with positive dietary behaviors and
beliefs among their children.?® In addition, parents’ food beliefs have a significant impact
on the eating behaviors and subsequent risk of obesity of their child.?® Furthermore, the
influence of parents on food-related attitudes and beliefs of their children points to the
importance of implementing parent-focused interventions to prevent pediatric obesity.®
PARENTAL VIEWS OF BREASTFEEDING

According to the CDC, there is a disconnect between women in the United States
who want to breastfeed and those who actually breastfeed postnatally.>® Many factors,
such as physical and emotional support, influence a woman’s feeding decisions, SO
understanding the infant feeding opinions of parents of young children is important in
understanding early feeding practice trends.*3” A few studies have been conducted to
better comprehend the thoughts of pregnant women with intentions to breastfeed.®®*° In
one study, researchers conducted focus groups and asked participants various questions
related to feeding opinions.3 Examples of questions asked included the following: “What
are some of the positive things you’ve heard about breastfeeding?” “What factors were
involved in your decision (to breastfeed or formula feed)?” “Are there any factors which
you think will make breastfeeding hard?” 8% These researchers found breastfeeding
education greatly influenced the parents’ feeding decisions and fear of breastfeeding in
public was a common barrier to breastfeeding despite the overwhelmingly positive
opinions of breastfeeding.3®°Another study found that women overall believed

breastfeeding was positive, noting perceived benefits such as improved immunity and



allergy prevention in their infants, but convenience was the most important factor
influencing infant feeding decisions.®® The results collected from these studies suggest
that breastfeeding education should focus on helping mothers overcome perceived
breastfeeding barriers rather than emphasizing breastfeeding benefits, as many mothers
demonstrated sufficient knowledge in the latter.383°

Other studies have investigated the influence of breastfeeding self-efficacy and
support on the early feeding decision of primiparas.*®! Studies have shown the higher a
mother’s level of breastfeeding self-efficacy, the more likely she will breastfeed
postnatally and continue breastfeeding.*>** Therefore, increasing self-efficacy is an
important factor in increasing breastfeeding rates. “>*4 One study measured breastfeeding
self-efficacy and attitudes through focus groups prenatally and postpartum.*® Mothers
reported anxiety about their baby’s first feedings, and they received conflicting advice
from healthcare providers, family, and friends.*® They also reported validating
experiences such as perceived feeding support from providers and friends or family
boosted their confidence and self-efficacy to breastfeed.*

In a similar study, researchers aimed to compare the feeding attitudes of parents
breastfeeding with those of parents formula feeding using the lowa Infant Feeding
Attitude Scale.*! Results revealed a relationship between higher scores on this scale and
breastfeeding.*! The higher scores correlated with more positive attitudes toward
breastfeeding and more knowledge of breastfeeding benefits compared to parents of

formula fed infants.** This study and another similar study investigating perceived



breastfeeding barriers affecting feeding decisions among mothers both showed a positive
relationship between prenatal feeding intention and actual postpartum feeding and a
positive relationship between the level of understanding of breastfeeding benefits and
breastfeeding mothers.*! > These studies revealed that breastfeeding attitudes and
perceived barriers of mothers prenatally and postpartum should be the focus of future
breastfeeding interventions designed to increase breastfeeding rates. 4041
PARENT-HEALTHCARE PROVIDER RELATIONSHIP & FEEDING
DECISIONS

Feeding support from healthcare professionals and the manner in which they
communicate their support may also influence feeding decisions among mothers of
infants.*3 Physicians are particularly persuasive because of their position of power and
authority.*¢5% An increase in breastfeeding rates and a delay of breastfeeding cessation
has been reported among mothers who received face-to-face support from healthcare
professionals.® In one study, women were recruited from WIC clinics, and their sources
of breastfeeding advice and/or education were analyzed.>* Women described
breastfeeding education delivered by WIC staff as beneficial.>* Although mothers found
breastfeeding advice from healthcare providers to be beneficial, other sources of
information, from family or friends were of equal importance.>* In addition, breastfeeding
advice was ignored if it did not align with the family’s current circumstances, such as

returning to work, time constraints, familial influences, and feeding difficulties.>*



Results of similar studies reported that mothers prioritized advice from their own
mothers or close friends more than breastfeeding advice given by their doctors, indicating
information from a trusted relationship is most valued.*¢-#": 458 Some mothers reported
that their healthcare providers were not supportive of breastfeeding, often resulting in a
decrease in breastfeeding self-efficacy followed by a decrease in breastfeeding overall.*®
Mothers were not receptive to information provided by doctors who appeared rushed or
apathetic during the counseling session; however, mothers who received breastfeeding
encouragement, information, and advice on overcoming barriers were more likely to
breastfeed.**® In a study to determine the relationship between how health professionals
communicate about infant feeding and the resulting feeding decisions by first-time
mothers, women felt they had different feeding goals than their respective health
professionals. This resulted in the mothers’ dissatisfaction with the health professional.*®
Themes of compassion, empathy, and breastfeeding encouragement provided by
healthcare professionals were associated with positive patient-provider interactions and
breastfeeding compliance in mothers of infants.*6:>

