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Abstract
Background
Consumption of non-core foods in childhood is associated with excessive weight gain in childhood. Parents play a vital role in establishing healthy diet behaviours in young children. The aim of this study was to assess the effectiveness of a telephone-based intervention in reducing child consumption of non-core foods, and to examine parent and home food environment mediators of change in child consumption.

Methods
The ‘Healthy Habits’ trial utilised a clustered randomised controlled design.

Setting/participants
Parents were recruited from 30 preschools (N = 394 participants, mean age 35.2±5.6 years). Parents randomized to the intervention group received four telephone contacts and print materials. Parents allocated to the control condition receive generic print materials only. Non-core food consumption was assessed using a validated child dietary questionnaire at baseline, 2 and 6 months post recruitment in 2010.

Results
The intervention was effective in reducing child consumption of non-core foods at 2 months (intention to treat analysis: z=-2.83, p<.01), however this effect was not maintained at 6 months. Structural equation modelling using 2 month data indicated that child access to non-core foods in the home and child feeding strategies mediated the effect of the intervention.

Conclusion
The telephone-based intervention shows promise in improving short term dietary behaviour in preschool age children, however further development is needed to sustain the effect in the long-term.

Trial registration
Australian Clinical Trials Registry: ACTRN12609000820​202
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Abbreviations
CDQChildren’s dietary questionnaire


NCFNon-core food subscale of the children’s dietary questionnaire


CATIComputer assisted telephone interview system


PSECParental self-efficacy for child diet scale


HHSHealthy home survey


GEEGeneralised estimating equation


SEMStructural equation modelling


GFIGoodness of-fit


AGFIAdjusted goodness of-fit


NFINormed fit index


RMSEARoot mean square of approximation.




Background
Childhood obesity has significant health consequences, including increased risk of developing chronic diseases such as type 2 diabetes and cardiovascular complications [1]. The psychological and behavioural impacts are also well documented, and include bullying, social isolation, poor self-esteem, and disordered eating [2, 3]. Given the likelihood of excessive weight persisting from childhood into adulthood [4], interventions targeting the prevention of excessive weight gain in childhood have been recommended to avert the future health burden of obesity [5].
An important determinant of child weight status is the consumption of ‘non-core foods’, that is, foods that are high in fat, salt or sugar [6]. The positive association between excessive consumption of non-core foods and obesity in children and adults is well established [7]. Similarly, interventions targeting reductions in the intake of non-core foods have been found to be effective in preventing excessive weight gain in children [8]. Accordingly, recommendations for the prevention of overweight and obesity encourage diets consistent with healthy eating guidelines which state that children only consume non-core foods occasionally, and in small amounts [9].
Early childhood represents an ideal opportunity for dietary intervention as preschool-age children are imitative of the dietary behaviours and eating patterns of their parents and authority figures, and as dietary attitudes and behaviours established during this period often persist into adulthood [4]. Furthermore, there appears to be capacity to influence young children’s food preferences through the social-affective context in which foods are offered [10]. A number of parent and home food environment factors are thought to be particularly influential to the development of a child’s diet [11]. The availability and accessibility of non-core foods are necessary prerequisites for their consumption and are unsurprisingly positively associated with child non-core food consumption [12]. However, restricting access can increase child preference for and intake of non-core food in the absence of parental monitoring [13]. Parental pressure for children to eat, and the use of strategies that focus children’s attention on rewards or punishments, consuming all on their plate, or television viewing, is thought to hinder the development of child self regulation of their eating, particularly in response to energy dense foods [12–15]. The use of non-core food rewards can also adversely impact on child diet through reinforcing child preference and liking for the food reward [16]. However, role modelling healthy food habits by eating meals together as a family at the dinner table [14], and high parental self-efficacy regarding child feeding has also been suggested to be positively associated with healthier child diet [17, 18].
Given the relationships between parent and home environment characteristics, interventions targeting such characteristics have been recommended to improve child diet and reduce the risk of excessive weight gain [4, 19]. Currently, however, few trials have been conducted examining the effectiveness of interventions incorporating parent and home environment strategies. Three recent systematic reviews found a total of only eight nutrition-based obesity prevention studies targeting parents of preschool-aged children [16, 18, 20]. The studies varied considerably in terms of intervention setting, intensity, delivery modalities and the parent and home food environment characteristics targeted, limiting the capacity for researchers and practitioners to identify the components of effective initiatives.
Mediation analysis allows researchers to identify mechanisms by which one variable influences another [21], can assist in understanding the causal pathways by which interventions operate [22], and has been recommended as a means of improving the design and effectiveness of future obesity prevention interventions [23]. As such, investigating the mediators of effective interventions that target parent and home food environment characteristics may allow an assessment of how such interventions are effective, and how they may be improved. Despite recommendations that mediation analysis be routinely used in intervention studies [24], its application in childhood obesity research is in its infancy. To our knowledge there have been no published mediation studies of interventions targeting dietary outcomes of pre-school aged children. A recent systematic review of interventions that examined mediators of dietary behaviour change in 5-18 year olds identified just seven studies [25]. The review found no convincing evidence for any of the investigated mediating variables, but highlighted the limitations of the included studies such as low power, insensitive measures, and ineffective intervention strategies.
‘Healthy Habits’ is a randomised controlled trial of a telephone-based parent intervention targeting parent and home food environment characteristics as a means of improving child diet [26]. The aim of the present study was to assess the effectiveness of the intervention in reducing child consumption of non-core foods, a secondary outcome investigated in the trial. We also sought to conduct an exploratory analysis of the causal mechanisms of this dietary change through mediation analysis.

