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Abstract

Childhood obesity is a health concern in Saudi Arabia. The purpose of the study was
to: 1) identify internal consistency for Child Feeding Questionnaire (CFQ) scales, Children
Negative Reactions to Food Scale, and Autonomy Scales in Saudi Arabian mother’s with
young children who live in the United States;2) identify Saudi mothers’ Child-Feeding
Practices and Autonomy; 3) determine whether there is an association between CFQ scales,
Negative Reactions to Food, and Autonomy to demographic factors; 4) determine whether
there is an association between CFQ scales and Negative Reactions to Food to Autonomy. A
convenience sample of 108 mothers from Saudi Arabia living in the US, with children
between ages 2-6 years old was surveyed. The CFQ, questions on the Negative Reactions to
Food, and questions on a decision making domain of autonomy were administered in an
online questionnaire. Internal consistencies were computed using Cronbach’s a, and
Spearman's correlation coefficient was used to test the association among independent and
dependent variables. Weak associations were identified for income and concern about weight
(r =-0.20, p = .04), negative reactions to food and concern (r =.19, p =.05), and restriction (r
=.20, p = .04). Feeding autonomy was positively associated with perceived responsibility (r =
.20, p =.04). Saudi Arabian mothers reported use of restrictive and pressuring feeding

practices, however further research is needed with mothers living in Saudi Arabia.

Keywords: Saudi Arabia, parental practices, child weight, mothers’ perceptions of feeding

practices
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Chapter |
Introduction

Obesity is a health concern, and a risk factor for many chronic diseases (World Health
Organization, 2013). Obesity is a risk factor for health complications such as sleeping
disorders and breathing problems in children and adolescents (Redline et al., 1999),
cardiovascular diseases, type Il diabetes mellitus, elevated blood pressure (Itagi & Patil, 2011;
Raj, 2012), metabolic syndrome, atherosclerosis, dyslipidemia, and atherosclerosis (Raj,
2012; Raj & Krishna, 2010). Individuals who are obese increase their rate of morbidity and
mortality, and they have increased health care costs as a result of the obesity-related diseases
(Raj, 2012; Raj & Krishna, 2010). Childhood obesity is of particular concern because
children who are overweight or obese are more likely to be obese in adulthood (World Health
Organization, 2013).

Childhood overweight and/or underweight status is a concern for parents (Pagnini,
Wilkenfeld, King, Booth, & Booth, 2007). Parents are concerned about the health of their
children which can result in increased attention toward their children’s eating (Rhee, 2008).
Their concerns can influence parental feeding practices they use with their children.

Appropriate feeding practices are supportive of children’s growth and development
while inappropriate practices can be disruptive (Rhee, 2008). Parental feeding practices and
attitudes influence children’s eating habits, which can impact a child’s weight status (De
Lauzon-Guillain, Musher-Eizenman, Leporc, Holub, & Charles, 2009). Parents may have
good intentions to feed their children, however, manipulative, coercive, and forcing feeding
practices may negatively affect the children's eating habits (Fisher & Birch, 1999, 2002).

Parental feeding practices such as restrictive feeding, monitoring, and pressuring influence



children's food intake (Campbell, Crawford, & Ball, 2006). When these practices are used,
the outcome is opposite of the intended outcome. For instance, restrictive feeding practices to
keep children from eating energy-dense foods like candy, may increase children's liking of
those energy-dense foods as well as increase the likelihood that children will overeat those
foods (Fisher & Birch, 1999, 2002). Parents pressure their children to eat food that they think
is good for them (Galloway, Fiorito, Lee, & Birch, 2005). However, pressuring feeding
practice is associated with negative reactions to food in children and may decrease fruit and
vegetable intake (Galloway et al., 2005). Pressuring children to eat can have a negative effect
on children’s liking of specific foods, and may impact the developing controls of food intake
that affect a child’s weight status (Galloway et al., 2005).

As in many other countries, parental concerns with children’s weight status are
prevalent in Saudi Arabia (Hashemi, 2009). Meal patterns changed in some Arabic nations as
a result of the increased income from oil (Long, 2005). As Saudi Arabia became a global
supplier of oil, western practices have been adopted (Heyer, 2012). A greater amount of food
of minimal nutritional value merged into the Saudi Arabian culture (Heyer, 2012).
Consequently, childhood obesity and overweight occur in all regions in Saudi Arabia (EI-
Hazmi, & Warsy, 2002), though the flux of western practices is the highest in the Eastern
Province, while the lowest is in the Southern Province (ElI-Hazmi, & Warsy, 2002; El Mouzan
etal., 2012).

Even with the increased incidence of obesity in Saudi Arabia, few studies have been
conducted with individuals from Saudi Arabia regarding parental concerns about children’s
weight. Al-Othman, Reilly, & Belton (2006) examined parental feeding styles and child

weight and found not a significant relationship between parental feeding styles and children’s



food intake or growth However, differences between parenting styles and the age and gender
of a child were identified (Al-Othman et al., 2006). Further research is needed to gain a
deeper understanding of the type, frequency and influence of feeding practices used by
parents from Saudi Arabia (Al-Othman et al., 2006).
Statement of Purpose

The purpose of this study was to examine the relationship between Saudi mothers’
feeding practices, children negative reactions to food, and mothers' autonomy. The four
objectives of the study were to: 1) identify internal consistency for Child Feeding
Questionnaire (CFQ) (Birch et al. 2001), Negative Reactions to Food Scale (Rowe & Plomin,
1977), and Autonomy Scales (Shroff et al., 2009) in Saudi Arabian mother’s with young
children, 2) identify Saudi mothers’ child-feeding practices and attitudes using the CFQ
(Birch et al. 2001), their Negative Reactions to Food, and Autonomy; 3) determine whether
there is an association between CFQ scales, Negative Reactions to Food, and Autonomy to
demographics factors; 4) determine whether there is an association between CFQ scales and

Negative Reactions to Food to Autonomy.

Research Question to Be Examined:
Are Saudi Maternal feeding Practices and Concern about Child’s Weight Associated

With their Children’s Negative Reactions to Food and Women’s Autonomy?

Definition of Terms
Saudis:

Citizen of Saudi Arabia (About Saudi Arabia, "n.d.").
Muslim:

People who follow Islam religion (About Saudi Arabia, "n.d.").



Feeding Style:
The distribution of control in the interactions between the parent and child in the
feeding setting (Fletcher, Branen, & Lawrence, 1997).
Adult-controlled feeding style or authoritarian/demanding:
A feeding style where parents determine what, when, and how much children can eat
(Fletcher et al., 1997).
Cooperative feeding style or authoritative:
A feeding style where parents decide what foods to offer, and the child chooses how
much and whether to eat (Fletcher et al., 1997).
Child-controlled feeding style or permissive/indulgent feeing style:
A feeding style where the child determines what and how much to eat (Children
control their feeding environment) (Fletcher et al., 1997).
Feeding Practices:
Feeding practices are those routines, strategies, and habits used by adults at mealtime
with children (Fletcher et al., 1997).
Pressuring:
Attempting to increase a child's consumption of food (Birch et al., 2001; Kaur et al.,
2006).
Restricting:
Limiting a child's access to and intake of foods, particularly high- calorie and high-fat
foods (Francis & Birch, 2005).

Rewarding with food:



Using food based contingencies to modify a child's behavior (Birch, Marlin, &
Rotter, 1984).
Monitoring:

Observing and tracking what a child is eating (Birch et al., 2001).
Limitations

A non-probability sampling technique was used in this study. The participant sample
was a convenience sample of Saudi mothers who are living in the US. The sample is not
representative of all Saudi mothers living in the United States. The limitation of the
convenience sampling restricts the comparison of this group in replication studies.
Summary

Feeding practices influence children’s eating habits and could lead to obesity
(Campbell et al., 2006; Cardel et al., 2011; De lauzon-guillain et al., 2009; Faith et al., 2004;
Jansen et al., 2012). Childhood obesity and overweight are a concern for many parents
(Hashemi, 2009; Pagnini et al., 2007).

An increasing number of overweight and obese children have been identified in Saudi
Arabia (EI-Hazmi & Warsy, 2002; Hashemi, 2009), and parental feeding practices may
impact children’s weight. Research on parental feeding practices and styles is emerging, but
additional research is needed regarding parental perception of children’s weight status, and
feeding practices parents use with their young children. Therefore, the purpose of this study
is to examine the relationship between Saudi mothers’ feeding practices and attitudes,
children's negative reactions to food, and mothers’ autonomy. The results of this study can
provide information for health care professionals who educate parents regarding the practices

they use with their children to encourage healthy eating.



Chapter Two includes a review of studies of childhood obesity, Saudi Arabian culture,
and parental feeding practices. Chapter Three is in form and style for the journal of the

Annals of Saudi Medicine.



Chapter 11
Literature Review

Obesity and overweight are concerns in regards to children, adolescents, and adults
(Guo & Chumlea, 1999; Hesketh, Wake, & Waters, 2004; Sullivan, 2010; Sawyer, Harchak,
Wake, & Lynch, 2011). Obesity prevalence has increased across the spectra of age, gender,
and race (Guo & Chumlea, 1999; Hesketh et al., 2004; Sullivan, 2010; Sawyer et al., 2011).
Physical, psychological, social, emotional and behavioral well-being are at increased risk
when obesity and overweight exist (Guo & Chumlea, 1999; Hesketh et al., 2004; Sullivan,
2010; Sawyer et al., 2011).

Concerns for childhood obesity extend to Saudi Arabia (Heyer, 2012), with the
existence of obesity in all regions in Saudi Arabia (EI-Hazmi & Warsy, 2002; El Mouzan et
al., 2012). The existence of obesity may influence parental feeding practices (Jansen et al.,
2012). Thus, the purpose of this study was to examine the relationship between Saudi
mothers’ feeding practices, children negative reactions to food, and mothers' autonomy.

The literature review begins with a description of Saudi culture and Saudis in the U.S.
Following this introduction, a brief description of family structure in Saudi Arabia and
woman’s autonomy will be discussed. Then, an overview of Islamic dietary laws, Saudi meal
patterns, and modernization and change in Saudi cuisine is provided. An overview of
childhood obesity is discussed, which includes the health consequences of obesity and the
factors influencing obesity. Specific information is provided on childhood obesity in Saudi
Arabia including family influence on obesity in Saudi Arabia, dietary intake and obesity in
Saudi Arabia, and the influence of geographical location on obesity in Saudi Arabia.

Following the review of obesity in Saudi Arabia, information about parenting styles and



parenting feeding styles is reported, with information about culture, ethnicity, and gender in
parenting styles. Then, a discussion on how parental feeding practices influence the
development of children’s eating behaviors and food preferences that impact weight status iS
presented. This includes restriction, monitoring, and pressuring, and rewarding feeding
practices. The role of parental modeling is discussed, followed by a discussion of children’s
weight, parental weight, and parental feeding practices. The impact of children’s age on
parental feeding practices and the influence of family socioeconomic status/availability of
food and food intake are described. The literature review ends with a description of the
recommendations for appropriate feeding practices.
Background of Saudi Arabia
Saudi Arabia became one of the most influential countries in the world with the

discovery of petroleum in the Eastern province of Saudi Arabia in 1938. It is home to the two
holiest cities in Islam: Makkah (Mecca) and Al-Madinah (Long, 2005). Saudi Arabia has
embraced an Islamic culture, which is the basis of the legal system and the government
(About Saudi Arabia, "n.d."). In addition, Saudi Arabia is considered the most conservative
authoritarian collective Arab society, and it is the only Arab country whose political system
does not use a democracy (Dwairy et al., 2006).

Saudi Arabia is located in Southwest Asia, at the crossroads of Europe, Asia and
Africa. The five regions of Saudi Arabia are: Najd, in central Arabia; Hijaz, in the west; the
south, which includes Asir, Albaha, and Jizan; the gulf coast region known as the Eastern
province; and the north, which includes Al-Jouf and the northern frontier (Long, 2005). Since
the petroleum industry is located almost entirely in the Eastern Province, and Aramco (Saudi

Arabian Oil Company) was originally established and owned by Americans, American



culture, including cuisine, has been present since the 1930s (Long, 2005). The introduction of
Western cuisine came much later to other parts of the Kingdom (Long, 2005), but has
influenced the culture in all regions of Saudi Arabia. With Western acculturation, childhood
obesity has increased, especially in the Eastern providences of Saudi Arabia (Long, 2005).
Saudis in the U.S.