In another study, dietitians provided counseling sessions to parents to increase
breastfeeding knowledge, skills, and support with the goal of decreasing pediatric obesity
risk.>2 The intervention included one-on-one sessions lasting an average of two hours
where parents were counseled to build breastfeeding self-efficacy and confidence in
knowing how and what to feed their infant.5? This intervention resulted in a decreased

incidence of parents feeding their infants sweet snacks, indicating the counseling sessions



with the dietitians resulted in positive behavior changes among parents.> A similar study
found an association between the counseling sessions and feeding behavior changes in
the parents and children, indicating personalized, one-on-one education sessions for
parents may be an effective and cost-efficient means of pediatric obesity prevention.5%°3
National statistics demonstrate early obesity is a major threat to the health of
United States children, and research indicates early intervention to modify feeding
practices of infants is one way to reduce early obesity.32°° Despite this knowledge, there
remains a deficit of impactful, cost-effective, and efficient programs.®%-%3 Most infants
from all socioeconomic, racial, and ethnic groups see their infant’s care provider several
times during the first year of life, but providers are often rushed to do many things during
these visits.®%-%2 Text messaging holds promise for preventing early obesity by trying to
influence feeding practices efficiently.%-%® Text messaging could be used in a primary
care setting to help pediatric care providers communicate quickly, efficiently, and
empathetically with parents of infants about feeding.®%%® However, to design this type of
text messaging intervention, it is important to use formative assessment to gather
meaningful data that can be used to design appropriate interventions for the priority

population.
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CHAPTER 111

RESEARCH METHOD

The present study used a general qualitative approach to understand the thoughts
and perceptions of parents of infants in an urban, diverse community in Fort Worth,
Texas, on various ways of feeding an infant, as well as their views on causes of early
pediatric obesity, and their thoughts about receiving feeding information from their
infant’s healthcare provider.®* Individual interviews were the primary means by which
the data was collected. Participants in the individual interviews or small focus groups
were asked various questions related to the research questions and were asked to respond
based on their opinions.®* In order to avoid biasing the groups toward specific responses,
a standardized protocol and attentiveness to neutrality were established.®* A standardized
script was read to each participant before questions were asked (See Appendix B). This
study was approved by the Institutional Review Board of Texas Woman’s University.
Participants provided informed consent prior to participating in focus groups or
interviews.

Participants were recruited from the University of North Texas Health Science
Center (UNTHSC) Pediatric Clinic using criterion sampling.®® To be included,
participants had to be 18 years or older and English-speaking parents of healthy, term
infants who established care with a healthcare provider in the first three to 30 days of life.
Parents of pre-term infants (born <37 weeks gestation) or infants with genetic conditions

or congenital abnormalities, parents less than 18 years old, parents who established care
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with a healthcare provider after the first 30 days of life, and parents who did not speak or
understand English well were excluded. The health care provider of infants whose
parents were eligible to participate provided interested parents an information sheet
containing a phone number and email address of the primary investigator (PI) to contact
if interested. The plan was to try to schedule interested parents for an infant follow-up at
the day/time of a scheduled focus group. Interested parents could also contact the PI for
information, and to be advised of the day and time for the planned focus groups, which
were held in a conference room at the UNTHSC Pediatric Clinic. Recruitment methods
also included verbal invitations to parents of infants in the waiting room of UNTHSC
Pediatric Clinic. Parents who agreed to participate upon verbal invitation in the waiting
room were told where to meet the PI after their infant’s doctor appointment. When
possible, more than one parent was gathered to form a small focus group. When not
possible, one or two parents were individually interviewed using the focus group
questions.

Participants were identified only by number. A standardized introduction and
explanation of the study was initiated by the PI in each interview. The student
investigator acted as the co-moderator and took notes during the focus groups.
Participants received a $25 gift card to Walmart as compensation for their time, effort,
and participation in this study. Each interview was recorded and subsequently transcribed

verbatim on a password-protected computer.
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INSTRUMENT

The semi-structured interviews used open-ended questions.® The P1 wrote the
qualitative interview questions, which they were edited and reviewed by the research
team, including the student investigator. Final interview questions are presented in Table
1. The research questions for this study informed the interview questions, and the
structure of the questions aimed to reduce yes/no responses and encourage discussion
without compromising research intent.®>% The questions were written to prompt
exploration of various issues, and follow-up questions by the Pl were spontaneous based
on participants’ answers ® The in-depth interview approach was intended to provide a
more detailed, comprehensive representation of this populations’ opinions and yield less

biased data.®®

Table 1. Final Interview Questions

1. What are your thoughts about breastfeeding your baby?

2. What are your thoughts about using formula to feed your baby?

3. Tell me your thoughts on when the best time is to begin feeding your baby
something other than breastmilk or formula.

4. What types of foods do you think are the best to begin feeding your baby?

5. What do you think about offering your baby sweetened foods or drinks?

6

7

. What do you think might cause some babies or children to become overweight?
. What information would you like to receive from your healthcare provider about
feeding your baby?
8. What are your thoughts about receiving information about feeding by text
messaging?