Methods
Study design
The ‘Healthy Habits’ study utilised a cluster randomised controlled design (Figure 1). The trial was registered with the Australian Clinical Trials Registry (ACTRN12609000820202). This paper reports 2 and 6 month trial outcomes collected via telephone interview with parents.[image: A12966_2012_Article_750_Fig1_HTML.jpg]
Figure 1Consort diagram describing participant flow through the trial. # Approximately 2200 parents were invited to participate, 418 consented and 178 refused to participate. Of the 418 consenting parents, 24 were not randomised because they were subsequently unable to be contacted (n=5), didn’t meet inclusion criteria (n=9), or refused to complete the baseline survey when contacted (n=10). 2 parents were excluded from the 2month analysis as they had been away from their child for the past 24 hours and/or past 7 days, and were unable to answer questions about their child’s non-core food consumption. +1 participant only partially completed the baseline survey. They completed the NCFI data, but mediator data was not collected, hence they were included in the main analysis, but not the mediation analysis.





Participants
Parents were recruited through preschools within four Local Government Areas of the Hunter region of New South Wales, Australia. Preschools were excluded from participation if they provided food to children, exclusively catered for children with special needs, or had been involved in child healthy eating research projects within the preceding months. At eligible and consenting preschools, information and consent forms were distributed via methods considered most appropriate by the preschool supervisor, which usually involved research staff attending preschools to distribute recruitment packs to parents and to be available to answer parent questions. Parents were eligible to participate if they: had a 3-5 year-old child who resided with them for 4 or more days per week; were responsible for providing food to their child at least half of the time; had a child with no dietary requirements that would make Australian fruit and vegetable intake recommendations unsuitable; and if they were literate in English.

Randomisation and allocation
Preschools were randomly assigned to intervention (n=15) and control (n=15) conditions using a randomisation function in Microsoft Excel. Preschools were stratified by high and low socio-economic status based on the area in which they were located [27] and were randomised in a 1:1 ratio (intervention:control) in randomly sequenced blocks of between two and six preschools. The randomisation was conducted by a statistician not otherwise associated with the study.

Intervention
To maximise potential public health utility, the trial sought to test a relatively brief intervention. Parents allocated to the intervention condition received four, 30 minute telephone calls, from an experienced health interviewer who delivered a pre-written script using a Computer Assisted Telephone Interview (CATI) system. Telephone-based interventions of similar intensity have been found to be effective in changing health behaviours among adults [28, 29]. One call was scheduled each week for one month. While the intervention primarily targeted increasing child consumption of fruit and vegetables, a key focus of the intervention was reducing the consumption of non-core foods which can potentially displace fruit and vegetables in a child’s diet. The intervention was developed by an advisory group consisting of psychologists and dieticians and utilised a range of behavioural change techniques [30]. In addition to the phone calls, participants received a comprehensive workbook with relevant factsheets and activity tracking sheets, a pad of meal planners, and a cookbook as part of the intervention package.
The content of the telephone support drew on socio ecological theory and the family-based theoretical framework proposed by Golan and Weizman [19] for childhood obesity treatment. The framework integrates behavioural, social learning and family systems theory and focuses on changing parental cognitions and behaviour, as well as the home environment. Specifically, the script addressed three key areas:i)Parent role-modelling - consuming healthy foods (such as eating fruits and vegetables in place of non-core foods) in view of children during meals and snacks;

 

ii)The availability and accessibility of foods in the home - making healthy foods readily accessible in the home, and preparing and presenting them in ways which may be appealing for children. Parents were encouraged not to bring non-core foods into the home, or to store these out of sight of children;

 

iii)Supportive food routines – parents were encouraged to introduce routines such as eating dinner as a family, at a table, and without the television on.

 



The intervention calls incorporated a number of behaviour change techniques (as classified by the taxonomy of Abraham and Michie) to support participants to improve such parent and home food environment characteristics [30]. Behaviour change techniques included: providing information on consequences, encouragement, instruction and feedback; prompting barrier identification, review of goals and self-monitoring; and teaching to set goals, undertaking graded tasks and time management. Particular attention was paid to the improvement of parent self-efficacy in implementing positive child feeding practices and modifying the home environment through; goal setting, assisting parents to overcome barriers to change, prompting review of behavioural goals, providing general encouragement, and reinforcing goal attainment [31]. Similarly, specific strategies were implemented to encourage parents not to employ pressure or controlling feeding practices. These strategies included the use of the division of responsibility framework which teaches parents that their role is to plan, prepare and provide a variety of nutritious foods to their child, but that their child then has autonomy in choosing if, what and when to eat the foods provided [32]. Intervention delivery occurred from April to December, 2010.

Control group
Parents allocated to the control group were mailed a generic print booklet (The Australian Guide to Healthy Eating). The booklet contains basic nutrition information and recommendations for a healthy diet for adults and children. It includes a section on ‘extra foods’ (foods high in fat, salt or sugar) in which such foods are recommended to be consumed infrequently or in small amounts. The booklet also contains a small number of healthy recipe ideas and suggestions [32]. (The resource can be downloaded at (http://​www.​health.​gov.​au/​internet/​main/​publishing.​nsf/​Content/​E384CFA588B74377​CA256F190004059B​/​$File/​fd-cons.​pdf). Control group participants had no further contact until follow-up data collection.

Data collection
All data collection occurred via telephone by trained interviewers who were blind to participant group allocation. The survey contained standard scripted items and was administered using a computer assisted telephone interview. Participating parents were called approximately one week following recruitment to complete the baseline survey and then approximately 2 and 6 months later for follow-up data collection. The baseline survey was conducted from April to October 2010.