The number of Saudis in the U.S. has increased in the last ten years (Study abroad,
"n.d."). This increase is largely due to the desire for Saudi individuals to obtain an education
(Study Abroad, 2013). An estimated, 108,000 Saudis attend a University in the United States,
with 5,500 expected to be in the US in 2014 (Saudiusa, 2013).
Family Structure in Saudi Arabia

Saudi traditional family dynamic includes defined and divided roles and
responsibilities by gender (Dwairy et al., 2006; Long, 2005). For the most part, the father or
male is usually the head of the family, and he is considered the provider for all of the family’s
needs, whereas the mother or female is recognized as the individual who is responsible for
rearing children (Long, 2005). Saudi families tend to be large and the extended family is
relatively close, and women are controlled more by men (Long, 2005). Gender roles
remained in Saudi Arabia until the oil boom and the rapid modernization that followed (Long,
2005). As aresult, current family structure has both the father and the mother working, while
household duties are taken care of by foreign maids and servants (Long, 2005). While
acceptance for women to work outside the home has increased, a strong male resistance still
exists (Elamin & Omair, 2010; Long, 2005), and distinct gender expectations continue

(Elamin & Omair, 2010).



10

Woman’s Autonomy

Ramakrishnan, Ndiaye, & Haddad (2003) define women’s autonomy as the ability of
women to take hold of events in their lives despite the fact that some other people, whether
men and women, oppose it. Women’s empowerment has been explained as the expansion in
the ability of women and their freedom, which results in greater autonomy and enables them
to plan and implement their life according to their own choices (UNDP, 2006). Shroff, et al.
(2009) define maternal as women’s self-reliance and control of the resources in their
households that impact the child’s health outcomes (Shroff et al., 2009).

Culture, Gender, and Autonomy

Culture affects women’s decision-making and autonomy (UNDP, 2006; Metcalfe,
2008). Women in a patriarchal society or Arab countries had less freedom and autonomy, and
generally they could not obtain an education and make their own life choices (UNDP, 2006).
Usually, the fathers, brothers, and husbands were responsible for decisions about women’s
education, and marriage (Long, 2005). Today, the Saudi government is dealing with unequal
status of women in Arab society (Metcalfe, 2008).

Autonomy differs between genders (UNDP, 2006). In developing countries, women
are deprived of their basic rights such as the right to vote, the right to education, and the right
to build a professional career. For decades, Arab society showed a greater preference for men
in contrast to women (UNDP, 2006; Metcalfe, 2008). Women in Arab cultures were not
represented as fairly as men when it came to a professional career. Women’s roles were
presented only as housewives and child caregivers. They were not represented as decision-
makers, as men often were. In a study of male attitudes toward working females in Saudi

Arabia, men participants embraced the traditional sight of the cultural opinion about women
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(Elamin & Omair, 2010; Metcalfe, 2008). Saudi men who were married and less educated
showed a strong belief that males’ roles are providers and protectors of the family, and
women’s roles are managing the household and mothering (Elamin & Omair, 2010; Metcalfe,
2008). However, the political and social contexts today have directly influenced the quality
of the demand put forward by the women’s movements and have changed the traditional view
of women’s role. Growing demands by groups of Arab women and increasing response from
governments for quotas to help women reach decision-making positions, have led to some
positive changes (UNDP, 2006).

Although there is a great movement toward Arab women’s equal rights and
empowerment, some countries laws restrict women’s mobility. Saudi Arabia for example
does not allow women to travel without a guardian. The restrictive laws created sex-
segregation in many work places and in the society (Metcalfe, 2008). On the other hand, the
movement of women and gender equality in Arab society has given women some rights, such
as getting education in different fields and participating in public and social life, and political

roles (UNDP, 2006).

Relationship of Mothers’ Autonomy with Children

Children’s health is related to women’s autonomy. According to Engle, Bentley, &
Pelto, (2000), women’s autonomy can have a substantial role in ensuring healthy child
outcomes. Empirical evidence from three regions of the world, Latin America, Asia and Sub-
Saharan Africa, has shown that higher autonomy in women positively impacts nutritional
health of children (Smith et al., 2003). Less autonomy among women is associated with a

decline in fertility, child growth and child mortality (Smith et al., 2003).
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Shroff, Griffiths, Adair, Suchindran, & Bentley, (2009) measured the different
dimensions of women’s autonomy by using the variables of decision making, permission,
financial autonomy, and attitude towards domestic violence. The surveyed women had low
levels of financial autonomy which was significantly related to child stunting. A few women
mentioned that they were against any domestic violence, but there was no significant
difference found for child stunting between those women who approved or disapproved of
domestic violence. Financial independence of women represented a high level of autonomy
and those women who had lower financial independence had a higher probability of child
stunting. Shroff et al., (2008) stated that mothers’ education may improve their level of
autonomy and child stunting. The status of women in the society might lead to good health

and development of the child (Shroff et al., 2009).

Islamic Dietary Laws, Saudi Meal Patterns and Traditional Saudi Cuisine

Islamic dietary laws are reflective of historic Arabian and Jewish dietary laws that
were based on the foods that were available at that time (Long, 2005). All food is categorized
as pure (Tayib) or impure (Najis), or as lawful (Halal) or unlawful (Haram) (Long, 2005).
Muslim parents are required to educate their children about Halal and Haram. Any food
parents choose to purchase for their children must meet the criteria of Halal and Haram
(Long, 2005). Food producers in most developed countries are required by law to identify
Halal and Haram (Bari, 2002).
Modernization and Change in Saudi Cuisine

With the discovery of petroleum, Saudi Arabians were exposed to western culture
foods (Long, 2005). Two factors that influence the introduction of western cuisine and

cooking ingredients to Saudi Arabia are the presence of modern supermarkets, and the
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presence of commercial restaurants (Long, 2005). Since the petroleum industry is located
predominately in the Eastern Province, and the corporation, Aramco™ was originally
established and owned by Americans, American cuisine has been more prevalent in that area.
The introduction of Western cuisine into other parts of the Saudi Arabian Kingdom came later
(Long, 2005). Over the last 20 years, foreign food products, such as Pepsi® and Nestle®,
which were previously unavailable, have become available in Saudi Arabia, (Heyer, 2012). In
addition, global food advertising has affected food consumption in Saudi Arabia (Heyer,
2012).

With the rapid change in the economy, the urbanization of Saudi society, and the
introduction of western culture, food habits in Saudi Arabia are changing (Long, 2005; Heyer,
2013). School-aged children tend to consume fewer fruits, vegetables, and dairy products;
they are more likely to consume high calorie products such as soft drinks, candy, and fast
food; and they are more likely to skip breakfast (Amin, Al-Sultan, & Ali, 2008). These
changes in lifestyle and eating habits are suggested as factors in the increase in obesity among
children in Saudi Arabia (Amin et al., 2008).

Global Epidemic of Childhood Obesity

Childhood obesity increases the risk of having multiple health consequences, use of
long-term medication, and can result in hospitalization (Dietz, 2004; Guo & Chumlea, 1999;
Sullivan, 2010). Childhood obesity is a global epidemic and health concern (Raj & Krishna,
2010; World Health Organization, 2013). The number of overweight children who are below
five years of age was estimated to be above 40 million in 2011 (World Health Organization,
2013). By 2020, an estimated 60 million preschool aged children will be overweight or obese

in developing and developed countries (de, Blssner, & Borghi, 2010).
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Health Consequences of Obesity

Regardless of the cause of obesity, i.e. genetic or socioeconomic factors, the
condition impacts the health of an individual. The consequences of obesity and overweight
have long term and short term health implications (Dietz, 2004; Guo & Chumlea, 1999;
Sullivan, 2010). Raj (2012) states that “obesity impacts all the major organ systems of the
body and is well known to result in significant morbidity and mortality” (Raj, 2012, p.1), and
the severity of this impact becomes more dangerous when obesity is observed in children
(Raj, 2012). Childhood obesity has physical consequences that can eventually lead to illness
and death. Childhood obesity is likely to lead to adult obesity and an increased risk for
chronic conditions: cardiovascular diseases, orthopedic problems, metabolic syndrome, hyper-
and organism, respiratory disorders, gall-bladder diseases, sleep disorders like sleep apnea,
hypertension, and diabetes (Dietz, 2004; Guo & Chumlea, 1999; Sullivan, 2010).

Childhood obesity has non-physical consequences such as an individual’s social,
psychological, emotional, and behavioral aspects (Sawyer et al., 2011). Obese children are
often subject to harassment (Sullivan, 2010). They are victims of weight-based teasing, not
only from their peers and friends but also from family members (Sullivan, 2010). The
consequences of teasing are low body satisfaction, low self-esteem, high depressive
symptoms, and attempts at suicide. These can affect emotional well-being of an individual
(Eisenberg, Neumark-Sztainer, & Story, 2003). Children with a high BMI at 4 to 5 years are
prone to internalize their insecurities, but when they reach eight and nine years, they begin to
express their acts, which may lead to issues such as peer problems, social problems and
emotional problems (Sawyer et al., 2011). Obese children may have lower self-esteem,

though a lower self-esteem does not lead to obesity (Hesketh et al., 2004).
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Obese children are subject to early weight control and restrictive dietary practices.
They tend to participate less in physical activities that affects their physical health and their
emotional and social vigor (Davison & Birch, 2001). Overweight females were less likely to
marry, fell in higher poverty range and have less formal schooling (Sullivan, 2010).Obese
girls are 50% less likely to attend high school and college as compared to slimmer girls.
Obese males are found to be less likely to be married, as well.

Factors Influencing Obesity

Obesity is related to many factors such as age (Al-Dossary, Sarkis, Hassan, Ezz, &
Fouda, 2009; McCormick, Sarpong, Jordan, Ray, & Jain, 2010), gender (Al-Dossary et al.,
2009; Farghaly et al., 2007), limited physical activity (Navalpotro et al., 2012; Sullivan,
2010), environment, and socio-economic status (Navalpotro et al., 2012; Sullivan, 2010).
Each of the factors will be discussed below.

Childhood obesity can start at a very early age (Al-Dossary et al., 2009; McCormick et
al., 2010). Mothers with a higher pre-pregnancy body mass index (BMI) have a greater
amount of body fat and the excess body fat extends to the infant in the womb (Modi, 2011).
Obesity can occur in children as early as 6 months of age (McCormick et al., 2010) and can
continue throughout adolescences (Al-Dossary et al., 2009; Itagi & Patil, 2011).

Identification of obesity has occurred in children ages 5 to 11 years (ltagi & Patil, 2011) and it
may increase with age (Alam, 2008; Al-Dossary et al., 2009; El Mouzan et al., 2012).

Unhealthy weight status differs between male and female children and adolescents in
Saudi Arabia (Al-Dossary et al., 2009; Farghaly et al., 2007). Male adolescents showed a
higher prevalence of obesity and overweight than female adolescents (Al-Dossary et al., 2009;

Farghaly et al., 2007). Weight differences between genders have been attributed to female
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students greater likelihood to care about their shapes and weight in this period of time. A
second reason may be that adolescent male students are able to drive, making it easier for
them to access unhealthful foods (Al-Dossary et al., 2009).

Children are more inclined towards fast food either because of working parents or the
social and partying trend (Sullivan, 2010). Access to supermarkets and price of healthy
products such as fruits and vegetables might be factors that may impact obesity rate among
children in low socioeconomic status (Navalpotro et al., 2012; Oliver & Hayes, 2005). The
type of breakfast and whether children eat breakfast may be another factor that impacts
weight status (Navalpotro et al., 2012).

From a very young age, children are involved in technology such as games, television,
computers, and mobile phones which may deter them from being involved in physically
healthy activities including outdoor and indoor sports (Sullivan, 2010). Lack of physical
activity significantly contributed to the increased obesity among children (Navalpotro et al.,
2012).

Socioeconomic factors influencing obesity including income and living area
dynamics, have received attention as obeseogenic factors (Navalpotro et al., 2012). Research
has identified both high income and low income status associated with obesity. In one study,
overweight and obesity in children and adolescents were more frequent among high income
families than low income families (Oliver & Hayes, 2005). However, in another study the
rate of obesity and overweight was twice as high among low income families as compared to
higher income families (Navalpotro et al., 2012). While it has been proposed that high

income families are more likely to provide healthy food for their children than low income
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families (Kroller & Warschburger, 2009), but high income families may have access to
greater amounts of high caloric foods.

Childhood obesity is a common health problem that may increase future related health
problem (Dietz, 2004; Guo & Chumlea, 1999; Sullivan, 2010). Environmental factors
influence obesity in children and healthy lifestyle such as physical activity and healthy eating
can decrease the rate of obesity among children (Sullivan, 2010).

Obesity in Saudi Arabia

Saudi Arabia has experienced a change in eating habits and activities in the last three
decades which may influence the prevalence of overweight and obesity among Saudi children
(El-Hazmi & Warsy, 2002). EI Mouzan et al., (2012) report that the prevalence of overweight
and obesity among Saudi children is almost double the prevalence reported ten years ago by
El Hazmi and Warsy (2002). Many factors influence children’s eating habits and weight
(Hashemi, 2009). These factors are a result of environment and genes (Al-Saeed, Al-
Dawood, Bukhari, & Bahnassy, 2006; ElI-Hazmi & Warsy, 2002), hot weather limiting
physical activities outdoors, high calorie diets, or a combination of all these factors (Al-Saeed
et al., 2006; Al-Dossary et al., 2009). Among the many factors that influence childhood
obesity are family and parents who impact children's eating habits weight (Hashemi, 2009).
Family Influence on Obesity in Saudi Arabia

Parents’ occupation and education can impact children's weight status (Hashemi,
2009). Obesity is higher among school-aged children with fathers who worked in the private
sector, and when the parents were highly educated (Al-Saeed et al., 2006). It was suggested
that highly educated mothers may engage less with their children (Al-Saeed et al., 2006).