PROCEDURES
The PI1 conducted the interviews and discussed with the participants their opinions

about feeding their baby using a semi-structured questioning route. The interviews took
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about one hour or less, depending on the number of participants in each group, how much
each participant shared, and conversations with the PI. The Pl asked each participant to
share his/her thoughts after each question was read, and the whole interview was
recorded on two different digital voice recorders. The Pl asked the questions, listened to
the answers, and summarized what was heard from the participants for clarity following
each question. To protect confidentiality, names were not used during recorded
interviews or focus groups, and participants were reminded that everything said should be
kept private. The student investigator acted as the co-moderator and took notes during the
focus groups. Participants received a $25 gift card to Walmart as compensation for their
time, effort, and participation in the study.
ANALYSIS

Interviews were analyzed for themes and patterns of responses. Interview
discussions were transcribed as they were collected. NVivo 12 Pro for Windows (QSR
International, Melbourne, Australia) is a computer-assisted software that stores and
analyzes non-numeric data. NVivo was used to identify nodes. A node is a term used in
NVivo to describe the basic unit of a “code” that represents concepts, individuals,
demographic attributes, or a range of other informational features.®’
INTITIAL ANALYSIS

Following the transcription of about half of the interview conversations, two
coders analyzed the data in NVivo using a theoretical thematic analysis process, in which

each segment of data was coded that was relevant to one of the research questions.®
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Open coding was used, in which codes were developed and modified during the coding
process as opposed to using present codes.®® The first type of coding that was used was
initial coding.®® The first coder analyzed half of the interview transcripts. A second coder
then reviewed the codes developed by the first coder. Consensus was used to modify
and/or merge codes as needed. Then the first coder coded the remaining transcripts, and
the second coder reviewed them again. The second coder then independently coded about
half of the transcripts using the same code sets. After discussion to develop consensus, a
few codes were added. The first coder then re-evaluated the transcripts with these codes
in mind. In addition, the first coder expanded coded sections to include more context for
quotes. A coding comparison to find an average Cohen’s Kappa for each individual code
was conducted to measure the level of agreement between the two coders. An overall
average Kappa for all of the codes was calculated.
SECONDARY ANALYSIS AND CONFIRMATION

After coding was complete, data were sorted into categories in order to identify
themes.®"° After the categories were sorted into themes, a comparative pattern analysis
was completed to confirm themes.®*"® No new themes were identified in the analysis of
the final transcripts. Therefore, it was decided that the recruitment of additional
participants was unnecessary as data saturation was reached.”* During data collection, the
research team had also debriefed periodically about the focus groups and/or interviews to
see what themes or codes were developing based on listening and notes, and the team had

determined no new themes were being identified.
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TRUSTWORTHINESS STATEMENT

Four categories help define the trustworthiness of this qualitative study:
conformability, transferability, dependability, and credibility.®® Conformability was
established through fully assessing the research team’s assumptions, and transferability
was shown in the sample of participants that met predetermined inclusion factors.
Dependability and credibility were shown in the use of field notes during the focus
groups/interviews and the triangulation method used to check the validity of the

conclusions drawn.

16



CHAPTER IV

RESULTS

Fifteen parents (10 mothers, 5 fathers) participated (mean age: 26 + 7.33) (Table
2). There were five partner sets among the participants. Both focus groups and interviews
were conducted with all fifteen parents. No parents who received information flyers
contacted the PI, so all participants were recruited via verbal invitation. There were five
overall focus groups, four that included related pairs and one group that included one
related pair and one unrelated mother. In addition, four individual interviews with
mothers were conducted. Qualitative analysis revealed six sub-themes from the codes
identified. They were as follows: breastfeeding, attitudes about introducing solids,
feeding opinions, problems related to feeding or parenting, information through text
messaging, and receiving information. From these sub-themes, two primary themes were
identified: parental attitudes about feeding or parenting and parental preferences about

feeding information. (Table 3).
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Table 2. Focus Group Participant Characteristics

Participant Age  Sex Primary Other Height  Weight BMI

ID Language Languages (inches) (pounds) (kg/m?)
101 37 Mother  English None 66 205 33.1
102 45  Father  English None 73 390 51.4
103 28  Father  Spanish English 64 194 33.3
104 22 Mother  Spanish English 62 200 36.6
105 24 Mother  English None 62 180 32.9
106 24 Mother  English Hawaiian 60 110 21.5
107 34  Father  English Hawaiian 73 209 27.6
108 24 Father  English None 70 190 27.3
109 27 Mother  English Not 65 175 20.6