Measures
Children’s Non-core food consumption
Child consumption of non-core foods was assessed using the non-core foods (NCF) subscale from the Children’s Dietary Questionnaire (CDQ) [6]. This subscale is based on the frequency of child consumption of non-core foods within the past seven days, from commonly consumed categories of non-core foods. It provides a continuous outcome scored from 0 to 10.3, with a higher score indicating greater consumption of non-core foods, and a score above 2 indicating that the child’s diet exceeds recommended amounts of non-core foods based on the Australian dietary guidelines. The NCF subscale has established test-retest reliability (intraclass correlation coefficient = 0.90), validity (spearman correlation = 0.31) and internal consistency (alpha = 0.56) on a comparable sample of Australian children, and has been recommended for use in intervention research [6].

Hypothesised mediating variables
Non-core food availability and accessibility within the home The extent to which non-core foods were available and accessible to children in their homes (‘access’) was assessed using items from the Healthy Home Survey (HHS) [33]. The HHS assesses features of the home food environment thought to influences weight-related behaviours of children. Each item on the HHS has been individually assessed for reliability (test re-test) by comparing telephone survey responses of parents (n=85) of children 3-8 years at one week intervals using the Kappa statistic. Validity of HHS items was also assessed by comparing parental response to HHS items with a home observation performed within 14 days of the telephone survey [34] using the Kappa statistic. The Kappa statistic provides a standardised quantitative measure of the magnitude of agreement between two assessments above chance [35]. A Kappa of 0 represents agreement expected due to chance. To assist interpretation of Kappa statistic, Landis and Koch (1977) suggest a Kappa of >0-0.2 represents ‘slight agreement’; 0.21-0.40 ‘fair agreement’; 0.41-0.60 ‘moderate agreement’; 0.61-0.80 ‘substantial agreement’; 0.81-0.99 ‘almost perfect agreement’; and 1 ‘perfect agreement’ [36]. The current study utilised four items assessing availability of non-core foods in the home: salty snacks (test re-test reliability prevalence and bias adjusted kappa (PABAK) = 0.91; validity PABAK = 0.93); sweet snacks (reliability PABAK = 0.91, validity PABAK = 0.88); confectionery (reliability PABAK = 0.77, validity PABAK = 0.73) and soft drinks (reliability Kappa = 0.63, validity Kappa = 0.54); and four items assessing the child’s access to these non-core foods: salty snacks (reliability Kappa=0.68, validity Kappa=0.07); sweet snacks (reliability Kappa=0.62, validity Kappa=0.29); confectionery (reliability Kappa=0.72, validity Kappa=0.22) and soft drinks (reliability Kappa=0.71, validity Kappa=0.26).
Parental self-efficacy for providing healthy foods to their childThe ‘Parental self-efficacy for child diet’ (‘PSEC’) scale was used to assess parent self-efficacy related to child feeding. This scale was developed by members of the research team in response to a lack of such measures in the literature at the time of trial commencement, and was developed based on Bandura’s guide for constructing self-efficacy scales [37]. The scale specifically measures self-efficacy of parents to provide a healthy diet for their child. The scale uses a 6-point Likert scale and consists of 10 items, 7 of which are reverse scored. Items included: ‘Providing a healthy diet for children is difficult to manage’, ‘I can solve most problems with my child’s eating habits if I invest the necessary effort’ and ‘It’s too hard to provide my child with healthy food when I’m feeling tired’. Factor analysis of scale items revealed that all items loaded into a single factor and were internally consistent (Cronbach’s alpha level = 0.735).
Family mealtime practices Frequency of family meals (‘family meals’) was measured by a HHS item asking how many nights each week the family usually sat together for their evening meal (reliability: kappa =0.79) [34].
Television practices during mealtimes Television viewing during the evening mealtime (‘TV’) was assessed by an item from the HHS which measured the number of days per week the child usually eats dinner in front of the television (reliability: kappa = 0.80) [34].
Child feeding strategies Items from the HHS assessed parents’ use of specific child feeding practices to influence child eating behaviours (‘strategies’). On a 5-point Likert scale (‘all of the time’ to ‘never’) parents were asked how frequently they did the following: ask their child to eat everything on their plate at dinner (reliability kappa=0.75); restrict dessert if their child does not eat the food on their plate at dinner (reliability kappa=0.61); reward their child with desserts, snacks or confectionary if they finish their dinner (reliability kappa=0.58); allow their child to eat only at set meal times (reliability kappa=0.40); and allow their child to help him/herself to snacks when at home (reliability kappa=0.65) [34].
Pressure to eat The ‘Pressure to Eat’ subscale from the Child Feeding Questionnaire (CFQ), demonstrated to be internally consistent (alpha = 0.70), was included to measure the extent to which parents are concerned about the amount of food eaten by their child and pressure their child to increase their intake. Specifically the four item scale assesses on a 5-point Likert scale if they believe their child should always eat all of the food on their plate; if they have to be especially careful to ensure their child has enough to eat; if they try to encourage their child to eat when they are not hungry; and if they believe if they didn’t regulate their child’s eating their child would not eat enough. A higher score indicates a greater concern and more pressure to eat [38].