Fathers and mothers who held bachelor degrees or graduate degrees were more likely to have
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children with low BMI scores than those who had a high school degree or no degree
(Hashemi, 2009). Hashemi (2009) stated that parents’ education can positively or negatively
influence children’s BMI and food consumptions, and the more the parents are educated, the
less likely they are to have overweight children in Saudi Arabia. Lack of knowledge and
educational level of parents may contribute to unhealthy choices by children (Alam, 2008).
Dietary Intake and Obesity in Saudi Arabia

Dietary food intake among school-aged children may be associated with the child’s
weight (Amin et al., 2008; Alam, 2008; Hashemi, 2009; Farghaly et al., 2007). Overweight
and obese school-aged children in Saudi Arabia were found to consume a greater amount of
energy-dense food such as fast food, soft drinks, sweets and candy, cakes/cookies/doughnuts
potato chips, popcorn, and other packaged foods than those who were of normal weight
(Alam, 2008; Hashemi, 2009). Parents of 640 children ages 7-12 years from Jeddah, Saudi
Arabia, parents were asked about their children’s food consumption (Hashemi, 2009). Sixty-
four percent of parents reported that their children consumed fried food one to two times a
week, and 73% reported that their children consumed fast food one to two times a week.
Overweight children were more likely to eat meat and less likely to consume milk products.
Irregular intake of breakfast at home, regular intake of junk food, low meals per day of fruits,
vegetables, and milk products, with regular intake of sweets/candy and fizzy drinks were all
predictors of being overweight and obese among the school-age children in Saudi Arabia
(Amin et al., 2008).
Geographical Location Influences Obesity in Saudi Arabia

The geographical location of Saudi Arabia may have an impact on the lifestyle and

food consumption among children and adolescents (Amin et al., 2008; EI-Hazmi & Warsy,
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2002). Children who live in urban areas or a particular region in Saudi Arabia are at a greater
risk to develop obesity and adopt a western lifestyle (EI Mouzan et al., 2012; Wang &
Lobstein, 2006). In a study of 1,139 male primary school children between the ages of 10 to
14 years, a greater number of overweight and obese children were in urban schools than other
areas (Amin et al., 2008). The lowest prevalence of overweight/obesity was found in
Southern Saudi, and the higher prevalence of obesity among school aged children and
adolescents was in the Central and Eastern regions of Saudi Arabia (EI Mouzan et al., 2012;
El Hazmi & Warsy, 2002). Children living in those regions of Saudi Arabia consumed more
fatty food and high-calorie food (Al-Dossary et al., 2009; Hashemi, 2009; Farghaly et al.,
2007). The highest prevalence of overweight and obesity was found in the Eastern province
(Al-Dossary et al., 2009; EI-Hazmi & Warsy, 2002).
Parenting Styles and Feeding Styles

A child’s weight influences parenting style and the food a child consumes (Rhee,
2008). The types of parenting styles include authoritative, authoritarian, indulgent, and
uninvolved parenting (Baumrind, 1991). Feeding style is the distribution of control in the
interactions between the parent and child in the feeding setting (Fletcher et al., 1997).
According to Fletcher et al., (1997), there are three feeding styles: adult-controlled feeding
styles, which can also refer to authoritarian parenting styles; child-controlled, which can refer
to permissive parenting styles; and cooperative feeding styles, which refers to authoritative
parenting styles. Adult-controlled feeding styles are defined when the caregiver determines
what and how much food the child should eat. The child-controlled feeding styles are defined
when the child decides what and how much to eat (Fletcher et al., 1997). On the other hand,

the cooperative feeding practice is defined when a division of responsibility is followed; the
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caregiver decides what and when food is offered and the child decides how much or whether
to eat (Fletcher et al., 1997).

Vereecken, Rovner & Maes, (2010) evaluated the intake of fruits and vegetables with
the traits of children and their parent’s intake. A positive relationship was identified between
children’s food intake and the intake of the parents. The feeding practices that were parent
centered were negatively associated with vegetable intake of the children, whereas the feeding
practices that were child centered were positively associated with fruit and vegetable intake of
children.

Authoritarian parents are known to be highly restrictive, and they expect their children
to obey their roles without providing any explanation of their decision (Baumrind, 1991).
Authoritarian parents were more inconsistent and lower on reasoning, nurturing, and
reminding compared to high responsive feeding styles (Fletcher et al., 1997). In addition,
they were more likely to use a high level of restrictive and pressure feeding practices
(authoritative and indulgent) (Fletcher et al., 1997; Hughes, Power, Orlet, Mueller, & Nicklas,
2005). Parents who use an authoritarian parenting style are seen to use more power and
demand with their children, and they are more likely to depend on physical punishment,
aggression, and intimidation (McKinney & Renk, 2008).

Authoritative parents deliver clear standards to their children based on monitoring
and imparting their behaviors (Baumrind, 1991). Generally, they use disciplinary methods
which are supportive, not punitive. These rules help children be more confident and socially
responsible as well as more cooperative (Baumrind, 1991). Authoritative parents are known
to be less controlling and highly responsive (Baumrind, 1991). Authoritative parents were

found to be more nurturing, supporting, involving, and provided more structure for healthy
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eating habits with their children than those who were less responsive such as authoritarian and
uninvolved parents (Fletcher et al., 1997; Hughes et al., 2005; O’Connor et al., 2009).

Uninvolved parents are those parents who do not engage with their children’s
activities and do not monitor them (Baumrind, 1991). Uninvolved parents were less likely to
follow through on discipline relative to high responsive parents, they were lower on
organization when compared to all other feeding styles, and they used less restrictive and
controlling feeding strategies (Hughes et al., 2005).

The indulgent parenting style is described when children are allowed to eat anything,
any time, and anywhere. This style avoids conflicts and the children eat based on self-
maintaining habits (Conrade & Ho, 2001). Indulgent parents on the other hand, were less
likely to use physical punishment than low responsive parents (Hughes et al., 2005).
Authoritative and permissive parents are known to be less restrictive and provide an
explanation for their decisions to their children (Baumrind, 1991).

Different parenting styles may influence child’s development (Rhee, 2008). Parental
feeding styles might impact children’s food consumption, energy intake, and weight status.
The type of feeding style parents use may be a risk factor for childhood obesity (Alison et al.,
2012). Parents’ attitudes toward childrearing are influenced by cultural rules and other
background factors (Alison et al., 2012).

Culture, Ethnicity and Gender in Parenting Styles

Parenting styles differ among parents from various cultures and ethnicities (Hughes
et al., 2005). Culture impacts parenting beliefs, goals, and values, which influence parenting
practices and styles (Hennessy, Hughes, Goldberg, Hyatt, & Economos, 2010). Hispanic

parents are more likely to embrace indulgent parenting styles than African-Americans, and
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African-Americans are more likely to embrace uninvolved parenting styles than Hispanic
parents (Hughes et al., 2005). In a study with African-American, Hispanic and Caucasian
participants, permissive feeding styles like indulgent or uninvolved were found to be
associated with lower intakes of nutrient-rich foods like fruit, 100% juice, vegetables and
dairy (Heorr et al., 2009).

In Arab societies, authoritarian, authoritative, and permissive parenting styles were
examined via a written survey (Dwairy et al., 2006). Adolescent boys and girls were asked
questions to identify the parenting style used by their parents (Dwairy et al., 2006).

Jordanian, Algerian, and Lebanese parents were perceived to use authoritative or permissive
styles. Palestinians, Saudis and Yemeni parents were perceived by their children as using
authoritarian or permissive styles. Saudi parents were found to be more controlling and Saudi
society was considered the most conservative authoritarian and collective Arab country
(Dwairy et al., 2006). Generally, parenting patterns are very much associated with the
sociopolitical system in the country (Dwairy et al., 2006), therefore the likelihood that Saudi
parents use authoritarian and controlling styles is high.
Parenting Styles Differ Between Gender

Different parenting styles exist between mothers and fathers (Conrade & Ho, 2001;
McKinney & Renk, 2008). Mothers were perceived by their college students to be more
likely to use authoritative parenting styles than fathers (Conrade & Ho, 2001; McKinney &
Renk, 2008). Parenting style differed depending on the gender of the child as well i.e. father-
son, father-daughter, mother-son, mother-daughter (Conrade & Ho, 2001; McKinney & Renk,
2008). Mothers also were perceived to be more likely to use a permissive parenting style than

fathers (Conrade & Ho, 2001; McKinney & Renk, 2008). While boys may receive more
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physical punishment than girls, male and female late-adolescents seemed to have the same
patterns of emotional adjustment with different parenting styles (McKinney & Renk, 2008).

Mothers are more likely to be more supportive of their children’s feelings and clarify
their decisions for their children than fathers (Conrade & Ho, 2001; McKinney & Renk,
2008). When mothers are compared with fathers, the mothers show more responsibility
toward the feeding of the children as compared to their fathers (Conrade & Ho, 2001).
Consequently, feeding practices are different, where mothers are more permissive to the
children, which can result in more open choices for their feeding practices that can result in
increased weight (Rhee, 2008).
Parental Feeding Practices

Feeding practices are those routines and habits used by adults at mealtime with
children (Fletcher et al., 1997). Appropriate eating behaviors are necessary for supporting
children’s growth and development (Rhee, 2008). Parental feeding practices such as
restrictive, pressuring, monitoring, rewarding, and modeling are associated with children’s
eating behaviors (Webber, Cooke, Hill, & Wardle, 2010). Parents are concerned about their
children’s health and as a result, parents have an increased attention toward their child’s
eating (Rhee, 2008). Parental concern about children becoming overweight may negatively
impact children’s reactions toward food (Faith et al., 2004; May et al., 2007). Various
feeding practices will be described below.
Restriction Feeding Practices

Restrictive feeding practices occur when adults limit a child's access to and intake of

foods, particularly high calorie and high fat foods (Francis & Brich, 2005). Restrictive

feeding practices are often used by mothers who are concerned about their child’s weight
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(Gray et al., 2007; May et al., 2007; Pagnini et al., 2007; Spruijt-Metz, Lindquist, Birch,
Fisher, & Goran, 2002). Restricting energy-dense foods is incorrectly used to increase
children’s consumption of more nutrient-dense foods; however when restrictive feeding
practices are used, children's desire to consume those foods is enhanced and children might
develop eating in absence of hunger (Fisher & Birch, 1999). Adults who restrict their
children’s intake of unhealthy food had children who were highly responsive to food (Gray,
Janicke, Wistedt, & Dumont-Driscoll, 2010; May et al., 2007; Webber et al., 2010). These
children were at risk of being overweight or obese, and had higher BMI scores (Faith et al.,
2004; Pagnini et al., 2007). Examples of restrictive behaviors include limiting sweet food,

junk food, and children’s favorite foods (May et al., 2007).

Monitoring Feeding Practices
Parental monitoring is defined as observing the child’s eating habits (Birch et al.,

2001), and managing of a child’s food intake (Faith et al., 2004). Parents with leaner children
are more likely to monitor their children’s food intake than parents with heavier children due
to parental concern about their children’s growth and risk for malnutrition (Faith et al., 2004;
Pagnini et al., 2007). According to Saelens, Ernst & Epstein (2000), a likeness was found
among the obese and non-obese siblings under the control that was put by their mother’s
overeating. The mothers perceived their children differently based on their weight, which
may put additional pressure on female children to control their weight.

In a sample of 169 parents who were surveyed to find information regarding their
attitudes toward their children’s weight, 41.4% of children were at risk of being overweight,
18.9% were overweight, and only 12.4% of the parents from the sample considered their

children to be overweight (Gray et al., 2007). However, 83.4% of parents showed a deep



25

concern to childhood overweight; they were less likely to encourage their children to eat more
if they were overweight and they controlled the eating habits of their children. Galloway et
al., (2005) showed that the feeding practices used by parents had a direct relation with
emotion-based eating that influences the weight of girls in early adulthood. Spruijt-Metz et
al., (2002) studied mother’s feeding practices and found that mothers reported higher
monitoring level for boys’ junk food, sweets, and fat intake than girls among White and

African-American.

Pressure Feeding Practices

Pressure feeding practices are defined as the adults’ attempt to increase a child's
consumption of food (Birch et al., 2001; Kaur et al., 2006). Pressure feeding practice has both
short term and long-term effects on children (Galloway et al., 2006). Using pressure feeding
practice with children may lower their food intake and some children show negative reactions
to the foods that they are forced to eat (Galloway et al., 2006). Parental pressure to eat was
found to negatively affect children’s behaviors toward food (Webber et al., 2010). Children
showed less enjoyment toward food when their parents pressured them to eat (Webber et al.,
2010).