Specified
110 18 Mother  English None 59 Not NA
Specified
111 22  Mother  English None 68 160 24.3
112 20 Mother  English None 68 Not NA
Specified
113 19 Mother English None 63 165 29.2
114 24  Father  English Spanish 66 185 29.9
115 24 Mother  English Spanish 66 172 27.8

18



Table 3. Nodes, Sub-themes, Themes

Nodes Sub-themes Themes
e Attitudes About
Breastfeeding Breastfeeding

e Breastfeeding Barriers

e Breastfeeding Benefits

e Best Age to Introduce
Solids

e Best Foods to Introduce
Solids

e How Solids Should be Attitudes About
Introduced Introducing Solids

e Introduction of Solids by
Family Members Parental Attitudes about

e Reasons to Start Introducing Feeding or Parenting
Solids

e Attitudes about Feeding
with Formula

e Feeding Style & Responsive
Feeding Attitudes Feeding Opinions

e Attitudes about Introducing
SSB or Foods

e Signs a Baby is Hungry

e Causes of Picky Eating Problems Related

e Causes of Early Overweight to Feeding or
or Obesity Parenting

e Information Interested in
Receiving via Text

e Attitudes About Receiving

X . Information
Feeding Information by Through Text
Text Message Messaging
e Preferred Time and Parental Preferences about
Frequency to Receive Text Feeding Information
Messages
e Information Wanted From
Healthcare Provider Receiving
e Preferred Learning Style Information

e Sources of Information

19



PARENTAL ATTITUDES ABOUT FEEDING OR PARENTING
Breastfeeding
Benefits. All parents viewed breastfeeding positively. The average Cohen’s
Kappa for this data was 0.86. Several parents identified specific benefits, as expressed in
the quotations below:
Nutrient content
“I think breastfeeding is really good because from what I've read the baby gets a
lot of nutrients and vitamins and like the colostrum and everything necessary for babies
especially in the first couple of weeks.”
Maternal hormones
“I heard it helps with the hormones, or it helps keep the hormones in check for
mom. And then shrinks your uterus faster and helps you burn calories and stuff so all
those are good things.”
Immunity
“It helps with the baby's immune system.”
Natural process
“I think it’s a good thing, | think it's natural, I think it’s supposed to happen.”
Proper Development
“I think it’s necessary for proper development because there are some things in
breastmilk that they just cannot put in formula.”
Barriers. While the overall view of breastfeeding was positive, parents noted

several barriers, such as confusing messages from health-care providers, breastfeeding in

public, pain while breastfeeding, latching issues, and scheduling, time, and energy
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constraints. The average Cohen’s Kappa for this data was 0.89. These barriers prevented
parents from either the initiation or continuation of breastfeeding:
Confusing messages from health-care providers
“I have high blood pressure and I take medicine for my blood pressure so | was kinda
hesitant to continue to breastfeed even though my doctor said its ok. Well when | had my
first doctor when | had my first daughter they told me to stop breastfeeding because of

the medicine so it was like what has changed in six years for it to be ok?”

Breastfeeding in public (feeling uncomfortable breastfeeding in public places or away
from the home)

“When we're out [ do give it to her because I'm not really comfortable yet with
breastfeeding in public like with other people around.”

Pain while breastfeeding (sore nipples or difficult to find a comfortable position to feed)

“They're really sore. And so I have to get really comfortable and like you know use a
pillow and like or use a lot of pillows.”

Latching issues
“She doesn't want to latch on.”
“It's hard. She doesn't latch on, she gets more fussy.”
Scheduling, time, and energy constraints
“I think you should breastfeed, I'm not because it takes a lot of time and energy and my
milk didn't come in and | would have to pump like every two hours and I'm trying to
finish the school semester right now so I kinda need the extra time and energy.”
“It was just time consuming like pumping and like how long to keep on the breast for

them to get full enough. So, you got to be patient and I really wasn't patient. I didn't have
the patience to do it.”

21



Attitudes about Introducing Solids

Participants were asked questions on opinions about the best age to introduce
solids, the best foods to first introduce, the reasons behind introducing solids, and the
introduction of solids by family members. The average Cohen’s Kappa for the responses
about introducing solids was 0.66.

Best age and best foods to first introduce. Most parents felt the best age to
introduce solids was at six months of age. Participants seemed well educated by their
health-care provider on the correct age to introduce solids, but not on what should be
introduced first. Most felt fruits and vegetables were ideal first foods. The average
Cohen’s Kappa was 0.67.

Opinions of parents are expressed below:

Best age
“The doctor just told us wait until she's four months.”
“I think it’s six months is what they say.”
“I thought it was when they can hold their head up you start administering newer foods.”
Best foods to first introduce (foods were defined as anything they fed their baby other
than breastmilk or formula)
“The cereal for a while until she's able to start eating the baby food.”

“I would say anything with good nutrients like fruits and vegetables and stuff and
nutrients he needs.”