Analysis
SAS software version 9.2 (SAS Institute Inc., Cary, NC, USA) was used to perform analysis to describe the study sample and assess intervention effectiveness. Statistical tests were two tailed with an alpha value of 0.05.
Outcome analyses
Analysis of Covariance was used to evaluate the effectiveness of the intervention in reducing child consumption of non-core foods, that is, a linear regression model was fit to the data with NCF post treatment as the outcome, treatment group as the main predictor of interest and the analysis was adjusted for baseline values of NCF. The model was fit using a Generalised estimating equation (GEE) approach to adjust for the clustering of children within preschools. Initially the analysis was conducted including those participants with complete data at baseline, 2 and 6 months. An additional intention to treat analysis was conducted whereby participants’ baseline NCF scores were carried forward to substitute for any missing data at the 2 or 6 month follow up.
The eight items from the HHS measuring the availability and accessibility of non-core foods described above were combined to form the single variable ‘access’. For each type of non-core food (salty snacks, sweet snacks, confectionery and soft drinks) participants could score between 0 and 3 (0=not available in the home; 3=available and accessible to the child) providing a variable with scores possibly ranging from 0 to 12. Responses to the item from the HHS assessing family meals were dichotomised (1=eat a meal together every day or 2=do not eat a meal together every day) to create the single categorical variable ‘family meals’ to measure the presence (or absence) of daily family meals. Similarly the responses to the item from the HHS asking parents about eating dinner in front of the TV were dichotomised (1=no TV during dinner; 2=TV during dinner on one or more evenings). Non-normal continuous variables (e.g. days per week the family eats dinner together at a table, days per week the child eats dinner in front of the television) were dichotomised using cut points with which the higher levels of children's fruit and vegetable consumption have previously been associated [14, 39, 40].

Mediation analyses
Mediation analyses were conducted where a significant between-group intervention effect was found for the consumption of non-core foods. Analysis Of Moment Structures (AMOS 19.0; SmallWaters, Corp., Chicago, IL) Structural Equation Modelling (SEM) software was used to investigate whether the proposed mediating variables mediated the effect of the intervention on child consumption of non-core foods.
The SEM was fit using maximum likelihood approach. Model fit was assessed using multiple indices, including chi-squares index, goodness of-fit index (GFI), adjusted goodness of-fit (AGFI), normed fit index (NFI), and root mean square of approximation (RMSEA). The chi-square index tests the null hypothesis that the model is a good fit of the data, and hence if the chi-square is not significant, the model is regarded as acceptable in that the observed relationships are similar to the predicted relationships in the model. A non-significant normed chi-square (CMIN) or a CMIN value of less than 2, were considered indicative of a good fitting model [41]. The GFI and AGFI statistics provide estimates of the proportion of variance in the variance-covariance matrix accounted for by the proposed model. GFI and AGFI scores greater than 0.95 were considered acceptable [42]. A Normed Fit Index (NFI) exceeding 0.90 [43, 44], and RMSEA less than 0.8 were considered acceptable [41].
Two models are presented. A ‘full’ model that provides for the most comprehensive exploration of the data, and a ‘final’ model that is the most parsimonious. To start the process of building these models, a ‘base’ model showing the relationship between group allocation and the outcome measure (NCF) was first established, and then each mediator was added to the model individually in five separate ‘simple’ models. Baseline measures for the outcome variable each and mediating variable were included in all models to adjust for differences between subjects, and co-variance between these variables was included to minimise unexplained variance in the model and to allow the pathways to be free to vary. The mediators were added to the model one at a time based on the effect size and significance of the mediating pathways and the mediation effect size in the simple models. The variables that showed the strongest significant mediation effect were added first, and the fit of the model was tested with the addition of each new mediating variable. The variables that failed to show a mediation effect in the simple models were not added to the more comprehensive model. The ‘full’ model was investigated first, and then goodness of fit measures were examined to determine the ‘final’, most parsimonious model. The magnitude of effect sizes are reported, as are the standardised path coefficients and the total percentage of variance explained by the model.



Results
Participants
Fifty nine preschools were approached, of which 37 were assessed as eligible and invited to participate. Thirty of the 37 eligible preschools consented to participate in the study and seven refused, yielding a service level response rate of 81%. A total of 605 parents returned consent forms; 178 declined participation, 418 provided consent (of which 9 were ineligible) and 394 participated (Figure 1). A total of 357 participants provided 2-month follow-up data, and 343 provided 6-month data. The demographic characteristics of the 394 participants who completed the baseline survey are presented in Table 1. There were no significant differences in demographic characteristics of intervention and control group participants. Control group participants who completed the 6 month follow-up were more likely to be tertiary educated (52% vs. 24%, p=0.03) and consumed fewer daily serves of vegetables (3.8 vs 3.0, p=0.01) than those who didn’t provide follow-up data at this time point. There were no other significant differences between those completing 2 or 6 month follow-up assessments within either the intervention or control group.Table 1Characteristics of participants at baseline[26]


	 	Intervention
	Control

	 	N=208
	N=186

	 	%/Mean±sd
	%/Mean±sd

	
                              Parent demographics
                            
	 	 
	 Age (years)
	35.2±5.6
	35.7±5.0

	 Gender – female
	95.2%
	96.8%

	 Household income ≥ $100,000
	42.4%
	40.2%

	 University education
	45.2%
	49.5%

	 Aboriginal and/or Torres Strait Islander
	1.0%
	3.2%

	 Number of children (<16 years) in household
	2.3±0.8
	2.3±0.7

	
                              Child demographics
                            
	 	 
	 Age (years)
	4.3±0.6
	4.3±0.6

	 Gender – female
	51.0%
	45.7%

	 Aboriginal and/or Torres Strait Islander
	1.0%
	4.8%




Child non-core food consumption
Main analysis revealed that mean NCF scores were significantly lower in the intervention compared to the control group at 2-month follow-up (z=-2.89, p<0.01). The effect remained significant when NCF scores at baseline were carried forward for missing data at the 2-month follow-up as part of an intention to treat analysis (z=-2.83, p<0.01). These effects were not maintained at 6 months (Table 2).Table 2
                            Intervention and control Non-core food (NCF) subscale scores (mean±standard error) at baseline and 2 and 6 month follow-up by group
                          


	Analysis
	 	Control
	Intervention
	
                                p*
                              

	 	 	Mean±SEM
	Mean±SEM
	 
	Main analysis
	Baseline (n=394)
	2.59±0.08
	2.48±0.08
	 
	 	2 month (n=357)
	2.57±0.11
	2.24±0.07
	<0.01*

	 	6 month (n=343)
	2.47±0.10
	2.29±0.09
	0.20

	Intention to treat analysis
	Baseline (n=394)
	2.59±0.08
	2.48±0.08
	 
	2 month (n=394)
	2.60±0.10
	2.27±0.06
	<0.01*

	 	6 month (n=394)
	2.52±0.09
	2.34±0.06
	0.22


*p<.05.