Heavier children receive less of the pressure-feeding practice from their mothers
(Cardel et al., 2012; Crouch et al., 2007; Kroller & Warschburger, 2009), which may be due
to less concern about malnutrition in their overweight children. Overweight or obese children
are rewarded with food from their mothers less frequently than underweight or normal weight
children, and mothers reported that they give their children less control over their food intake

when children are overweight or obese (Kroéller & Warschburger, 2009).
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Mothers who identified their children as overweight reported that they pressured their
children to eat healthy foods and limit unhealthy food (May et al., 2007). Parents often
pressure children to eat if food is left on their plate, even when the child is full (Conrade &
Ho, 2001).

Young children can maintain their energy needs (Conrade & Ho, 2001), but when they
are pressured to eat, adults disrupt their innate ability to recognize hunger and fullness cues
(Fisher & Birch, 1999). Over time, the inability to recognize hunger and fullness can result in
increased weight (Fisher & Birch, 1999). Children are more likely to enjoy food and consume
novel food if they are not pressured to eat it, while children who are forced by their parents to
consume food that they do not want to eat are more likely to adopt negative reactions to food
behaviors (Galloway, Fiorito, Francis, & Birch, 2006).

Picky eaters are defined as children who refuse to consume adequate variety and
amount of food that familiar or unfamiliar to them (Dovey, et al., 2008). Galloway et al.,
(2006) found that pressuring children to eat is associated with less food consumed. They also
found that children made negative comments about the food. The researchers suggest that
that negative reactions to food might be a reaction to pressure. Pressuring children to eat is

not a helpful practice for promoting intake of healthy foods.

Rewarding Feeding Practices

Sweet or high sodium snacks are sometimes used as a reward. Rewarding feeding
practices are defined as using food-based contingencies to control a child's behavior (Birch.
1984). Children whose parents use snacks as a reward may increase their liking of snack

foods (Sleddens, Kremers, de Vries & Thijs, 2010).
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Mothers may reward their children with food to make their children happy (Pagnini et
al., 2007). Mothers who use a rewarding feeding practice have children who are more likely
to increase their consumption of unhealthy food and decrease their liking to nutrient-dense
foods (Kroller & Warschburger, 2009).

Parents should not use food as rewards with their children to regulate their behaviors
or emotions (Sleddens et al., 2010). This may promote overeating foods of low nutritional
value.

Modeling Food Consumed

Modeling in relation to food consumption is defined as observational learning in
which children are given the opportunity to watch others, and then explore different foods.
Modeling is a strategy that impacts children’s likelihood of consuming the food (Woolner,
2000). Parents who model the consumption of healthful food increases children’s intake of
those foods (O’Connor et al., 2009; Sleddens et al., 2010). Mothers who model the
consumption of healthy foods have children who are more likely to consume those healthy
foods, such as fruits and vegetables, and the children are less likely to consume high-energy-
dense foods (Vereecken et al., 2010; Kroller & Warschburger, 2009). Not only will modeling
influence the type of food children consume, but the amount consumed as well (Sleddens et
al., 2010). Children with parents who consume snacks are most likely to consume the same

kind of snacks, including fruits and vegetables (Sleddens et al., 2010).

Parental Weight and Feeding Practices
Parents’ weight is related to the feeding practices they use with their children (Gray
et al., 2010; Hennessy et al., 2010; Jansen et al., 2012). Parents who are overweight and

obese are more likely to be concerned about their children’s weight; and those parents are
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more likely to use restrictive feeding practice with reduced pressure to eat (Faith et al., 2004;
Francis and Birch, 2005; Gray et al., 2010; Jansen et al., 2012). A high level of parental food
restriction and concern about child weight status is associated with high parental BMI (Faith
et al., 2004; Francis & Birch, 2005; Gray et al., 2010; Jansen et al., 2012).
Children’s Age and Parental Feeding Practices

A child’s age may influence the type of feeding practices parents use. Parents’
feeding restrictions occurred more frequently with their younger children than with their older
children (Faith et al., 2004; Francis and Birch, 2005; Gray et al., 2010; Jansen et al., 2012).
Mothers with younger children monitor their children’s food intake and use rewarding feeding
practices more frequently than mothers with older children (Kroller & Warschburger, 2009).
Some parents cannot control their older children’s food consumption (Gray et al., 2010), and
older children are more likely to be influenced by other factors such as peers and the
availability of food (Kroller & Warschburger, 2009).
Family Socioeconomic Status/Availability of Food and Food Intake

Family socioeconomic status can predict children’s eating behaviors and weight
(Gray et al., 2007; Jansen et al., 2012), and dietary habits, quality, and quantity of the food
offered to children (Chen et al., 2012). A high socioeconomic status has been associated with
fewer uses of inappropriate feeding behaviors and consequently a lower risk of obesity (Chen
etal., 2012). In addition, children who come from families with a high income are more
likely to consume more healthy food than those who come from families with a low income
(Kroller & Warschburger, 2009).

The environment in which a child is reared is a factor in the child’s eating habits

(Payas et al. 2010), The BMI of mothers who belonged to urban areas of African-American
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territory have higher BMI as compared to Caucasian mothers ones who lived in rural areas
(Payas et al., 2010). Hispanic populations use more food restriction and pressure feeding
practices than Europeans who are the least likely to use these practices (Cardel et al., 2012).
Socioeconomic status is inversely related to parental restriction whereas directly related to the
adiposity in children (Cardel et al., 2012). The risk of being overweight is greater among
children whose families are low-income, which has been attributed to dietary intake rather
than sedentary activities (Gray et al., 2007). Parental feeding control was higher among low
income families than other economic groups (Cardel et al., 2011). Children from a low
economic background can have less quality and quantity of food whereas families with sound
financial status have more power to buy food with quality and quantity (Campbell et al.,
2006). For example, parents reported that they do not purchase fruits and vegetables because
of the high price and of the low preferences (Sleddens et al., 2009).
Recommendation for Appropriate Feeding Practices

Appropriate feeding practices are recommended (Branen & Fletcher, 2013; Johnson,
2000; Satter, 2004). Satter (2004) recommends that parents and children have a division of
responsibility. Parents are responsible for what food should be served, and when food should
be served. On the other hand, the child decides how much to eat or whether to eat (Satter,
2004). Branen & Fletcher (2013) expand on the division of responsibility with their six
principals of feeding young children in group settings: 1) adults set the feeding environment;
2) children need a variety of foods; 3) adults should sit with and eat with children; 4) adults
select what is served and how it is served; 5) children choose how much, if any, to eat; and 6)

children should serve themselves.
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Children have the physical ability to self-regulate the amount of food that they want to
eat; however, parents must provide a variety of healthy choices to children and reinforce their
internal queues (Johnson, 2000). Many adults are unaware that allowing children to decide
what and how much to eat of the offered food through self-service does not influence effort or
time needed for a meal (Branen, Fletcher, & Myers, 1997). Parents should be aware of the
context of mealtime with their children.

A study by Johnson (2000) examined self-regulation of energy intake. The aim was to
help children learn to attend to their internal cues of hunger and the satiety. After a six week
intervention to reinforce children’s internal queues, children showed a greater responsive to
their hunger and fullness. By assisting children to focus on the internal signals and they can
self-regulate their bodies.

Internal queues can be reinforced through adults’ verbal communication as well
(Ramsay et al., 2010). Ramsay et al. (2010) examined the type and frequency of adult verbal
communication to reinforce internal queues during meals at child care centers.
Communication was predominantly an effort by the adult to provoke and encourage the child
to eat i.e. it emphasis on non-internal cues. This can be reduced by training parents and child
care providers in type of communication that should be held during mealtimes.

Parents impact children's development of feeding behaviors, which demonstrates the
need for providing guidance on appropriate feeding practices (Scaglioni, Salvioni &
Galimberti, 2008). Parents should understand the implications of pressuring and restriction
feeding practices. In addition, parents should encourage children to try new foods and
promote acceptance of healthy food (Scaglioni et al., 2008). Also, parents should offer

children healthy choices and model consumption of healthy foods, and reinforce children’s
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self-regulation of food and respond to their satiety and hunger (Scaglioni et al., 2008).
Moreover, parents at mealtime should be advised to have regular mealtime and provide a
variety of foods, and consume more rich food such as fruits and vegetables, and lower their
consumption of high-energy-dense food (Scaglioni et al., 2008). In addition, adults should
use appropriate verbal communication with children to enhance appropriate feeding behaviors
(Johnson, 2000; Ramsey et al. 2010).
Summary

Parents are concerned about their children’s health and they may increase their
attention toward their children’s eating (Rhee, 2008). Childhood obesity increases the risk of
numerous health consequences, use of long-term medication, and can result in hospitalization
(Dietz, 2004; Guo & Chumlea, 1999; Sullivan, 2010). Pervious researchers examined
childhood obesity in Saudi Arabia and found that children in Saudi Arabia experience the
prevalence of obesity in all regions (EI-Hazmi and Warsy, 2002; EI Mouzan et al., 2012).
Concerns for childhood obesity in Saudi Arabia are evident (Heyer, 2012), and a lack of
information is available related to childhood obesity and parental styles (Al-Othman et al.,
2006). In addition, women’s autonomy can influence children’s health outcomes (Engle et
al., 2000), but limited research is available on autonomy and feeding practice in Saudi Arabia.

The purpose of this study was to examine the relationship between Saudi mothers’
feeding practices, children's negative reactions to food, and mothers' autonomy. The four
objectives of the study were to: 1) identify internal consistency for Child Feeding
Questionnaire (CFQ) (Birch et al. 2001), Negative Reactions to Food Scale (Rowe & Plomin,
1977), and Autonomy Scales (Shroff et al., 2009) in Saudi Arabian mother’s with young

children, 2) identify Saudi mothers’ child-feeding practices and attitudes using the CFQ



(Birch et al. 2001), their Negative Reactions to Food, and Autonomy; 3) determine whether
there is an association between CFQ scales, Negative Reactions to Food, and Autonomy to
demographics factors; 4) determine whether there is an association between CFQ scales and

Negative Reactions to Food to Autonomy.

32
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Chapter 111
Introduction

Historically, Saudi Arabia has experienced a change in eating habits and activities
after the oil boom that began in 1938. This change may have influenced the high prevalence
of overweight and obesity among Saudi children (El-Hazmi & Warsy, 2002; Long, 2005).
The existence of obesity and overweight is increasing in all regions in Saudi Arabia (El
Hazmi &, 2002; El Mouzan et al., 2012). Childhood obesity increases the risk of multiple
health consequences (Dietz, 2004; Guo & Chumlea, 1999; Sullivan, 2010), which has
prompted greater international attention to address the problem (World Health Organization,
2013).

Parenting style may influence a child’s weight (Rhee, 2008). Parental feeding styles
impact children’s food consumption, energy intake, and weight status; and the type of feeding
style parents use may be a risk factor for childhood obesity (Alison et al., 2012). Children
with indulgent parents had higher BMI than children with authoritarian parents (Hughes et al.,
2005). Authoritarian parents are known to be controlling in feeding (Fletcher et al., 1997;
Hughes et al., 2005). Authoritarian parents were found to use a high level of restrictive and
pressure feeding practices (Fletcher et al., 1997; Hughes et al., 2005), whereas authoritative
parental feeding styles were related to healthy eating behaviors and supportive feeding
practices.

Parents’ attitudes toward childrearing and feeding, including parental feeding styles,
are influenced by cultural rules and background factors (Alison et al., 2012; Hughes et al.,

2005). In Saudi Arabia, parents were found to be controlling of parenting and Saudi society
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was considered the most conservative authoritarian and insular Arab country (Dwairy et al.,
2006).

Where feeding style is the overall approach to feeding, feeding practices are those
specific actions used by adults in feeding their child. Like feeding styles, adults’ feeding
practices (i.e. restriction, controlling and monitoring) influence children’s food preferences
and eating habits (Kroller & Warschburger, 2009). Inappropriate use of feeding practices
may impact children’s weight status, and may lead to childhood obesity (Hennessy et al.,
2010; Kroller & Warschburger, 2009; Webber at el., 2010). Negative feeding practices may
put children at risk for eating disorders (Francis & Birch, 2005), and development of negative
reactions to food characteristic (Powell, Farrow, & Meyer, 2011). Parental feeding practices
and attitudes may also lead to overfeeding/underfeeding children and result in an increase or
decrease consumption of certain high calorie foods (Galloway et al., 2006; Fisher & Birch,
1999). For example, restrictive some kind of food may lead children to consume more of
restrictive food; on the other hand, pressuring children to eat may decrease their liking that
food (Galloway et al., 2006; Faith et al., 2004; Pagnini et al., 2007).