“A type of Gerber that she likes, maybe try all of them and from there I can see what she
likes.”
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Reasons to start introducing solids. Parents expressed wanting to introduce
solids because their infant didn’t seem to be getting full by the bottle alone or to keep the
infant fuller longer. The average Cohen’s Kappa for the responses was 0.78.

“I was thinking back to when my daughter was her age and when her mom and my mom
were giving her that cereal, it did seem like it was making her full, you know, she wasn't
crying for the bottle, I mean she seemed like she was satisfied.”

Introduction of solids by family members. Many participants also shared
frustration around the introduction of solids by their family members. They expressed
that family members were more likely to feed their infant something they did not want
them to have. The average Cohen’s Kappa for the responses was 0.66.

“They were sneaking it.”
“I didn't like it! I was very angry.”

“They're old fashion and say, ‘Well we did it back then and you are alive and you didn't
die." And I'm like, yea we're here but were overweight.””

“Yea, I don't really mind. I guess cause it’s our family.”

Feeding Opinions

Participants shared opinions about feeding their infant, including attitudes toward
formula, attitudes about feeding style and responsive feeding, and attitudes about
introducing sugar-sweetened beverages or foods. The average Cohen’s Kappa among the
data concerning feeding opinions was 0.85.

Formula. Overall, parents preferred breastfeeding to formula feeding, but they
did not imply that feeding with formula was bad for their baby. Parents of infants mostly

agreed that formula is necessary in situations such as limited time, inconvenience, and/or
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problems with latching. The biggest reason parents chose to formula feed instead of
breastfeed was due to the convenience of formula feeding and the barriers of
breastfeeding. The average Cohen’s Kappa was 0.70.
Formula is sometimes necessary (due to medical reasons, convenience, lack of milk
production)
“I don't want to put her at risk of possibly putting some type of medicine in her body
because of my high blood pressure and the medicines | have to take. So, it's kinda

common sense...if you can't breastfeed your kids so you going to have to take the
formula.”

“I personally like it because...it's just real quick and easy to pour and shake and put it in
her mouth and to me that's easier.”

“I'd still prefer to breastfeed if I could but it feels convenient.”
“I don't produce milk so I had to use the formula.”
“When it comes to single parent dad, formula is essential.”
“That's what the doctor will make you do if they think your baby is underweight.”
Breastfeeding superior to formula feeding

“I think formula is ok because I did it with my first baby. I'm going to try to breastfeed
him but formula is ok in my book, I don't think nothing's wrong with it.”

Feeding style and responsive feeding. Parents noted the differences in
responsive feeding when breastfeeding versus formula feeding. Parents expressed that
since breastfeeding is “natural”, it is easier to know when the infant has had enough than
when feeding with formula. Parents expressed the difficulty in knowing whether they
were feeding their infant enough formula. The average Cohen’s Kappa for the responses

was 1.
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“I don't really know how you would tell if the infant is full by formula feeding them. I tell
when he's full when he just stops eating.”

“With the breast, the baby will tell you when to stop. But with the bottle...he'd drink up
until he's tired.”

“I've heard that your body naturally knows how much to feed the baby. Sometimes I'm
worried I'm overfeeding him or sometimes he's not hungry, he just needs to burp.”

When the baby cries, “he wants three things: he wants to be held, he wants to be fed or he
wants his pacifier so it’s like that's it so the whole trick is figuring out which it is.”

Problems Related to Feeding or Parenting

Participants related picky eating and early pediatric overweight or obesity to
problems with feeding or parenting. The average Cohen’s Kappa amongst the data was
0.80.

Picky eating. A majority of participants thought the parents were mostly
responsible for picky eating behaviors among their children. Lack of exposure to new or
healthy foods was a common response as to why children grow up to be picky or
unhealthy eaters. The average Cohen’s Kappa amongst these responses was 0.81.

“My mom didn't feed me right when I was growing up and that's why I'm so picky now, |
didn't like vegetables and stuff growing up because my mom didn't feed my that stuff
when [ was little.”

“Not showing them new foods, not trying to get them to try new foods and stuff. I know
with my eight year old | made that mistake, | fed her like fast food when she was little
and now she's like really picky.”

Early pediatric overweight or obesity. Parents noted several reasons for early

pediatric overweight or obesity including introducing solids too early, foods given by

parents or grandparents, and lack of healthy foods and exercise due to time, energy,
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and/or budget constraints. Parents also noted kids having to finish their plate or eat all of
their food, overfeeding kids, or genetic make-up can also lead to early overweight or
obesity. The average Cohen’s Kappa amongst the data was 0.78.
Introducing solids too early
“From what I've read is when you start early with table foods then that leads to obesity.”
Foods given by family members

“Their moms and grandparents giving them everything they want.”
Lack of healthy foods and exercise

“Not a good balance of vegetables and fruit and more starches and lack of exercise.”

“Lack of having fruits and vegetables, healthy foods, if a parent is or doesn't have money
to get to a grocery store, a lot of the cheaper foods that are fast foods or unhealthy foods.”

