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ABSTRACT
Pediatric feeding problems occur in 25% of the general pe-
diatric population and up to 80% of those who have
developmental delays. When feeding problems place the child
at nutritional risk, families are typically encouraged to in-

crease their child’s intake. Family mealtime can become a
battle, which further reinforces problematic feeding behav-
iors from the child and intensifies well-intentioned but
unguided parental mealtime efforts. Family has an essential
influence on feeding; however, studies to date neglect to
address the family context of feeding difficulty. In this study
we describe, in the context of everyday life, family man-
agement of feeding when a child had a significant feeding
problem. Parents of children with feeding problems were
interviewed with the Family Management Style Framework
components as a guide. Twelve parents participated, rep-
resenting nine families of children with feeding disorder.
Description of family management of feeding provides a foun-
dation for development of family feeding interventions. J
Pediatr Health Care. (2017) ■■, ■■-■■.
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INTRODUCTION
Pediatric feeding problems occur when an infant or
young child cannot, or will not, eat enough (Kedesdy
& Budd, 1998; Kerwin, 1999). Feeding problems early
in life are linked to developmental impairments, mal-
nutrition, and poor growth. Because children with
feeding problems often have multiple comorbidities
(Sharp, Jaquess, Morton, & Herzinger, 2010), it is criti-
cally important that their nutritional status support
optimal neurodevelopment. Because restricted diet is
a major attribute of pediatric feeding problems (Estrem,
Pados, Park, Knafl, & Thoyre, 2017), optimal nutri-
tion is a major challenge for this group of children.

Critical first behaviors during infancy indicate hunger
and fullness to the caregiver and guide the caregiv-
er’s approach to feeding (Arvedson & Brodsky, 2002).
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However, research has shown that some children (e.g.,
those with autism spectrum disorder and failure-to-
thrive [FTT]) may not be able to show cues of hunger
or fullness (Keen, 2008). Therefore, when feeding prob-
lems exist, the roles of both the child and caregivers
are altered. Families are thought to share common re-
sponses to management of feeding a child with feeding
problems regardless of the child’s particular back-
ground conditions (Mason, Harris, & Blissett, 2005; Sharp
et al., 2010; Williams, Field, & Seiverling, 2010). Treat-
ment for feeding disorder is often reactive and quantity
driven rather than proactive and family centered (Mason
et al., 2005; Williams et al., 2010). Child development
is transactional, and feeding is a dynamic process
(Thoyre et al., 2014; Humphry & Wakeford, 2008). There
is a reciprocal relationship between feeding disorder
and both child and family outcomes (Berlin, Davies,
Lobato, & Silverman, 2009). Development of feeding
behaviors and skills is dependent both on function-
ing of the child’s body and the body’s ability to manage
various types and quantities of food and on the re-
ciprocal and dynamic family environment, which
provides both food and feedback during the meals.
Nonetheless, family-centered research of feeding a child
with feeding problems has been neglected. Because
most child feeding occurs in the family setting, it is
essential that we understand how families approach
feeding when their child has significant feeding
problems.

This study aimed to describe parent perspectives of
their child’s eating and
of feeding management
and to identify themes
of feeding management
in the context of ev-
eryday family life. Full
description of family
feeding management
and perceptions of the
child diagnosed with feeding problems will provide
a foundation for developing family interventions.

FAMILY MANAGEMENT STYLE FRAMEWORK
This study was guided by the Family Management Style
Framework (FMSF; Knafl & Deatrick, 2003; Knafl,
Deatrick, & Havill, 2012). The FMSF was developed
to explore family management of childhood chronic
conditions; it originated with conceptual work on family
normalization of childhood chronic illness (Knafl &
Deatrick, 2006) and research to identify patterns of family
management (Knafl, Breitmayer, Gallo, & Zoeller, 1996).
Within the FMSF, individuals in the family contribute
to developing a family management style or pattern,
which can influence both individual and family out-
comes. Major components of the framework (contextual
influences, definition of the situation, management ap-
proach, and perceived consequences) were subsequently

validated and refined (Knafl & Deatrick, 2003; Knafl,
Deatrick, & Havill, 2012). The FMSF was the concep-
tual basis for the Family Management Measure (FaMM;
Knafl & Deatrick, 2006; Knafl et al., 2011). The current
study used the six scales from the FaMM to concep-
tualize family management.

METHODS
Design
This descriptive study used directed content analysis
of interview transcripts for a within-and-across family
case analysis. Parents completed a semistructured in-
terview and a demographic form. We used family as
the unit of analysis; this provided understanding of the
particulars and exploration of what is common between
families as they adapt and seek sustainable family
feeding practices (Weisner, 2002). To refine the inter-
view guide, we piloted it with three families.

Setting and Sample
The primary study recruitment setting was a South-
eastern U.S. regional medical center children’s specialty
clinic; additional recruitment came via a flyer sent to
local early intervention providers and via parent-to-
parent word of mouth. English-speaking parents (aged
at least 18 years) of children between the ages of 6
months and 5 years receiving professional care for
feeding disorder were recruited. Feeding problems were
deemed significant if the child was in specialty feeding
care and parents self-identified as having a child with
a feeding problem (i.e., child had inappropriate meal-
time behaviors and selective or restrictive intake). The
minimum 6-month child age is a time of developmen-
tal change in eating, when an infant is typically expected
to transition in part to solid foods (Clayton, Li, Perrine,
& Scanlon, 2013) and when feeding problems often
become clinically apparent (Aldridge, Dovey, Martin,
& Meyer, 2010; Williams et al., 2010). Inclusion up to
age 5 years captured most clinically significant feeding
problems (Aldridge et al., 2010).

Recruitment had a goal of providing a thick de-
scription of feeding views and approaches (Miles &
Huberman, 1994; Patton, 2002). Although recruit-
ment sought to include both mother and father figures,
a higher rate of participation from mothers was ex-
pected (Sullivan-Bolyai et al., 2007). Families were
defined as one adult or two partnered adults in a pa-
rental role who live in the same household with the
child. Single and partnered parents were recruited for
maximum variation sampling on family structure (Patton,
2002).

Measures
Data were collected from semistructured interviews with
individual parents. One parent from each family com-
pleted a demographic family information form. The
semistructured, open-ended interview guide was based
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