Like parental feeding styles, culture influences parental feeding practices as well.
Cultural influences, such as decision-making, impact parenting beliefs, goals, and values, and
can eventually influence parenting styles and practices (Dwairy et al., 2006; Hennessy et al.,
2010). Different parental beliefs and attitudes among ethnicities may contribute to high risk
of obesity among children (Heorr et al., 2009; Hughes et al., 2005). For instance, Hispanic
populations use more food restriction and pressure feeding practices than Europeans who are
the least likely to use these practices (Cardel et al., 2012), and parental restriction may relate

to incidence of childhood obesity (Cardel et al., 2012).
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Culture plays a role in women's autonomy and decision-making (UNDP, 2006) which
in turn impacts feeding styles and practices. In Arab societies, women’s role is primarily as
housewives and child caregivers (Elamin & Omair, 2010; Metcalfe, 2008). In the past, most
major family decisions were made by the father or other males in the family (Long, 2005).
However, the effects of modernization and westernization have led to a greater change in the
role of women and have generated more opportunities for women in the society (Elamin &
Omair, 2010; UNDP, 2006). Decisions are more frequently being made jointly by both the
father and the mother (Long, 2005). Women’s autonomy has a role in ensuring healthy child
outcomes (Engle et al., 2000; Shroff et al., 2009). Low women's autonomy is one of the
major factors that affects child health outcomes (Shroff et al., 2009) and thus, may have an
impact on feeding practices used by mothers.

Research has been conducted across the globe concerning feeding practices, concern
about child weight (Birch et al., 2001; Cardel et al., 2012; Crouch et al., 2007; Hughes et al.,
2005; Kroller & Warschburger, 2009), and women’s autonomy and children’s health status
(Shroff et al., 2009). Few studies have been conducted regarding Saudi Arabian parental
feeding practices and concerns about child weight (Al-Othman et al., 2006; Hashemi, 2009),
but more research is needed.

The purpose of this study was to examine the relationship between Saudi mothers’
feeding practices, children's negative reaction to food, and mothers' autonomy. The four
objectives of the study were to: 1) identify internal consistency for Child Feeding
Questionnaire (CFQ) (Birch et al. 2001), Negative Reactions to Food scale (Rowe & Plomin,
1977), and Autonomy scales (Shroff et al., 2009) in Saudi Arabian mother’s with young

children, 2) identify Saudi mothers’ child-feeding practices and attitudes using the CFQ
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(Birch et al. 2001), their Negative Reactions to Food scale and Autonomy scales; 3) determine
whether there is an association between CFQ scales, Negative Reactions to Food scale, and
Autonomy scales to demographics factors; 4) determine whether there is an association

between CFQ scales and Negative Reactions to Food scale to Autonomy scales.

Hypotheses
Parental feeding practices (pressure, restriction, monitoring, and concern) are
significantly associated with mother’s autonomy, mother’s concern about child weight,
mother’s weight, and demographic factors.
Methods
A cross-sectional survey was conducted with a convenience sample of Saudi Arabian
women living in the US to capture their perceptions of their child’s weight, and to identify the
child feeding practices they report using with their child between two-six years of age. The
study was approved by the University of Idaho Institutional Review Board.
Participants
Participants were contacted using a snow-ball technique (Kaplan, Korf, & Sterk,
1987). An initial group of Saudi mothers (n=8) were contacted, and asked to provide contacts
information of mothers with young children. Those mothers then were asked to provide
contact of other mothers and so on.
In addition, a massage was sent to Saudi media clubs from several universities in the
US via Facebook™ requesting contacts information for Saudi mothers with 2-6 years old
children (See Appendix B for the message and a list of clubs). Through the Saudi media
clubs, a list of mothers’ contacts with children between ages of 2-6 years and who were

willing to participate in this study was obtained. Those mothers were told by the Saudi clubs
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about the study and the need of their help before receiving an email from the researcher (See
Appendix C). Then, mothers were contacted via email using the initial contact script (see
Appendix A).
The initial contact script (Appendix A) included the consent statement, description of

the project, and notification of the incentive (Amazon™ gift card), eligibility criteria, and a
hyperlink that directed mothers to the online survey. Participants were eligible to participate
if they could answer “yes” to the following questions: Do you have one or more children
between the ages of 2-6 years?; Were you born in Saudi Arabia?; Have you lived in Saudi
Arabia for a minimum of 15 years?; Are both your parents from Saudi Arabia?; and, Do you
have access to the internet?
Parental Feeding Practices and Perception of Child Weight Questionnaire

The questionnaire included the Child Feeding Questionnaire (CFQ), which is a
reliable and valid questionnaire (Birch et al., 2001). The questionnaire includes questions
about parental attitudes, beliefs, and practices about child feeding and child weight (See
Appendix D). The CFQ includes 31 items measuring seven factors: responsibility of feeding,
parent weight, child weight, concern about child weight, pressure to eat, restrictions, and
monitoring. The responses to all items are coded on a five-point Likert-type scale ranging
from one to five. In addition to the questions on the CFQ, a decision-making domain of
autonomy (Shroff et al., 2009) was included to examine the relationship between mothers’
autonomy and child feeding practices.

Autonomy measures were based on four domains of women’s decision-making
power in various activities: cooking, buying jewelry, obtaining health care and visiting

parents’ home (Shroff et al., 2009). In the present study, autonomy was divided into two
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categories: first, a feeding autonomy; and the second, general autonomy. Feeding autonomy
included four items in women’s decision- making power to decide: 1) items to cook, three
items were added to this category: 2) food that child(ren) are served, 3) food that adults are
served at mealtimes, and 3) rules and practices for feeding children. General autonomy
included three items to measure women’s decision making power: 1) health care for oneself,
2) purchasing jewelry or other major household items, and 3) going and staying with parents
or siblings. Five questions on children’s Negative Reactions to Food (Rowe & Plomin,
1977), and one question asking mothers to identify the body silhouette of their child in
relation to body weight (Eckstein et al., 2006) were included. Demographic questions at the
end of the questionnaire included: mothers’ self-reported height and weight, mother’s
perceived child weight, family income, employment status, number of children and the region

mothers live in the US and in Saudi Arabia (Appendix E).

Translation of the Questionnaire for Women from Saudi Arabia

The English version of the survey was reviewed by three experts in childhood
obesity including one of the CFQ developers to ensure consistency and content validity.
Then, it was translated to Arabic, the predominant language spoken by the participants (See
Appendix F). The survey was back-translated by two people who speak both Arabic and
English.

The questionnaire was pilot-tested with three mothers from Saudi Arabia who were
living in the US. As a result of the pilot, this question, “How often are you responsible for
deciding what your child's portion sizes (amount of food) are?”” was clarified by adding the
phrase “amount of food” in parenthesis to explain “portion size.” A ‘“Not applicable” option

was added to the child weight questions inquiring about children older than 6 years of age
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because the target ages for children in this study was 2-6years old and not all of those
questions may apply. The questionnaire was loaded into an online survey tool,

SurveyMonkey®©, in Arabic and English.

Organization of the Data for Analysis

A convenience sample of 184 mothers from Saudi Arabia and living in the US with
children between ages two-six years old were contacted to complete the questionnaire. Sixty
one respondents (33%) did not meet the inclusion criteria or did not fill out any questions. Of
the 123 remaining respondents 15 (12%) did not complete the survey after question eight or
80% of the questionnaire, which was used as the criteria for removal from the participant
sample. The total number of participants who met the inclusion criteria and completed 80%
of the questions was 108.
Analysis

Upon initial review of the data, responses were not normally distributed and there
were an insufficient number of responses within the demographics. Therefore, responses for
demographic questions were condensed into two to three categories for analysis. Normal
distribution was examined by reviewing histograms displaying the normal curve. See Table 1
for question responses that were condensed.

Table 1. Condensed Response for Each Question

Original Response Scale Condensed Scale
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Q.7 Please select
the image below
that most closely
matches the
image of your
child:

Seven categories for each image Three categories

1- Strongly underweight
2- Slightly underweight
3- Underweight

4- Normal

5- Strongly overweight
6- Slightly overweight

7- Overweight

1- Underweight (strongly
underweight, slightly
underweight, underweight)

2- Normal (normal)

3- overweight (strongly
overweight, slightly
overweight, overweight)

Q.35 Your child
as a preschooler

Five categories
1- Markedly underweight

Three categories
1- Underweight

was/is 2- Underweight 2- Normal
3- Normal 3- Overweight
4- Overweight
5- Markedly overweight
Q.39 How long  Five categories Three categories
have you been 1- Less than 6 months 1- Less than 6 months to one
living in the 2- 6 months to 1 year year
u.s.? 3- More than 1 year to 3 2- More than one year to 3
years years
4- More than 3 years to 5 3- More than three years to
years more than five years
5- More than five years
Q.40 Where are  Five categories Two categories
you currently 1- Northwest 1- West
living in the 2- Southwest 2- East
us.? 3- Midwest
4- Northeast
5- Southeast
Q.42 Whatis  Five categories Three categories
your highest 1- High school 1- High school
degree? 2- Bachelor degree 2- Bachelor degree
3- Master degree 3- Advanced degree
4- Doctoral degree
5- Idon’t have degree
Q.44 Whatis  Seven categories Three Categories

your estimated
family income?

1- Less than $9,600
2- $9,600-$19,200
3- $19,200-$28,800
4- $28,800-$38,400
5- 5-38,400-$48,000
6- 6- $48,000-$63,960
7- More than $63.960

1- Less than $9,600 to $28,800
2- $28,800-$38,400
3- 38,400- more than 63.960

Q.45 What is
your age?

Continuous

Two categories
1- 19-29
2- 30+
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Q.49 How many Continuous Three categories
children do you 1- One child
have? 2- Two children

3- Three or more children

Cronbach’s alpha was used to assess the internal consistency and reliability of
measured items for the CFQ on the Restriction, Monitoring, Pressure, Concern about Weight,
and Perceived Responsibility scales, the Negative Reactions to Foods scale, General
Autonomy scale, and Feeding Autonomy scale. Descriptive statistics including mean and
standard deviation were calculated for questionnaire responses. Spearman's correlation
coefficient was used to examine the association between the dependent variables (restriction,
pressure to eat, monitoring, concern about child weight, negative reactions to food, and
autonomy) with the independent demographic variables (mothers’ BMI, income, educational
level, regions, mothers’ age, length of time in the US, urbanity (SA), and working status).
Spearman's correlation coefficient also was used to measure the association between negative
reactions to food and restriction, pressure to eat, monitoring, concern about child weight, and
autonomy. Statistical significance was set at p<0.05 for all tests and SPSS Statistics (IBM
Corp. Released 2011 IBM SPSS Statistics for Windows. Version 20. Armonk, NY: IBM

Corp) was used to complete the analysis.

Results

The results of this study will begin with a discussion of the demographic information
of the participants. Following the discussion of demographics factors, participants’ responses
were used to identify internal consistency for items on the CFQ (Birch et al. 2001), Negative
Reactions to Food scale (Rowe & Plomin, 1977), and Autonomy scales (Shroff et al., 2009)

for Objective one. As part of objective 2, Saudi mothers’ child-feeding practices using the
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CFQ (Birch et al. 2001), their Negative Reactions to Food, and their General and Feeding
Autonomy were examined. Objectives 3 and 4 investigated1) determination of whether there
was an association between CFQ scales, Negative Reaction to Food, and Autonomy to
demographics factors and 2) whether there was an association between CFQ scales and
Negative Reaction to Food to Autonomy. Following the results is a comparison of means
(SD) from CFQ scales in the present study with previously published research. Results of

each objective and the comparison of CFQ scales are provided below.

Demographics Information from Saudi Mothers Living in the US

The age of participants (n=108) ranged from 20 to 37 years (M = 27.7), and the gender
of their children was 38% (41) female and 57% (62) male. Five participants did not answer
the item regarding their child’s gender. Participants’ demographic information is provided in
Table 2. Mothers’ height and weight were obtained via self-report and were used to calculate
BMI (kg/cm). Mothers with BMIs between 25 and 29.9 were considered overweight (30%,
n=25); those with a BMI at or above 30 were classified as obese (17%, n=14); (50%, n=41) of
mothers had normal weight with BMI at 18.5-24.9; and (2%, n=2) were underweight with
BMI at less than 18.5 (CDC, 2011). BMI data were not included for 14 women in the sample
due to pregnancy. Participants were asked to self-report their weight as underweight, normal,
or overweight. Eight participants (7%) reported themselves as being underweight, 62 (57%)
reported themselves as being normal, 25 (23%) of the participants reported themselves as
being overweight, and 9 (8%) reported themselves as markedly overweight. Some mothers
misclassified themselves and perceived themselves as having normal weight while they were

overweight or perceived themselves as underweight while they were normal.
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Seventy one percent (77) of the participants reported that they were working on a
degree. The majority of participants, 88% (95), reported not having a job aside from being a
student. Thirty nine percent (42) of the participants lived in western half of the US, and 54%
(58) lived in the eastern half of the US. About 11% (12) of the participants lived in the US for
less than six months to one year, 44% (47) lived in the US for more than one year to three
years, and 42% (45) lived in the US for more than three years. When participants were asked
about their child’s weight as a preschooler, (24%, n=26) reported that their child was
underweight, (59%, n=64) reported that their child was normal, (4%, n=4) reported that their
child was overweight, and (4%, n=4) reported their child’s age was not applicable to the
weight question. Some participants did not respond to all questions and therefore, the
percentages may not add up. Full demographic information is provided in Table 3.