Model testing
Given that the intervention effect was only statistically significant at the 2-month follow-up, mediation analyses were conducted on data at this time point only. The ‘base’ model (group allocation and NCF scores, with no mediator variables) was a good fit for the data, χ2 (1, N=356) = 0.60, p = 0.44; CMIN = 0.60, GFI = 0.99, AGFI = 0.99, NFI = 0.99, RMSEA = 0.00. When mediators were added individually in separate ‘simple’ models, mediation effects were found for all mediators other than ‘family meals’ and ‘TV’ (Table 3) which were excluded from subsequent analysis. ‘Strategies’ proved to be the strongest simple model, χ2 (4, N=356) = 6.97, p = 0.14; CMIN = 1.74, GFI = 0.99, AGFI = 0.97, NFI = 0.98, RMSEA = 0.05, followed by ‘access’ χ2 (4, N=356) = 6.59, p = 0.16; CMIN = 1.64, GFI = 0.99, AGFI = 0.97, NFI = 0.98, RMSEA = 0.04. These variables were both put into the first more comprehensive model as part of the process of building the model, and the model remained a good fit for the data χ2 (10, N=356) = 15.37, p = 0.11; CMIN = 1.54, GFI = 0.99, AGFI = 0.97, NFI = 0.97, RMSEA = 0.04. The variable ‘pressure’ was the next to be added into the model, however the fit of the model worsened according to some measures of model fit, χ2 (19, N=356) = 48.95, p = 0.0; CMIN = 2.58, GFI = 0.97, AGFI = 0.93, NFI = 0.95, RMSEA = 0.07. The variable ‘PSEC’ was then added to the model, and the addition of this variable slightly improved the fit of the model to the data, χ2 (31, N=356) = 61.97, p = 0.001; CMIN = 1.99, GFI = 0.97, AGFI = 0.94, NFI = 0.94, RMSEA = 0.05. Table 3 shows the standardised regression weights of the paths in simple models, and shows that the magnitude of the direct effect of the intervention decreases from -0.27 to -0.12 as more mediators are added to the model.Table 3
                            Regression weights of paths in the mediation models
                          


	Model (Model number)
	Path A
	Path B
	Path C

	 	Treatment allocation ➔ mediator
	Mediator ➔ outcome
	Treatment allocation ➔ outcome

	Base (1)
	 	 	-.27**

	
                                Simple models
                              
	 	 	 
	Strategies (2)
	-.39***
	.14**
	-.20*

	Access (3)
	-.36*
	.13***
	-.20*

	Pressure (4)
	-.14*
	.15*
	-.24*

	PSEC (5)
	.77
	-.03**
	-.23*

	
                                Building the full model
                              
	 	 	 
	(1) + (2) + (3)
	-
	-
	-.15

	(1) + (2) + (3) + (4)
	-
	-
	-.14

	(1) + (2) + (3) + (4) + (5)
	-
	-
	-.12


* p<0.05; ** p<0.01; *** p<0.001.




Mediation effects
In the ‘full’ model (Figure 2) with four mediators, the strength of the relationship between treatment allocation and children’s non-core food consumption dropped from -.22 to -.05, and was no longer statistically significant, further reinforcing the role of the mediating variables in bringing about the change that occurred. In the full model the ‘treatment allocation’ variable (denoting participant allocation to intervention or control group) had a statistically significant negative relationship with ‘strategies’, ‘access’, and ‘pressure’, and these variables then had a positive effect on the outcome measure of children’s non-core food consumption (NCF). ‘Treatment allocation’ had a positive, though non-significant, relationship with ‘PSEC’, which had a significant negative effect on NCF. Whilst this model is the most explanatory, the most parsimonious ‘final’ model is presented in Figure 3, and includes the mediators ‘strategies’ and ‘access’. The figures show the standardised regression weights for each pathway in the model, providing an indication of the strength of effect between variables. The figures also show the squared multiple correlations (R2) presented above the each outcome variable, representing the percentage of the variance explained by the paths drawn to that variable. For example, in both Figures 2 and 3, children’s non-core food consumption (T2NCFI) has a squared multiple correlation of 0.39, indicating that 39% of the variance in the outcome is explained by the model.[image: A12966_2012_Article_750_Fig2_HTML.jpg]
Figure 2
                            ‘Full’ mediation model with standardised regression weights of pathways and the squared multiple correlations of variables.
                          



[image: A12966_2012_Article_750_Fig3_HTML.jpg]
Figure 3
                            ‘Final’ mediation model.
                          







