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Abstract
Background
Behavioral mechanisms that contribute to the association between breastfeeding and reduced obesity risk are poorly understood. The purpose of this study was to evaluate the hypothesis that feeding human milk from the breast (direct breastfeeding) has a more optimal association with subsequent child appetite regulation behaviors and growth, when compared to bottle-feeding.

Methods
Children (n = 109) aged 3- to 6- years were retrospectively classified as directly breastfed (fed exclusively at the breast), bottle-fed human milk, or bottle-fed formula in the first three months of life. Young children's appetite regulation was examined by measuring three constructs (satiety response, food responsiveness, enjoyment of food) associated with obesity risk, using the Child Eating Behavior Questionnaire. Multinomial logistic regression analyses were used to test whether children bottle-fed either human milk or formula had reduced odds of high satiety and increased odds of high food responsiveness and high enjoyment of food compared to children fed directly from the breast. Current child weight status and growth trends from 6-36 months were also examined for their relation to direct breastfeeding and appetite regulation behaviors in early childhood.

Results
Children fed human milk in a bottle were 67% less likely to have high satiety responsiveness compared to directly breastfed children, after controlling for child age, child weight status, maternal race/ethnicity, and maternal education. There was no association of bottle-feeding (either human milk or formula) with young children's food responsiveness and enjoyment of food. There was neither an association of direct breastfeeding with current child weight status, nor was there a clear difference between directly breastfed and bottle-fed children in growth trajectories from 6- to 36-months. More rapid infant changes in weight-for-age score were associated with lower satiety responsiveness, higher food responsiveness and higher enjoyment of food in later childhood

Conclusion
While direct breastfeeding was not found to differentially affect growth trajectories from infancy to childhood compared to bottle-feeding, results suggest direct breastfeeding during early infancy is associated with greater appetite regulation later in childhood. A better understanding of such behavioral distinctions between direct breastfeeding and bottle-feeding may identify new pathways to reduce the pediatric obesity epidemic.
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Background
Obesity is a global problem even in the youngest populations. In the U.S., most recent reports indicate over 10% of infants and toddlers are overweight [1] and internationally, it is estimated that at least 20 million children under the age of 5 are overweight [2]. Increasing attention has been given to potential prevention strategies in early life [2]. Existing evidence indicates a protective effect of breastfeeding, accounting for as much as a 10-30% reduction in obesity risk through adulthood [3–7]. However, the mechanisms that explain this reduction in obesity risk are not fully understood.
Potential biological explanations of the breastfeed-obesity association have centered on differences in the nutritional composition of human milk versus formula, focusing in particular on the comparisons of human milk and formula in terms of protein and fatty acid composition [8]. For example, differences in the ratio of omega 3 and omega 6 fatty acids between human milk and formula have been associated with adipose tissue growth in infants [9] and insulin response in animal models [10]. A causal role for milk composition in promoting or protecting against obesity beyond infancy, however, has yet to be established [11].
Behavioral factors may explain the breastfeeding-obesity association, but these factors have not been fully explored. Both maternal and infant behaviors differ based on whether an infant is fed from the breast [direct breastfeeding] or bottle-fed human milk and/or formula. It is suggested that direct breastfeeding supports the development of appetite regulation given its inherent dependence on infant-centered feeding behaviors by the mother [12, 13]. This process relies heavily on the infant's response to satiation rather than on visual cues, as a breastfeeding mother does not know how much milk is being offered, how much the infant is taking in, and also knows little about the rate with which their infant is drinking. Thus, direct breastfeeding requires the mother to focus on infant cues to gauge the child's interest in feeding (e.g. increased alertness to caregiver, moving head towards caregiver) and satiety (e.g. reduced sucking, drowsiness, relaxed state, arms close to the body). In contrast, bottle-feeding, involving either human milk or formula, provides explicit visual information about infant intake to the caregiver based on the amount of milk or formula remaining in the bottle.
Limited empirical evidence exists to support the suggestion that direct breastfeeding is more infant-centered. To date, observational research examining mother-infant pairs at 1 week, 1 month, and 2 months of age has revealed that mothers who bottle-fed initiated a greater proportion of breaks during feeding than directly breast-feeding mothers [12]. Directly breastfed infants also exhibited greater variability in the volume of feeds, taking larger volume feedings following longer periods without milk/formula [12]. These findings suggest that direct breastfeeding may engender relatively less maternal control during feeding and more responsiveness to infant feeding cues than bottle-feeding. Lower levels of maternal control during feeding have been associated with less rapid infant growth during the first year of life [14] and lower Body Mass Index [BMI] z-scores (set to US reference population) at twelve months [15].
Although this evidence collectively suggests that the protective effect of breastfeeding on obesity risk may be partially driven by behavior, potential differences in the long-term appetite regulation between directly breastfed and bottle-fed infants has not been explored. Such an investigation would provide insight into the behavioral aspects of breastfeeding which might be related to weight gain and obesity. Identifying behavioral aspects unique to direct breastfeeding offers a potential path to child obesity prevention in the earliest years of life, as this identification could lead to interventions for all caregivers, including mothers who cannot or choose not to directly breastfeed (e.g. mother whose infant does not latch, mother who returns to work, mother who chooses to bottle-feed).
Reliance on internal cues during eating is important as there is a well-established relationship between appetite regulation and weight status [16–18]. Parental reports of poor use of internal cues (low satiety response) and increased use of external cues (high food responsiveness and high enjoyment of food) in children have been associated with increased adiposity and obesity, and are predictive of higher energy intake levels [19–21]. Whether behavioral aspects of infant feeding in the first year of life influence growth patterns later in childhood via appetite regulation has not been evaluated in detail.
Therefore, the primary aim of this study was to determine the association of direct breastfeeding during early infancy with later appetite regulation behaviors among 3- to 6-year-old children. Given associations with child obesity and energy intake, three aspects of child appetite regulation were examined: satiety response, food responsiveness, and enjoyment of food [19]. It was hypothesized that compared to children who were directly breastfed exclusively during the first three months of life [DIRECT BF], children who were bottle-fed either human milk [BTL-HM] or formula [BTL-FORM] would be less likely to display appetite regulation at 3-6 years old. As a secondary aim, it was hypothesized that direct breastfeeding would be associated with normal weight status and less rapid growth from infancy through early childhood compared to the BTL-HM and BTL-FORM children and that less rapid growth would in turn relate to child appetite regulation.