Table 2. Demographics information of mothers from Saudi Arabia with children between 2-6

years of age

Demographics N (%)
Age of mothers
20-29 67 (64%)
>30 37 (36%)
Number of children
One child 37 (34%)
Two children 45 (42%)
Three or more children 20 (19%)
Educational level
High school 21 (19%)
Bachelor degree 49 (45%)
Advanced degree 32 (30%)
Household income
Less than 9,600 2 (2%)
$9,600-$19,200 15 (14%)
$19,200-$28,800 15 (14%)
$28,800-$38,400 37 (34%)
38,400-$48,000 21 (19%)

$48,000-$63,960 8 (7%)
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More than $63.960 4 (4%)
Region in Saudi Arabia
Eastern 43 (40%)
Southern 6 (6%)
Western 29 (27%)
Northern 1 (1%)
Central 23 (21%)
Urbanity (Saudi Arabia)
Urban 81 (75%)
Rural 6 (6%)
Suburban 14 (13%)
BMI
Underweight 2 (2%)
Normal 41 (50%)
Overweight 25 (30%)
Obese 14 (17%)
Child care
Yes 66 (65%)
No 36 (35%)

Internal consistency for CFQ scales, Negative Reactions to Food, and Autonomy
Cronbach’s alpha for negative reactions to food, monitoring, and concern were found
to be highly reliable (See Table 2): Negative reactions to food consisted of five items,
monitoring feeding practice consisted of three items, and mothers’ concern about child weight
consisted of 3 items. The perceived responsibility subscale was less reliable and consisted of
three items. Restriction and pressure had low reliability: restriction consisted of seven items
with Q.11 removed to get a higher reliability score and pressure in feeding practices consisted
of four items. The internal consistencies in the original CFQ for all factors (monitoring,
concern, restriction, pressure, and perceived responsibility) ranged from 0.70 to 0.93 versus
0.41 to .87in the present study. General autonomy was highly reliable and consisted of three
items, and feeding autonomy had a low reliability and consisted four items. See Table 2 for

internal consistency scores across all scales from the questionnaire.
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Identification of Saudi Mothers’ Child-Feeding Practices Using the CFQ: Perceived
Responsibility, Pressure, Restriction, Monitoring, and Concern

The mean (SD) for perceived responsibility were 4.1 (0.8); for concern about child
weight were 1.8 (1.2); for restriction were 3.8 (0.8), for pressure to eat were 3.9 (0.9), and for
monitoring were 4 (0.9). The mean (SD) indicated a high level of perceived responsibility,
mothers’ used of restriction, pressure, and monitoring feeding practices, and low level of
concern about child weight. See Appendix G for full output of responses.
Table 3: Means, Standard Deviation, and Cronbach’s Alpha for Negative Reactions to Food,

Child Feeding Questionnaire, Self-Reported General and Feeding Autonomy

M SD Cronbach's ¥
Negative Reactions to Food 3.47 0.3 0.80
Pressure 3.77 0.36 0.41
Restriction 3.64 0.34 0.52
Monitoring 3.95 0.16 0.87
Concern 1.93 0.11 0.78
Perceived Responsibility 4 0.08 0.67
General Autonomy 1.1 0.03 0.73
Feeding Autonomy 1.27 0.14 0.56

Note: (1) Responses were rated from one to five, with one being Not All Like My Child and
five being Very Much Like My Child. M = 12.6, SD = 4.4 in the original study (Rowe &
Plomin, 1977).

(2 & 3) Responses were rated from one to five, with one being Disagree and five Agree.

(4) Responses were rated from one to five, with one being Never and five being Always.

(5) Responses were rated from one to five, with one being Unconcerned and five being Very
Concerned.

(6) Responses were rated from one to five, with one being Never and five being Always.

(7 & 8) Responses were rated from one to two, with one being Respondent Plays a Role and
two being Respondent Does Not Play a Role.

Identification of Saudi Mothers’ Report of Their Child’s Negative Reactions to Food
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The majority of participants, 67% (73), reported that once their child has decided
he/she doesn’t like a food, he/she won’t try it again. A little over half of the participants
reported that their child rarely likes new foods the first time he/she tries them (56%, 61). The
majority of participants, 62% (67) reported that their child tends to dislike many kinds of
food. Fifty two percent (56) of participants reported that their child has strong likes and
dislikes in food. Forty four percent (48) of the participants reported that their child tends to
react negatively to new foods” and 38% (41) reported that it’s unlikely to that their child

would react negatively to new food. See Appendix G for full output.

Identification of Saudi Women’s Autonomy
The mean (SD) for feeding autonomy were 1.07 (0.64), and 1.25 (0.43) for general

autonomy which indicated high level of autonomy in Saudi mothers.

Identification of Saudi Mothers’ Selected Silhouette for Their Child
The majority, 69% (n = 75) of participants selected a sketch that depicted their child at
a lower weight or smaller size compared to a sketch depicting their child at a higher weight or
larger size 7% (n = 7). See table 4 for mean, SD, and frequencies of Saudi mothers’ selected
silhouette for their child.
Table 4: Means, Standard Deviation, and Frequencies of Silhouettes for Saudi Arabian

Mothers Who Live in the US to Select the Matched Sketch of Their 2-5 Years Old Child

N M? SD Underweight®  Normal  Overweight
n (%) n (%) n (%)
Silhouettes! 106 1.86  0.846 75 (69) 24 (22) 7(7)

Note: (1) Gender— and age-range—specific sketches one for girls and one for boys. In analysis,
sketch 7 on left (heaviest) and sketch 1 on right (lightest) (Rowe & Plomin, 1977).
(2) Mean indicated a smaller sketch.
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(3) Sketches were collapsed with 1, 2, 3 sketches represented a lighter sketch (underweight), 4
represented a normal sketch (normal weight), and 5, 6 represented a heavier sketch
(overweight). No one of the participants chose sketch 7.

Association between CFQ Scales, Negative Reaction to Food, and Autonomy to
Demographics Factors

Concern about child weight was negatively associated with income (r =-0.20, p =
0.04), and length of time in the US was negatively associated with silhouette (r =-0.20, p =
0.04). No significant association between other CFQ items and autonomy with other

demographic factors was identified (see Table 5).



Table 5: Spearman Correlation Coefficient for Child Feeding Questionnaire Scale, Silhouette, and Autonomy with Demographics for

Saudi Arabian Mothers with children between 2-6 years of age

Monitoring Restriction Concern Pressure Perceived Silhouette General Feeding
Responsibility Autonomy  Autonomy
r r r r r r r r

Age of mothers -0.13 0.09 -0.18 0.03 -0.07 -0.07 -0.12 -0.02
Mothers’ BMI 0.05 0.043 0.10 -0.05 0.03 -0.09 -0.10 -0.00
# of children -0.09 0.05 0.05 0.14 0.02 -0.00 -0.06 -0.01
Education level -0.03 0.06 -0.11 0.04 -0.09 0.03 -0.14 -0.00
Employment -0.11 -0.14 -0.06 -0.71 0.07 -0.06 -0.18 -0.10
Income -0.17 0.06 -0.20* -0.06 0.00 -0.08 -0.00 -0.17
Region in SA -0.02 -0.10 -0.00 -0.11 -0.03 -0.06 -0.10 0.04
Time in the US 0.08 0.00 -0.03 -0.05 -0.09 -0.20%* 0.12 0.9

Urbanity SA 0.00 -0.40 0.05 0.07 -0.02 0.09 0.07 0.09

*Significance at p < 0.05

1%
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Association between Child Feeding Scales and Autonomy

Concern about child weight and feeding autonomy were positively associated (r =
0.20, p = 0.04), as were perceived responsibility and feeding autonomy (r = 0.21, p = 0.03).
No significant association was identified between general autonomy and the scales of the

CFQ (see Table 6).

Table 6: Spearman Correlation Coefficient for Child Feeding Questionnaire and Autonomy

General Autonomy Feeding Autonomy
Factors of influence r p r p
Pressure to eat 0.05 0.63 0.07 0.45
Restriction -0.10 0.34 -0.13 0.20
Monitoring -0.13 0.18 -0.04 0.67
Concern 0.09 0.36 0.20 0.04*
Perceived Responsibility -0.13 0.18 0.21 0.03*

*Significance at p < 0.05
Association between Child Feeding Scales, Negative Reaction to Food and Silhouettes
Significant associations between CFQ scales and negative reactions to food were

identified. Restriction was positively associated with negative reactions to food with r = 0.20,
p = 0.04; Perceived responsibility was negatively associated with negative reactions to food
with r =-0.19, p = 0.05; and concern about child weight also was negatively associated with
negative reactions to food with r =-0.19, p = 0.05. Concern about child weight was positively
associated with silhouettes with (r = 0.23, p = 0.02). Spearman Correlation for CFQ, negative

reactions to food, and silhouettes was presented in table 7.
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Table 7: Spearman Correlation Coefficient for Child Feeding Questionnaire, Negative

Reactions to Food, and Silhouettes

Negative Reactions Scale Silhouettes
Factors of influence r p r p
Pressure to eat 0.06 0.56 -0.01 0.90
Restriction 0.20 0.04* -0.07 0.50
Monitoring -0.05 0.62 0.13 0.19
Concern 0.19 0.05* 0.23 0.02*
Perceived Responsibility -0.19 0.05* 0.19 0.06

*Significance at p < 0.05

Comparison of Means (SD) from CFQ scales in Present Study and Other Studies

The mean score for perceived responsibility in the present study was consistent with
previous studies that reported mean scores Hispanic, African-American, Australian, and
White ethnicities in previous literature. The mean score for pressure to eat was similar in all
ethnicities presented in table 8, but lower in White mothers from the U.S. The mean for
monitoring child food intake was consistent in all ethnicities. Presentation of mean (SD)
across ethnicities are presented in Table 8.
Table 8. Reported Mean (SD) Scores for Categories on the Child Feeding Questionnaire

among Ethnicities

Saudis  Hispanic’  African White Australian®
American  American®
Categories M (SD)
Perceived 41(0.8) 479(0.6) 46(0.7)  3.6(08) 4.6 (0.6)
responsibility
Concernabout 1.8(1.2) 230(1.2) 21(12) 2.9 (1.5) 1.8 (1.0)

child weight
Restriction 3.8(0.8) 4.19(1.1) 4.3(0.8 2.8 (1) 3.6 (0.9)




o1

Pressuretoeat 3.9(0.9) 3.70(0.9) 3.6(0.9) 1.6 (0.8) 2.7 (1.0)
Monitoring 4(0.91) 4.05(1.1) 4.3 (1) 3.6 (1) 4.3 (0.7)
Perceived child 3.01(0.3) 2.9(0.5) 3(0.3)
weight

Note. (1)Anderson, C. B., Hughes, S. O., Fisher, J. O., & Nicklas, T. A. (2005). Cross-cultural
equivalence of feeding beliefs and practices: The psychometric properties of the child feeding
questionnaire among Blacks and Hispanics. Preventive Medicine, 41(2), 521-531.

(2)Crouch, P., O'dea, J. A., & Battisti, R. (2007). Child feeding practices and perceptions of
childhood overweight and childhood obesity risk among mothers of preschool children.
Nutrition & Dietetics, 64(3), 151-158.

(3)Spruijt-Metz, D., Lindquist, C. H., Birch, L. L., Fisher, J. O., & Goran, M. I. (2002).
Relation between mothers' child-feeding practices and children's adiposity. The American
Journal of Clinical Nutrition, 75(3), 581-6.

Discussion

The purpose of this study was to examine the relationship between Saudi mothers’
feeding practices, children negative reactions to food, and mothers' autonomy. The four
objectives of the study were to: 1) identify internal consistency for Child Feeding
Questionnaire (CFQ) (Birch et al. 2001), Negative Reactions to Food Scale (Rowe & Plomin,
1977), and Autonomy Scales (Shroff et al., 2009) in Saudi Arabian mother’s with young
children, 2) identify Saudi mothers’ child-feeding practices and attitudes using the CFQ
(Birch et al. 2001), their Negative Reactions to Food, and Autonomy; 3) determine whether
there is an association between CFQ scales, Negative Reaction to Food, and Autonomy to
demographics factors; 4) determine whether there is an association between CFQ scales and
Negative Reaction to Food to Autonomy.