“Parents don't have time when they work a lot...they don't have time to spend with the
kids so they can not go out to run.”

“Sometimes the parents like tired or something they say, ‘hey here's the tablet here's my
phone. Let me rest.””

Being forced to feed or overfeeding

“My mom gives us a big plate and I have to finish it. I couldn't stand up before. I said,
‘no, I don't want to anymore.” And she's like, ‘no you have to finish it.””

“I guess eating too much. Too much formula.”
Genes:

“Could be genetic.”
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PARENTAL PREFERENCES ABOUT FEEDING INFORMATION
Receiving Information about Feeding

Parents have opinions when it comes to receiving feeding information from their
health-care provider. Parents shared what information they wish to receive and the
manner in which they preferred to receive information. The average Cohen’s Kappa for
these responses was 0.68.

Information wanted. Most of the participants expressed a need or desire for
more information from their health-care provider concerning feeding. They wanted more
information on topics such as what to feed when, how to start solids, and how much to
feed. The average Cohen’s Kappa amongst the data was 0.46.

“Guidelines on when to start solids and what to start with.”
“More detailed information of...what is good for them.”

“Like an entire meal and just say oh she has to eat broccoli and stuff. Ok, broccoli with
what?”

“I would like to know when to feed more.”
“We really want to know more on breastfeeding and the effects that it has.”
Preferred way to receive information. Based on different learning styles,
parents preferred to receive information about feeding their infant in different ways. The
average Cohen’s Kappa was 0.96.

“I like the more visual approach, I like to read and see the breakdown and the
research and the study and the facts.”

“l want to read it and | want to believe it for myself. I'm not saying | don't trust
the doctors, but I want be able to read for myself, so I can have a clearer understanding.”
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Information Through Text Messaging

Parents expressed opinions about receiving feeding information via text
messaging, including type of information and preferred time and frequency to receive
texts. The average Cohen’s Kappa amongst the responses about text messaging was
0.8476.

Information via text. Parents expressed positive attitudes toward receiving
feeding information via text. Parents preferred to receive information about topics such as
introducing solids, increasing feeding, and breastfeeding versus formula feeding. The
average Cohen’s Kappa amongst the data was 0.67.

“When you can start feeding them certain things like solids or purees and stuff like that.”

“How often am I supposed to increase her feeding?”

“The patience, the feeding, sleeping habits like get your rest when the baby is sleeping.
Like diapers because some parents don't know how often they should use the bathroom.”

“The updated research, the updated information on formula and breastfeeding.”
Time and frequency of text messages. Most parents did not have a preference of
time or frequency of texts. The average Cohen’s Kappa amongst the data was 1.
“Not a certain time, just when there's new information that needs to be given out.”

“Not days of the week, but times of the day, it would probably be more like night.
Because that's when I'm awake.”
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CHAPTER V

DISCUSSION

Qualitative analysis revealed parental attitudes about different feeding styles
greatly influence their feeding practices. The current study’s findings that parental
feeding opinions have a strong influence on the way infants are fed is consistent with a
similar study.?® Additionally, as discussed in previous studies, breastfeeding education
and opinions greatly influence a parents’ decision on whether to feed their infants
breastmilk or formula.®®-* The perceived inconvenience of breastfeeding was also
reported in this study and others to be the most important factor influencing their feeding

decision.383°

A gap was discovered between the feeding information given by healthcare
providers and the information actually received by parents. Based on responses from the
focus groups and interviews in this study, most parents needed more information, which
is likely due to communication barriers between the parent and the healthcare provider.
Studies show the successful relay of information from health-care provider to parents is
largely dependent on the manner in which the information is given.*6>3 Parents are less
likely to adhere to the advice of a health-care professional if the advice is not realistic for
his/her current circumstances, such as returning to work, time constraints, or feeding
difficulties.> Because the majority of the participants in the present study expressed a

desire for more information from providers, a problem with how the information is being
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delivered is probable. Limitations, such as the provider not having enough time to give all
of the information needed during a visit or the parent having too much going on during a

visit to remember the information, may contribute to this communication barrier.

Additionally, many participants expressed a strong familial influence on both
their feeding opinions and on the way their infant was being fed. Results of a similar
study showed mothers were more likely to adhere to the advice of their own mothers or
close friends above the counsel of health-care providers. - Similar studies and the
current study suggest an intervention targeting the families of parents of infants may be
more effective in preventing pediatric obesity than those targeting health-care providers.
4658 positive encouragement and working with parents according to their goals instead of

the provider’s have proven to be more successful means of communication.*®

Most of the participants believed improper nutrition and physical activity are the
main causes of pediatric overweight or obesity. Studies have shown one-on-one sessions
are effective between parents and health-care providers to build self-efficacy as it relates
to early-life nutrition.>? Intimate counseling sessions with parents may help improve
some of the negative behaviors reported by parents as the potential cause of early obesity,
including over-consumption of sweet snacks or lack of physical activity. 5252 Results of
this study indicate a clear need for parents of infants to receive more information and

help regarding infant feeding.