Discussion
On the basis of previous systematic reviews [1, 16, 20], this is one of very few randomised trials assessing the impact of a parent-based child nutrition intervention on the consumption of non-core foods among children aged 5 years and under. Furthermore, it represents the first study to examine the parent and home food environment characteristics which may mediate an intervention effect among children of this age. As such, the trial addresses important gaps in the child nutrition research and represents a novel contribution to scientific literature on this issue.
The baseline data indicate that children in both the control and intervention group were exceeding the recommended intake of non-core foods [6]. The trial found that at 2 months, the intervention was effective in reducing non-core food consumption among children whose parents were allocated to the intervention group relative to children whose parents were allocated to the control group. This effect remained significant under the conservative assumptions of an intention to treat analysis at 2 months. However, the intervention effect on child non-core food consumption appears to be short term, and was not maintained at 6 months. These findings are inconsistent with a number of past child nutrition interventions, which have sustained longer-term intervention effects on child dietary indices [8, 20]. Further research investigating strategies capable of achieving long-term improvement in child non-core food consumption, such as extending the intensity and duration of telephone support, is therefore warranted.
Child access to non-core foods in the home, and child feeding strategies (e.g., restricting or rewarding with desert, finish dinner or seconds policies), were significant mediators, and as such represent the primary causal pathways (among those investigated) by which the intervention influenced the consumption of non-core foods at the 2 month follow-up. These findings confirm previous cross-sectional associations between child diet, access to foods, and child feeding strategies [45] and suggest that targeting accessibility and parent policies are likely to be an important part of childhood nutrition interventions and should also be considered for use by health practitioners. Parent self-efficacy was also found to be associated with child dietary intake, however, the intervention failed to significantly influence parent’s self-efficacy. Nonetheless greater attention to improving parent self-efficacy is likely to have a positive impact on child diet in future intervention trials.
A number of study limitations warrant consideration. The study relied on self-reported assessments of home food environment characteristics, and a short food frequency questionnaire to assess non-core food intake. The use of direct observation to assess the home food environment, and multiple 24 hour recall method to assess non-core food intake would have improved the internal validity of the study findings [46, 47]. Further, assessments of the reliability and validity of some items used to assess non-core food intake, availability and accessibility of non-core foods in the home were modest. Additional methodological work to construct more psychometrically sound scales would represent an important contribution to future research in the field where more rigorous methods of data collection are not feasible. It is also possible that associations between the hypothesised mediating variables and non-core food score may have been confounded by factors not assessed in this study. Further, the trial did not assess parental or child weight status, a factor known to be associated with the trial outcome and some of the hypothesised mediating factors [48, 49]. Inclusion of weight status should be considered as a possible explanatory variable in future studies. Finally the trial did not employ an attention control group. The extent to which the reported intervention effect was attributable to the content of the telephone contact rather than the telephone contact itself is not known. Notwithstanding these study limitations, the trial provides important information for researchers and practitioners regarding the impacts of a brief telephone-based intervention targeting children 3–5 years.

Acknowledgements
We acknowledge the funding for the trial provided by the NSW Cancer Institute, and infrastructure support provided by Hunter New England Population Health, the University of Newcastle and Hunter Medical Research Institute. We also acknowledge the contribution of members of the trial advisory group, Dr Libby Campbell, Prof John Wiggers, Dr Karen Campbell, Dr Leah Brennan, and Mr Todd Heard.

References
1.
Dietz WH: Health consequences of obesity in youth: childhood predictors of adult disease. Pediatrics. 1998, 101 (3 Pt 2): 518-525.

2.
Strauss RS, Pollack HA: Social marginalization of overweight children. Arch Pediatr Adolesc Med. 2003, 157 (8): 746-752. 10.1001/archpedi.157.8.746.CrossRef

3.
Glasofer DR, Tanofsky-Kraff M, Eddy KT, Yanovski SZ, Theim KR, Mirch MC: Binge eating in overweight treatment-seeking adolescents. J Pediatr Psychol. 2007, 32 (1): 95-105.CrossRef

4.
Dennison BA, Faith MS: Prevention of Childhood Obesity in Childcare Settings. Handbook Childhood Adolescent Obes. 2009, 5: 313-330.CrossRef

5.
Australian Institute of Health and Welfare (AIHW): Australia's health 2010. Australia's health no. 12. Cat. no. AUS 122. 2010, Canberra: AIHW

6.
Magarey A, Golley R, Spurrier N, Goodwin E, Ong F: Reliability and validity of the Children's Dietary Questionnaire; a new tool to measure children's dietary patterns. Int J Pediatr Obes. 2009, 4 (4): 257-265. 10.3109/17477160902846161.CrossRef

7.
Lobstein T, Baur L, Uauy R: Obesity in children and young people: a crisis in public health. Obes Rev. 2004, 5 (Suppl 1): 4-104.CrossRef

8.
Oude Luttikhuis H, Baur L, Jansen H, Shrewsbury VA, O'Malley C, Stolk RP: Interventions for treating obesity in children. Cochrane Database Syst Rev. 2009, 1: CD001872.

9.
Flood A, Mitchell N, Jaeb M, Finch EA, Laqua PS, Welsh EM: Energy density and weight change in a long-term weight-loss trial. Int J Behav Nutr Phys Act. 2009, 6: 57-10.1186/1479-5868-6-57.CrossRef

10.
Birch LL, Zimmerman SI, Hind H: The influences of social-affective context on preschool children’s food preferences. Child Dev. 1980, 51: 856-861. 10.2307/1129474.CrossRef

11.
Benton D: Role of parents in the determination of the food preferences of children and the development of obesity. Int J Obes Relat Metab Disord. 2004, 28 (7): 858-869. 10.1038/sj.ijo.0802532.CrossRef

12.
Birch LL, Fisher JO: Development of eating behaviors among children and adolescents. Pediatrics. 1998, 101 (3 Pt 2): 539-549.