Upon examination of the internal consistency for CFQ scales, Negative Reactions to
Food, and Autonomy scales in Saudi Arabian mothers with young children was found to be
consistent and highly reliable for negative reaction to food, monitoring, concern of child’s

weight, and autonomy in feeding. On the other hand, restriction and pressure in child feeding
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demonstrated poor internal consistency. The internal consistencies in the original CFQ for all
factors (monitoring, concern, restriction, pressure, and perceived responsibility) ranged from
.70 t0 .93 in White Americans and Hispanic (Birch et al., 2001), versus .41 to .80 in the
present study. The range of the internal reliability from the present study is consistent with
Chinese-Americans (internal reliability .48 to .99) from previous research (Huang et al.,
2012).

Weak associations were identified in Saudi mothers’ feeding practices, negative
reactions to food, silhouettes, and demographics. In the present study, concern about child
weight was negatively associated with household income indicating that a greater concern
about child’s weight was present for Saudi mothers reporting a lower income. As income can
influence the foods purchased and offered to children that support a healthy weight, low
income families may had the additional concern about being able to offer foods to their
children that are supportive of a healthy weight. This finding is consistent with Gray et al.,
(2007) study and indicated a higher risk for childhood obesity among children from low-
income family. It was found that low-income families with overweight children, or at risk of
being overweight, are more likely to specify the cost of their children’s diet as one factors
influencing their children’s weight (Gray et al., 2007). Concern about child weight may result
in the use of inappropriate and controlling parental feeding practices especially among low-
income family (Cardel et al., 2012).

In this study, the more concern Saudi mothers reported about their child’s weight the
lower score reported for their child’s picky eating. Overweight children receive less pressure
to eat but experience more restriction with certain kinds of food than normal and underweight

children (Cardel et al., 2012; Crouch et al., 2007; Kroller & Warschburger, 2009). In
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addition, picky eaters are often at a lower weight and thus, parents may have less concern of
overweight. However, parents of picky eaters could have greater concern for their child not
consuming sufficient amounts or types of food and being at risk for underweight.

On the other hand, Saudi mothers’ concern about their child’s weight is weakly
associated with a larger silhouette. Eckstein et al., (2006) stated that parents who recognized
their child as overweight were more likely to be worried and concerned about their child’s
weight. Saudi parents have reported that obesity is unhealthy (Hashemi, 2009) and thus they
are aware of the need to address obesity in their children, which is indicated in the present
study.

The greater use of restrictive feeding practices was associated with negative reactions
to food in the present study. Saudi mothers who are more restrictive in their feeding may be
fostering picky eating behaviors. Previous literature has identified negative outcomes of
restrictive feeding practices: an increase of consuming the restricted foods, eating in the
absence of hunger, and obesity (Fisher and Birch, 1999, Jansen et al., 2008). Restrictive
feeding practices are often used by mothers who are concerned about their child being
overweight (Gray et al., 2007; May et al., 2007; Pagnini et al., 2007; Spruijt-Metz et al.,
2002). While restrictive feeding was not associated with concern about weight in the present
study, participants frequently reported using restriction with their children. Although,
mothers’ perceived responsibility was negatively associated with negative reactions to food
indicating further understanding on how mothers’ define perceived responsibility needs
further study.

Despite the results in the present study with no significant association between the

pressure scale and demographics, negative reactions to food or autonomy, it is notable that


http://www.sciencedirect.com/science/article/pii/S019566631100691X#b0215

54

over half of the participants reported using pressure feeding practice with their children.
Galloway et al., (2006) found that pressuring children to eat is associated with less food
consumed and children had a greater number of negative comments and reactions about the
food. Higher levels of pressure are associated with decreased fruit and vegetable intake and
increased consumption of low energy-dense foods such as fast and junk foods in both boys
and girls during early childhood (Wardle et al., 2005), Further, children who were forced to
eat were more likely to develop avoidance eating behaviors (Powell, Farrow, & Meyer, 2011,
Kroéller & Warschburger, 2008).

Saudi mothers in this study reported that they had autonomy and perceived
responsibility was positively associated with feeding autonomy. Saudi traditional family
dynamic includes defined and divided roles and responsibilities by gender (Dwairy et al.,
2006; Long, 2005). Since the traditional role for Saudi women is the rearing of children
(Long, 2005) results of the present study in that women have feeding autonomy and that
perceived responsibility is associated with feeding autonomy is expected. However, in
consideration of the historical role of women in the household and gender equality (Elamin &
Omair, 2010; Metcalfe, 2008) the results of the present study unexpectedly identified Saudi
women in the US as having general autonomy. This could be a result of Saudi women being
exposed to the Western culture by living in the US (Elamin & Omair, 2010) and results may

be different for Saudi women living in Saudi Arabia.

Limitations
A few limitations are recognized in this study. The participant sample is a convenience
sample of Saudi mothers who are living in the US, and thus results from this study cannot be

inferred to Saudi mothers who live in Saudi Arabia or to mothers from other countries. The
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self-selected sample also resulted in a highly educated sample which further delineates the
sample from mothers living in Saudi Arabia. Mothers in Saudi Arabia have a different
support system than Saudi mothers living in the US and therefore may respond differently to
questions.

Weight and height were self-reported for mothers, which may not accurately reflect
actual weight in mothers. Future studies should measure actual weight and height for both
mothers and children, and examine the relationship between parental feeding practices and
child weight among mothers who live in Saudi Arabia.

Conclusion

This study presents an exploratory study of mothers who are native Saudi Arabians,
living in the US and their reported maternal feeding practices using the CFQ, negative
reactions to food, and autonomy. Internal reliability was identified and consistent feeding
practices among Saudi mothers in the US were found in comparison to results from previous
literature on other ethnicities. Saudi mothers did present concern with their child’s weight
and negative reactions to food. Mothers reported use of restrictive and pressuring parenting
feeding practices that should be studied further. While Saudi Arabian mothers living in the
US reported general and feeding autonomy, further research is needed with mothers living in
Saudi Arabia. This exploratory study provides foundational information on maternal feeding
practices and women’s autonomy in Saudi Arabian mothers with their children that can be

used for future study.
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Appendix A: Initial Contact Script

Hello,

Your contact information was given to me as someone who would be interested in
participating in completing an online survey about parental feeding practices. In addition, you
may be eligible to win one of four $25 amazon gift card if you complete all of the questions
on the survey. The University of Idaho Institutional Review Board has approved this study.

In order determine your eligibility participate, I am going to ask you a few questions. Please
respond yes or no to the following:

Do you have one or more children between the ages of 2-6 years?
Were you born in Saudi Arabia?

Have you lived in Saudi Arabia for a minimum of 15 years?

Are both your parents from Saudi Arabia

Do you have access to the internet?

ko E

If the answer is no on any of the questions, you are not eligible to take the survey.
If the answer is yes to all questions, you are eligible to take the survey.

You may be assured of complete confidentiality. Your email will not be shared with anyone
and it will not be used for any other purpose other than to contact you with the survey link.

If you know of anyone else who may be interested in completing the survey, please send her
contact information to Iman Almarhoon at alma9539@vandals.uidaho.edu.

* To take the survey, click on:
English version: "Take The Survey"
Arabic version: "Take The Survey"

We would be happy to answer any questions you might have. Please Dr. Ramsay at (208)
885-6026, or contact Iman Almarhoon at (208) 301-3890.

Sincerely,
Iman Almarhoon (MS Candidate) Samantha Ramsay, PhD, RD, LD
Family and Consumer Sciences Assistant Professor, Foods and Nutrition

University of Idaho University of Idaho
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Appendix B: Message Sent On Facebook to Saudi Media Clubs & List of Saudi Students
Club
Hello,

My name is Iman Almarhoon and | am currently a graduate student at the University
of Idaho. | am doing a study about parental feeding practices and attitudes in mothers from
Saudi Arabia with children between ages 2-6 years old and who are living currently in the US.
Kindly, I would like you to help me contact mothers that have children between 2-6 years old
in your city to fill it out the survey, and if you know other mothers around the US, please
provide their contacts to me as well. The contacts you provide will not be shared with anyone
and it will not be used for any other purpose other than to contact mothers about the survey.
List of Saudi Students Clubs

Saudi Students Association in Kent, Ohio; Saudi Students Club Fayetteville,
Arkansas; Saudi Students Club at St. Cloud State University; Saudi Students Club at Florida
International University; Saudi Students Society in Boston; Saudi Students Club at Virginia
Tec, Saudi Students Association at the University of Akron, Ohio; Saudi students Association
at SMU; Saudis in UMN; Saudi Students Club at St Mary’s University; Saudi Students Club
at ASU; Saudi Students in Madison, WI; The Saudi Student Club of the University of
Scranton; Saudi Students Club at UTSA; Saudi Students Events in Seattle, WA, Saudi
Students Association at Lamar University; Saudi Club in NY; Saudi Students Club in

Portland; Saudi Students Association at WVU.

Thank you,

Iman Almarhoon
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Appendix C: Child Feeding Questionnaire Factors, Items, and Response Options (Birch

et al., 2001)
Factor Variahle Cirder (uestion Response options
name {#
Perceived PRI I When your child is at home, how often are you 1 =never;
responsibility PRI responsible for feading her? 1 =seldomy
PR3 2 How often are you responsible for deciding what 3=half of the time;
your child’s partion sizes are? 4 =most of the time;
3 How otten are you responsible for deciding if S=always
your child has eaten the right kind of foods?
Perceived FPWI 4 Your Childhood (3 to 10 years old) | =markedly underweight;
parent weight  PPW2 5 Your adolkscence I=underweight;
PPW3 [ Your Mk 1 =normal;
PPW4 7 At present 4 =overweight;
S=markedly overweight
Perceived PCWI1 ] Your child during the first year of life | =markedly underweight;
child weight PCW2 9 Your child as a toddler I=underweight;
PCW3 10 Your child as a pre-schooler I =normal;
Mot usad in 11 Your child kindergarten through 2nd grade 4 =overweight;
analysis due 12 Your from child 3rd through 5th grade S=markedly overweight
to sample age 13 Your child from 6th through &th grade
Concern about  CNI 14 How concerned ame you about your child | =unconcerned;
child weight eating too much when you are not around her? 2 =a little concerned,
T2 15 How concerned ame you about your child having J=concerned;
to diet to maintain a desrable weight? 4 =fairly concerned;
CH3 16 How concerned ame you about your child becoming 5 =very concerned
aover weight?
Restriction R5TIA 17 I have to be sure that my child does not eat | =disagree;
too many sweets (candy, icecream, cake 2 =slightly dizsagree;
or pastries) 3 =necutral;
R5TIB 18 I have to be sure that my child does not cat 4 =slightly agres;
too many high-fat foods S5=agree
RETIC 1% I have to be sure that my child does not eat
too much of her favorite foods
R5T2 20 I intentonally keep some foods out of my
child’s reach
RETIA 21 I offer sweets (candy, ice cream, cake, pastrizs)
to my child as a reward for good behavior
R5T3B il I offer my child her favorite foods in exchange for
good behavior
RET4A 3 If I did not guwide or regulate my child’s eating,
she would eat too many junk foods
R5T4B e If 1 did not guide or regulate my child's eating,
she would eat too much of her Favorite foods
Pressum to eat  PEL 25 My child should always eat all of the | =disagree;
food on her plate 2 =slightly disagree;
PE2 26 I have to be especially careful to make J=ncutral,
sure my child eats enough 4 =slightly agres;
PE3 £i If my child says “I'm not hungry™, S=agree
I try to get her to eat anyway
PE4 2 If I did not guide or regulate my child’s
cating, she would eat much less than
she should
Monitoring MM '} How much do you keep track of the sweets 1 =never;
(candy, ice cream cake, pics, pastries) I =rarely;
that your child cats? J=sometimes;
MM n How much do you keep track of the snack food 4 =mostly;
(potato chips, Daritos, cheese pulls) S=always
that your child eats?
MM £l How much do you keep track of the high-fat

foods that your child eats?
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Appendix D: English Version of the Survey

Introduction: Thank you for completing the survey. In order for the results to be an accurate
representation of Saudi parents, it is important that each question is answered; however you
are free to not respond to any question. If you complete all the questions on the survey, you
will be entered into a drawing to win one of four $25 Amazon gift cards. Before you begin,
you should be able to answer “yes” to all of the following questions. If you cannot answer
“yes” to all the questions please close out of the survey.

Do you have one or more children between the ages of 2-6 years?
Were you born in Saudi Arabia?

In the past, did you live in Saudi Arabia for a minimum of 15 years?
Are both your parents from Saudi Arabia?

Do you have access to the internet?

agkrownE

We would like to know more about your child’s eating. Please read the following
statements and check one box for each statement to show how YOUR child feels about
trying new foods. It is important to remember that there are no “right” or “wrong”
answers to these questions; we are interested in what parents really feel and do.

Not at Somewhat | Neither Somewhat | Very
all like | unlike my | like my like my much
my child child or child like
child unlike my my
child child
Once my child has decided
1 | he/she doesn’t like a food, O O O O O
he/she won’t even try it
again.
My child rarely likes new
2 | foods the first time he/she O m m i o
tries them.
My child tends to dislike
3 | many kinds of food. O O O o o
My child has strong likes
4 | and dislikes in food. O o O ] ]
My child tends to react
5 | negatively to new foods. O | i i i

6- What is your child’s gender?