Regardless of health-care provider verbal communication with the parents and the

information needed about infant feeding during their visit, there is still a gap based on the
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responses from participants. According to multiple studies, most infants from all
socioeconomic groups, racial, and ethnic groups see their care provider several times
during the first year of life, suggesting the gap in information is not due to the amount of
time spent with a health-care provider.®%-%3 Studies show that mechanisms of
communication, such as text messaging, to a population of busy parents of infants has yet
to be properly utilized.%% This study and other research indicated potential in the use of
text messaging as a cost-effective and quick means of communication of nutrition or

health information with this specific population.®®-¢3

The implications of the current study suggest a clear need for an intervention
targeting infancy and childhood, as many of the current pediatric obesity prevention
interventions target older children.!® The importance of educating parents on how to
properly nourish their infant has been shown to be vital in decreasing the risk of pediatric
and later obesity; however, the participants of the current study revealed a potential issue
with the manner in which the education is delivered and received.'® There is a need for a
pediatric obesity prevention intervention that not only targets infancy and childhood, but

also communicates to parents in a concise and convenient way, such as text messaging.

STUDY SIGNIFICANCE

Despite evidence showing that feeding practices are associated with pediatric
obesity prevention, early obesity rates remain high.3%3! The high rates of obesity in
children age two to five, the associated co-morbidities of early obesity, and the influence

of early feeding practices on the overall risk of obesity are important reasons why early
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intervention is necessary.?>28-3031-% Thys it is important to better understand what
parents think about methods of feeding, what information they would like to receive from
their infants’ healthcare provider, and how they would like to receive it in order to design
more effective early obesity prevention strategies.
LIMITATIONS

A major limitation of this study is the composition of the participants, most of
which belonged to minority ethnic and racial groups, with a high percentage Hispanic or
African American. This makes the generalizability of the results to a larger population
difficult. However, since this study was designed to understand the beliefs of a specific,
low-income population in order to develop an appropriate intervention, the diversity was

a strength in this context.

Another potential limitation of the study is that some parents were interviewed
with their spouse in the room. Focus groups or interviews may not have captured all
parents’ opinions or have been accurately representative of their opinions because of this
dynamic. Some may not have felt comfortable sharing their true opinions or they may
have not held strong opinions about the research questions, potentially skewing the
results of the interviews. Additionally, some participants spent a lot of time waiting to be
seen by the doctor, so they may not have expanded on their opinions as much as if they

had not been at the clinic for a long time the day of their visit.
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CHAPTER VI
CONCLUSION
Rates of pediatric obesity are quickly rising, with data from the CDC from 2013-

2014 revealing 9.1% of children age birth to 2 years of age are overweight.” These
continued high rates, along with the consequences of pediatric obesity in later life, reveal
the need for new, innovative pediatric obesity interventions.”*8 Infancy is a significant
point of intervention and should be the focus of future interventions. Qualitative data
from this study revealed a gap in information received by parents about feeding their
infants, which is likely due to communication barriers between the parent and the

healthcare provider.

Understanding the feeding opinions of parents and communication barriers can
help inform the development and implementation of effective pediatric obesity
prevention interventions. Communication barriers may have root in either the patient or
the provider. The provider may not be aware that s/he is using language outside of the
patients’ health literacy, which may contribute to the fact that parents feel they need more
information from providers. Additionally, parents may be too preoccupied during visits to
retain the information from the provider, as they are often busy taking care of their infant
while trying to also listen to the provider. Parents expressed a need for more information
about feeding their infant, so either of these mechanisms or potentially a mix of both

could be to blame for this desire for more information.
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FUTURE RESEARCH

An intervention that integrates more broadly understood modes of
communication, such as periodic informational texts to parents, may be useful in filling
these gaps. Future research should assess both the degree to which communication
barriers exist and the mechanisms by which these barriers present among lower-income
parents of infants. Future studies would benefit from more effective modes of
recruitment, as this study did not find success with passing out flyers with information.
Verbal, face-to-face invitations to participate in the study proved to be more effective

than invitations given via flyer.

Additional research studying the parental opinions and preferences of infant
feeding are necessary to more adequately form an effective pediatric obesity prevention
intervention. For example, research exploring the degree to which breastfeeding barriers
influence feeding decisions or the degree to which a parents’ feeding decisions are
influenced by family members would be useful. Exploring how or to what degree familial
opinions effect feeding decisions among different cultures would be useful in the

development of successful interventions.