13.
Fisher J, Birch LL: Restricting access to foods and children's eating. Appetite. 1999, 32: 405-419. 10.1006/appe.1999.0231.CrossRef

14.
Gillman MW, Rifas-Shiman SL, Frazier AL, Rockett HR, Camargo CA, Field AE: Family dinner and diet quality among older children and adolescents. Arch Fam Med. 2000, 9 (3): 235-240. 10.1001/archfami.9.3.235.CrossRef

15.
Fitzpatrick E, Edmunds LS, Dennison BA: Positive effects of family dinner are undone by television viewing. J Am Diet Assoc. 2007, 107 (4): 666-671. 10.1016/j.jada.2007.01.014.CrossRef

16.
Skouteris H, McCabe M, Swinburn B, Newgreen V, Sacher P, Chadwick P: Parental influence and obesity prevention in pre-schoolers: a systematic review of interventions. Obes Rev. 2011, 12 (5): 315-328. 10.1111/j.1467-789X.2010.00751.x.CrossRef

17.
Cullen KW, Baranowski T, Rittenberry L, Olvera N: Social-environmental influences on children's diets: results from focus groups with African-, Euro- and Mexican-American children and their parents. Health Educ Res. 2000, 15 (5): 581-590. 10.1093/her/15.5.581.CrossRef

18.
Campbell K, Hesketh K, Silverii A, Abbott G: Maternal self-efficacy regarding children's eating and sedentary behaviours in the early years: associations with children's food intake and sedentary behaviours. Int J Pediatr Obes. 2010, 5 (6): 501-508. 10.3109/17477161003777425.CrossRef

19.
Golan M, Weizman A: Familial approach to the treatment of childhood obesity: conceptual mode. J Nutr Educ. 2001, 33 (2): 102-107. 10.1016/S1499-4046(06)60173-5.CrossRef

20.
Golley RK, Hendrie GA, Slater A, Corsini N: Interventions that involve parents to improve children's weight-related nutrition intake and activity patterns - what nutrition and activity targets and behaviour change techniques are associated with intervention effectiveness?. Obes Rev. 2011, 12 (2): 114-130. 10.1111/j.1467-789X.2010.00745.x.CrossRef

21.
MacKinnon DP, Luecken LJ: How and for whom? Mediation and moderation in health psychology. Health Psychol. 2008, 27 (2 Suppl): S99-S100.CrossRef

22.
van Stralen MM, Yildirim M, te Velde SJ, Brug J, van Mechelen W, Chinapaw MJ: What works in school-based energy balance behaviour interventions and what does not? A systematic review of mediating mechanisms. Int J Ob. 2011, 35 (10): 1251-1265. 10.1038/ijo.2011.68.CrossRef

23.
Cerin E, Mackinnon DP: A commentary on current practice in mediating variable analyses in behavioural nutrition and physical activity. Publ Health Nutr. 2009, 12 (8): 1182-1188. 10.1017/S1368980008003649.CrossRef

24.
Lubans DR, Morgan PJ, Callister R, Collins CE, Plotnikoff RC: Exploring the mechanisms of physical activity and dietary behavior change in the program x intervention for adolescents. J Adolesc Health. 2010, 47 (1): 83-91. 10.1016/j.jadohealth.2009.12.015.CrossRef

25.
Cerin E, Barnett A, Baranowski T: Testing theories of dietary behavior change in youth using the mediating variable model with intervention programs. J Nutr Educ Behav. 2009, 41 (5): 309-318. 10.1016/j.jneb.2009.03.129.CrossRef

26.
Wyse R, Wolfenden L, Campbell E, Campbell KJ, Wiggers J, Brennan L, Fletcher A, Bowman J, Heard TR: A cluster randomized controlled trial of a telephone-based parent intervention to increase preschoolers’ fruit and vegetable consumption. Am J Clin Nutr. 2012, 96: 102-110. 10.3945/ajcn.111.030585.CrossRef

27.
Australian Bureau of Statistics (ABS): Census of Population and Housing: Socio-Economic Indexes for Areas (SEIFA). 2006, Canberra: ABS, 2033.0.55.001

28.
Green BB, McAfee T, Hindmarsh M, Madsen L, Caplow M, Buist D: Effectiveness of telephone support in increasing physical activity levels in primary care patients. Am J Prev Med. 2002, 22 (3): 177-183. 10.1016/S0749-3797(01)00428-7.CrossRef

29.
Elley CR, Kerse N, Arroll B, Robinson E: Effectiveness of counselling patients on physical activity in general practice: cluster randomised controlled trial. BMJ. 2003, 326 (7393): 793-10.1136/bmj.326.7393.793.CrossRef

30.
Abraham C, Michie S: A taxonomy of behavior change techniques used in interventions. Health Psychol. 2008, 27 (3): 379-387.CrossRef

31.
Ammerman AS, Lindquist CH, Lohr KN, Hersey J: The efficacy of behavioral interventions to modify dietary fat and fruit and vegetable intake: a review of the evidence. Prev Med. 2002, 35 (1): 25-41. 10.1006/pmed.2002.1028.CrossRef

32.
Satter E: Feeding dynamics: helping children to eat well. J Pediatr Health Care. 1995, 9 (4): 178-184. 10.1016/S0891-5245(05)80033-1.CrossRef

33.
Kellet E, Smith A, Schmerlaib Y: The Australian Guide to Healthy Eating: Background information for consumers. 1998, The Australian Government Department of Health and Ageing

34.
Bryant MJ, Ward DS, Hales D, Vaughn A, Tabak RG, Stevens J: Reliability and validity of the Healthy Home Survey: a tool to measure factors within homes hypothesized to relate to overweight in children. Int J Behav Nutr Phys Act. 2008, 5: 23-10.1186/1479-5868-5-23.CrossRef

35.
Viera AJ, Garrett JM: Understanding interobserver agreement. The Kapp statistic. 2005, 37 (5): 360-363.

36.
Landis JR, Koch GG: The Measurement of Observer Agreement for Categorical Data. Biometrics. 1977, 33 (1): 159-174. 10.2307/2529310.CrossRef

37.
Bandura A: Guide for constructing self-efficacy scales. Self-efficacy beliefs of adolescents. Edited by: Pajares F, Urdan T. 2006, Greenwich, CT: Information Age

38.
Birch LL, Fisher JO, Grimm-Thomas K, Markey CN, Sawyer R, Johnson SL: Confirmatory factor analysis of the Child Feeding Questionnaire: a measure of parental attitudes, beliefs and practices about child feeding and obesity proneness. Appetite. 2001, 36 (3): 201-210. 10.1006/appe.2001.0398.CrossRef