1. Male
2. Female




Mal

Femal

7- Please select the image below that most closely matches the image of your child:
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Ages 2-5

Ages 2-5

| 7 | 6 | 5 4 3 2 [ 1 ]
Now we will ask you some questions about how you feed your child.
Never | Seldom | Half of | Most of | Always
the the
time time
When your child is at home, how often
8 | are you responsible for feeding O O O O O
her/him?
How often are you responsible for
9 | deciding what your child's portion sizes | O O O O O
(amount of food) are?
How often are you responsible for
1 | deciding if your child has eaten the O O O O O
0 | right kind of foods?
Respond to the following questions thinking about how you feed your child.
Disagree | Slightly | Neutral | Slightly | Agree
disagree agree
| have to be sure that my child does
11 | not eat too many sweets (candy, ice O O O O O
cream, cake or pastries).
| have to be sure that my child does
12 | not eat too many high-fat foods. O O O O O
| have to be sure that my child does
13 | not eat too much of her/his favorite O O O O O

foods.
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| intentionally keep some foods out
14 | of my child's reach. O O O O O
| offer sweets (candy, ice cream,
15 | cake, pastries) to my child as a O O O O O
reward for good behavior.
| offer my child his/her favorite
16 | foods in exchange for good behavior. | (O O O O O
My child should always eat all of the
17 | food on her/his plate. O O O O O
| have to be especially careful to
18 | make sure my child eats enough. O O O O O
If my child says ~"I'm not hungry", |
19 | try to get her/him to eat anyway. O O O O O
If I did not guide or regulate my
20 | child's eating, she/he would eat much | (O O O O O
less than she/he should.
If I did not guide or regulate my
21 | child's eating, she/he would eat too O O O O O
many junk foods.
If I did not guide or regulate my
22 | child's eating, she would eat too O O O O O
much of her favorite foods.
Respond to the following questions thinking about how often you keep track of
your child's food intake.
Never Rarely | Sometimes | Mostly | Always
How much do you keep track of
23 | the sweets (candy, ice cream O O O O O
cake, pies, pastries) that your
child eats?
How much do you keep track of
24 | the snack food (potato chips, O O O O O
Doritos, cheese puffs) that your
child eats?
How much do you keep track of
25 | the high-fat foods that your O O O O O
child eats?
Respond to the following questions about your concern with your child's eating and
weight.
Unconcerned | A little Concerned | Fairly Very
concerned concerned | concerned
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How concerned are
26 | you about your child O O O O O
eating too much when
you are not around
her/him?

How concerned are
27 | you about your child O O O O O
having to diet to
maintain a desirable
weight?

How concerned are

28 | you about your child O O O O O

becoming over
weight?

Now we will ask you some questions about your own childhood.

Markedly Underweight | Normal | Overweight | Markedly
underweight overweight
During your
29 | Childhood (2-6 years O O O O O
of age) you were
During your
30 | adolescence (7-18 O O O O O
years of age) you
were
During your early
31 | adulthood (your 20s) O O O O O
you were
At the present time
32 | youare O O O O O
Respond to the following questions about your child.
Markedly Underweight | Normal | Overweight | Markedly Not
underweight overweight | Applicable
Your
33 | child O O O O O O
during
the first
year of
life was
Your
34 | child as O O O O O O
a toddler
was/is
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35

Your
child as O
a
prescho
oler
was/is

36

Your
child as O
a

kinderga
rtener is

The following questions ask about you.

37-To what region in Saudi Arabia do you live? (circle one)

akrownE

38-While in Saudi Arabia what kind of community did you live in?
1.
2.
3.

39- How long have you been living in the U.S.?

ko

40- Where are you currently living in the U.S.?

41- Are you currently a student or working on a degree?

koo

Eastern
Southern
Western
Northern
Central

Urban area
Rural area
Suburban area

Less than 6 months

6 months to 1 year

More than 1 year to 3 years
More than 3 years to 5 years
More than five years

Northwest
Southwest
Midwest
Northeast
Southeast




1. I'am not working on a degree
2. | am currently working on a degree

42- What is your highest degree?

High school
Bachelors Degree
Masters Degree
Doctoral Degree

| do not have a degree

oL PE

43- Are you working outside of being a student?

1. No
2. Yes: Please list your occupation

44- What is your estimated family income?

Less than 3000 SR
3001- 6000 SR
6001-9000 SR
9001-12,000 SR
12,001-15,000 SR
15,001-20,000 SR
>20,001 SR

NoookrwnpE

45- What is your age? YEARS
46- What is your estimated height? CENTIMETERS
47- What is your weight? KILOGRAMS
48- Are you currently pregnant, how many weeks?
| am not pregnant.
1. Yes

If yes, include the number of months

49-How many children do you have?

50- Is your child attending child care outside the home?
1. No
2. Yes Please describe

51- Decisions about feeding my child(ren) are usually made by (circle one)

76



Me alone

agbrownE

77

Me primarily, though other adults in our home or family are sometimes involved
Me and other adults in our home or family, who are equally involved

Other adults in our home or family primarily, but I am involved

Other adults in our home or family; I am not involved

Who makes the following decisions in

your household:

You plays arole

You doesn’t play a role

52 | What items to cook? O O
53 | The foods that child(ren) are served? O O
54 | The foods that adults are served at

mealtimes? O O
55 | Rules and practices for feeding

children? O O
56 | Obtaining health care for yourself? O O
57 | Purchasing jewelry or other major O O

household items?
58 | Your going and staying with parents O O

or siblings?

Please enter your email address to get a chance to win one of four $25 amazon gift card!
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Table 1: Mothers Report of Weather Their Children Have Negative Reaction to Food*

Not at all

Once my child has decided
he/she doesn’t like a food,
he/she won’t even try it
again.

My child rarely likes new
foods the first time he/she
tries them.

My child tends to dislike
many kinds of food.

My child has strong likes and
dislikes in food.

My child tends to react
negatively to new foods.

3.7% (4)

11% (12)

10% (11)

23% (25)

Somewhat

%(n)

18 (19)

20% (22)

18% (19)

17% (18)

15% (16)

Neither Somewhat Very
%(n) %(n) %(n)

8.3% (9) 36.1% (39) 329% (34)

10% (11)  31%(33) = 26% (28)

7% (7)  27%(29)  35% (38)

21% (23)  20% (22)  32% (34)

15% (16)  32% (34) = 13% (14)

*Rowe, D. C. & Plomin, R. (1977). Temperament in early childhood. Journal of Personality

Assessment, 41, 150-156.

Table 2: Mothers’ Reporting Their Responsibility of Feeding Their Children

When your child is at home, how
often are you responsible for
feeding her/him?

How often are you responsible
for deciding what your child's
portion sizes (amount of food)
are?

How often are you responsible
for deciding if your child has
eaten the right kind of foods?

Seldom
%(n)

6% (6)

8% (9)

10% (11)

Half of the ~ Most of Always
time the time %(n)
%(n) %(n)

19% (20) 36% (39)  39% (42)

20% (22)  34% (37)  35% (38)

150%(16)  37% (40)  36% (39)



Table 3: Reporting Of Mothers’ Level of Restrictions

Disagree
%(n)

I have to be sure that my

child does not eat too 1% (1)
many sweets (candy, ice

cream, cake or pastries).

I have to be sure that my

child does not eat too 1%(1)
many high-fat foods.

I have to be sure that my

child does not eat too 8% (9)
much of her/his favorite

foods.

| intentionally keep some

foods out of my child's 11% (12)
reach.

| offer sweets (candy, ice

cream, cake, pastries) to 7% (7)
my child as a reward for

good behavior.

| offer my child his/her

favorite foods in 6% (6)
exchange for good

behavior.

If I did not guide or

regulate my child's 21% (23)

eating, she/he would eat

too many junk foods.

If I did not guide or

regulate my child's 3% (3)
eating, she would eat too

much of her favorite

foods.

Slightly
disagree
%(n)

5% (5)

7% (7)

13% (14)

11% (12)

12% (13)

15% (16)

14% (15)

7% (7)

Table 4: Reporting of Mothers’ Level of Pressure

Disagree
%(n)

My child should always eat

all of the food on her/his 11% (12)

plate.

Slightly
disagree
%(n)

11% (12)

Neutral
%(n)

10% (11)

14% (15)

31% (33)

9% (10)

15% (16)

21% (23)

22% (24)

9% (10)

Neutral
%(n)

19% (20)

Slightly
agree
%(n)

26% (28)

42% (45)

28% (30)

28% (30)

29% (31)

27% (29)

24% (26)

19% (20)

Slightly

agree
%(n)

20% (22)

86

Agree
%(n)

57% (61)

36% (39)

18% (19)

40% (43)

37% (40)

30% (32)

18% (19)

34% (37)

Agree
%(n)

38% (41)



| have to be especially

careful to make sure my 13% (14) 7% (6) 15% (16)
child eats enough.

If my child says ~"I'm not

hungry"”, I try to get her/him 6% (6) 23% (25) 16% (17)
to eat anyway.

If I did not guide or regulate

my child's eating, she/he - 7% (7) 14% (15)
would eat much less than

she/he should.

Table 5: Reporting of Mothers’ Level of Monitoring

Never  Rarely Sometimes
How much do you keep track of
the sweets (candy, ice cream cake, 2% (2) 2% (2) 19% (20)
pies, pastries) that your child eats?
How much do you keep track of
the snack food (potato chips, 2% (2) 5% (26) 24% (26)
Doritos, cheese puffs) that your
child eats?
How much do you keep track of
the high-fat foods that your child 3% (3) 7% (8) 27% (29)
eats?

Table 6. Reporting of Mothers’ Level of Concern

Unconcerned A little Concerned
concerned

How concerned are you

about your child eating

too much when you are 53% (57) 19% (21) 8% (9)
not around her/him?

How concerned are you

about your child having 66% (71) 8% (9) 9% (10)
to diet to maintain a

desirable weight?

How concerned are you

about your child 50% (54) 21% (23) 6% (6)
becoming over weight?

24% (26)

33% (36)

23% (25)

Mostly

38% (41)

34% (37)

33% (36)

Fairly

concerned

11% (12)

7% (8)

10% (11)

87

40% (43)

21% (23)

54% (59)

Always

38% (41)

34% (37)

28% (30)

Very

concerned

7% (7)

7% (8)

9% (10)



Table 7: Reporting of Mothers Perception of Their Weight

During your
Childhood (2-6
years of age)
you were
During your
adolescence (7-
18 years of age)
you were
During your
early adulthood
(your 20s) you
were

At the present
time you are

Markedly
underweight
%(n)

3% (3)

4% (4)

1% (1)

1% (1)

Underweight

%(n)

19% (21)

18% (19)

14% (15)

7% (8)

Table 8: Reporting of Mothers’ Perception of Their Child Weight

Markedly  Underweight Normal
underweight %(n) %(n)
%(n)

Your child
during the 3% (3) 12% (13) 68%
first year of (73)
life was
Your child
as a toddler 2% (2) 18% (19) 73%
was/is (79)
Your child
asa 3% (3) 21% (23) 60%
preschooler (64)
was/is
Your child
asa 4% (4) 19% (21) 56%
kindergarte (60)
ner is

Normal Overweight
%(n) %(n)
69% (74) 4% (4)
55% (59) 19% (20)
66% (71) 14% (15)
57% (62) 23% (25)
Overweight  Markedly
%(n) overweight
%(n)
12% (13) 1% (1)
4% (4) -
4% (4) -
2% (2) -

88

Markedly
overweight
%(n)

3% (3)

2% (2)

3% (3)

8% (9)

Not
Applicable
%(n)

1% (1)

1% (1)

4% (4)

7% (7)

Note: *(Table 2-8) Birch, L. L., Fisher, J. O., Grimm-Thomas, K., Markey, C. N., Sawyer, R., & Johnson,
S. L. (2001). Confirmatory factor analysis of the Child Feeding Questionnaire: A measure of parental
attitudes, beliefs and practices about child feeding and obesity proneness. Appetite, 36(3), 201-10.
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Table 9: Reporting of Mothers’ Level of Autonomy*

Who makes the following Respondent plays arole  Respondent doesn’t play a role
decisions in your household: %(n) %(n)
What items to cook? 88% (95) 8% (9)
The foods that child(ren) are 91% (98) 6% (6)
served?

The foods that adults are served 85% (92) 11% (12)
at mealtimes?

Rules and practices for feeding 86% (93) 10% (11)
children?

Obtaining health care for 88% (85) 16% (17)
yourself?

Purchasing jewelry or other 56% (60) 40% (43)
major household items?

Your going and staying with 75% (81) 21% (23)

parents or siblings?

Note: *Shroff, M., Griffiths, P., Adair, L., Suchindran, C., & Bentley, M. (2009). Maternal
autonomy is inversely related to child stunting in Andhra Pradesh, India. Maternal & Child
Nutrition, 5(1), 64-74.