SUMMARY

Parental attitudes about different feeding styles greatly influence the way they
decide to feed and what they decide to feed their infant. In turn, parents’ feeding styles
greatly influence their infants’ risk of pediatric and later obesity; therefore, understanding

parents’ opinions is vital to the development of theoretically driven interventions. Since
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parental opinions on feeding infants can differ according to demographic factors among a
population, it is essential to understand what parents’ opinions are before promoting
change. Text messaging may be an effective means of communicating feeding
information to parents of infants because of their fast-paced, busy lifestyle. Text
messaging is also a widely understood means of communication and easily translates to a
broad spectrum of education levels. Future pediatric obesity prevention interventions
should utilize parental opinions to formulate and deliver correct, essential feeding
information to parents of infants in a clear and relevant manner that translates into

practice.
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Institutional Review Board

Office of Research and Sponsored Programs
P.0. Box 4256189, Denton, TX 76204-5619
940-898-3378

EXAS WOMAN'S UNIVERSITY | Smait: IREB@twu.edu

http://www.twu.edu/irb_html

DENTON DALLAS HOUSTON

DATE: November 10, 2017
TO: Ms. Kathleen Davis
Nutrition & Food Sciences
FROM: Institutional Review Board (IRB) - Denton

Re:  Approval for Parental Attitudes Towards Infant Feeding Practices, Early Obesity Prevention, and
Infant Feeding Advice (Protocol #: 19815)

The above referenced study has been reviewed and approved by the Denton IRB (operating under
FWAO0000178) on 11/10/2017 using an expedited review procedure. This approval is valid for one
year and expires on 11/10/2018. The IRB will send an email notification 45 days prior to the
expiration date with instructions to extend or close the study. It is your responsibility to request an
extension for the study if it is not yet complete, to close the protocol file when the study is complete,
and to make certain that the study is not conducted beyond the expiration date.

If applicable, agency approval letters must be submitted to the IRB upon receipt prior to any data
collection at that agency. A copy of the approved consent form with the IRB approval stamp is
enclosed. Please use the consent form with the most recent approval date stamp when obtaining
consent from your participants. A copy of the signed consent forms must be submitted with the
request to close the study file at the completion of the study.

Any modifications to this study must be submitted for review to the IRB using the Modification
Request Form. Additionally, the IRB must be notified immediately of any adverse events or
unanticipated problems. All forms are located on the IRB website. If you have any questions, please
contact the TWU IRB.

cc. Dr. Shane Broughton, Nutrition & Food Sciences
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Focus Group & Interview Script

Introduction & Purpose

First of all, I would like to thank you all for taking time out of your day to come here and
discuss your ideas. My name is Kathleen Davis,. | am an assistant professor at Texas
Woman’s University in the department of Nutrition and Food Sciences. My colleagues
and | are working on a research study about early obesity prevention. In particular, we
are interested in your views about ways of how infants should be fed, how you think
feeding may affect overweight, and how you would like to receive feeding advice from
your doctor.

+ You are the experts, and we are here to learn from you.

+ Your participation in this discussion is strictly voluntary.

+ My assistant will be taking some notes, and we will also audio tape what you
say so that we don’t miss anything important. WWe may need to go back and
review the information later, so we want to make sure we have the correct
information.

Housekeeping

The total length of time of the focus group meeting is expected to be about one hour. We
will take a couple of breaks, and there are water and snacks available.

As far as the focus groups are concerned, here are a few ground rules:

+ [ might move you along in conversation. Since we have limited time, I’1] ask that
questions or comments off the topic be answered after the focus group session.

+ I’d like to hear everyone speak so I might ask people who have not spoken up to
comment.

+ Please respect each other’s opinions. There’s no right or wrong answer to the
questions I will ask. We want to hear what each of you, and it’s okay to have
different opinions.

+ We’d like to stress that we want to keep the sessions confidential, so we ask that
you not use names or anything directly identifying when you talk about your
personal experiences. We also ask that you not discuss other participants’
responses outside of this group discussion. However, because this is in a group
setting, the other individuals participating will know your responses to the
questions; and we cannot guarantee that they will not discuss your responses
outside of the focus group.
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Do you have any questions so far?

Again, your participation here today is totally voluntary. You may leave the focus group
or completely withdraw from the study at any time.

Focus Group Questions

Now we will begin with our questions. Please speak clearly, and avoid speaking over
each other. Everyone will have the opportunity to talk.

What are your thoughts about breastfeeding your baby?

What are your thoughts about using formula to feed your baby?

Tell me your thoughts on when the best time is to begin feeding your baby
something other than breastmilk or formula.

What types of foods do you think are the best to begin feeding your baby?

What do you think about offering your baby sweetened foods or drinks?

What do you think might cause some babies or children to become overweight?
What information would you like to receive from your healthcare provider about
feeding your baby?

What are your thoughts about receiving information about feeding by text
messaging?

- FEFEE R

Wrap-up

We’ve come to the end of our questions. | want to thank you for your honest opinions;
you were tremendously helpful at this very early, but very important stage of our study.
We really appreciate your help! If you have any questions or concerns, I’ll be happy to
talk with you. Again, thank you for your time! Please remember that everything
discussed here today is confidential and should not be shared with anyone outside of this

group.
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