39.
Wyse R, Campbell E, Nathan N, Wolfenden L: Associations between characteristics of the home food environment and fruit and vegetable intake in preschool children: A cross-sectional study. BMC Publ Health. 2011, 11: 938-10.1186/1471-2458-11-938.CrossRef

40.
Neumark-Sztainer D, Hannan PJ, Story M, Croll J, Perry C: Family meal patterns: Associations with sociodemographic characteristics and improved dietary intake among adolescents. J Am Diet Assoc. 2003, 103: 317-322.CrossRef

41.
Holmes-Smith P: Applied Structural Modelling: from fundamentals to the advanced. 2010, Melbourne: School of Research Evaluation and Measurement Services

42.
Byrne BM: Structural equation modelling with EQS and EQS/Windows. 1994, Thousand Oaks, CA: Sage Publications

43.
Schumacker RE, Lomax RG: A beginner's guide to structural equation modeling. 2004, Mahwah, NJ: Lawrence Erlbaum Associates, 2

44.
Berry HL, Shipley M: Longing to belong: personal social capital and psychological distress in an Australian coastal region. ANU College of Medicine, Biology and Environment, Australian Government Department of Families, Housing, Community Services and Indigenous Affairs, Social Policy Research Paper. 2009, 39.

45.
Stang J, Loth KA: Parenting style and child feeding practices: potential mitigating factors in the etiology of childhood obesity. J Am Diet Assoc. 2011, 111 (9): 1301-1305. 10.1016/j.jada.2011.06.010.CrossRef

46.
Ward DS, Hales D, Haverly K: An instrument to assess the obesogenic environment of child care centers. Am J Health Behav. 2008, 32: 380-386.CrossRef

47.
Schatzkin A, Kipnis V, Carroll RJ: A comparison of a food frequency questionnaire with a 24-hour recall for use in an epidemiological cohort study: results from the biomarker-based Observing Protein and Energy Nutrition (OPEN) study. Int J Epidemiol. 2003, 32 (6): 1054-1062. 10.1093/ije/dyg264.CrossRef

48.
Epstein LH, Wing RR, Valoski A: Childhood obesity. Pediatr Clin North Am. 1985, 32 (2): 363-379.

49.
Rhee K: Childhood overweight and the relationship between parent behaviors, parenting style, and family functioning. Ann Am Acad Pol Soc Sci. 2008, 615: 12-37.CrossRef



Competing interest
The authors declare that they have no competing interests.

Authors’ contributions
LW conceived the trial and secured grant funding. AF, RW, LW and JB developed the intervention. AF and SD developed study measures. LW, AF and RW managed recruitment, intervention implementation and data collection. AF and PM conducted the analysis. AF lead the drafting of the manuscript. All authors contributed to interpretation of analysis, provided critical comment on the manuscript draft and approved the final version.


OEBPS/A12966_2012_Article_750_Fig2_HTML.jpg
32

TiStrategies 4 »| T2Strategies
42
T1Access 64 T2Access
19
49
T1Pressure 0 o T2Pressure
10 35
TIPSEC 58 T2PSEC
war -'09.
-18
08
Allocate I/C
-.05
.39
TINCFI ) T2NCFI (65
&)
T1(Time 1) Baseline PSEC Parent Self-Efficacy for
Child Diet
T2 (Time 2) 2 month follow-up Treatment Group allocation
allocation (intervention/control)
Strategies Child feeding strategies NCFI Non-core food index from
the CDQ
Access Accessibility of non-core foods | E Error
Pressure ‘Pressure to Eat’ subscale * p<0.05; ** p<0.01; *** p <0.001






OEBPS/sidebar.gif





OEBPS/A12966_2012_Article_750_Fig1_HTML.jpg
Assessed for eligibility

N =59 PRESCHOOLS

Excluded PRESCHOOLS

N=22 Didn’t meet inclusion
criteria

N=7 Refused

Randomised
N=30 PRESCHOOLS
N=394 parents#

/\

Allocated to intervention

(completed baseline )
n=181 parents received the

Allocated to Control
N=15 PRESCHOOLS
n=186 parents
(completed baseline )

/Unavailable for follow -up
2 months: (n*30 pa rents*)
1 =incomplete
3 =unable to be conmcted
12 = refused
14 = not completed within 2
months

6 months: (n=3 4 parents):
6 = unable to be contacted
7 = not completed within 2

~

6 months:

(n=7 parents*):

1 =incomplete survey*
1 = not completed within 2

s
2 = unable to be contacted
— 3 =refused

(n=17 parents):
1 = unable to be contacted

Unavaila ble to follow -up

months
KZI = refused

Analysed
2month s
Main analysis= 178 (86%)

Intention to treat=208
Pre protocol=172
Mediation = 177
6 month s
Main analysis= 174
Intention to treat=208
Pre protocol=165

8 = not completed within 2
months

\ efused J

179 (97 %)

Intention to treat=186

169

Intention to treat=186






OEBPS/contact.gif





OEBPS/A12966_2012_Article_750_Fig3_HTML.jpg
32

TiStrategies 54 o  T2Strategies 6
"
12
42
. T1Access 64 T2Access E2 )
BT P
23 ~10
Allocate I/C
-.06
.39
TINCFI 53 T2NCFI 53)
&)
T1 (Time 1) Baseline Treatment Group allocation

T2 (Time 2)

Strategies
Access

2 month follow-up

Child feeding strategies
Accessibility of non-core foods

allocation
NCFI

E

(intervention/control)

Non-core food index

from the CDQ
Error

* p <0.05; ** p<0.01; *** p<0.001