Methods
Design
This study employed a retrospective cohort design. Infant feeding group assignment was based on self-reported breastfeeding/human milk use and bottle-feeding behaviors during the first three months of life, which were verified by medical chart review. Current demographics, child appetite regulation behaviors, and anthropometric data were collected when children were 3-6 years old. Retrospective child growth data were assessed via medical records.

Participants & Procedures
A sample of mothers and their 3-6 year old children were recruited using two strategies. The majority of recruitment took place in-person in the waiting area of a private pediatric primary care office located in suburban Philadelphia. A secondary method involved emails sent to members of a listserv provided by a non-profit, community-based breastfeeding center in the same geographic area. Breastfed and non-breastfed children were included in the study. Exclusion criteria included maternal history and/or current diagnosis of an eating disorder, maternal conditions that contraindicated breastfeeding (e.g. certain pharmaceutical use, double mastectomy), and a child being a multiple due to unique challenges related to breastfeeding higher order multiples [22].
After obtaining informed consent, participants completed the self-report surveys which took approximately 15 minutes. Those recruited in-person were asked to complete the survey during their pediatric clinic visit; those who did not complete it during the visit were asked to return the survey by prepaid mail provided by the researcher. Email-recruited participants received and returned consent forms and the survey packets by prepaid mail. A medical chart review of infant feeding history and child growth was performed for participant's recruited in-person from the pediatrician's office and for those recruited by e-mail who used the recruitment site pediatrician. For children with other pediatricians, mothers were asked to take the child growth forms to their pediatrician's office for completion, but infant feeding history was not verified for these participants. All procedures were carried out in accordance with Temple University human subjects' protections and U.S. privacy regulations regarding individually identifiable health information (HIPAA).

Measures
Bottle Use & Feeding History
Duration of human milk use and bottle use (first three months of life) were self-reported by mothers. These data were verified for 78% of the sample (n = 85) using medical chart review (in regard to duration, exclusivity, and bottle use). Of the 85 charts reviewed, 91.6% were consistent with maternal self-report. Because five mothers overestimated and three mothers underestimated their length of exclusive human milk use, medical chart data were used in analyses for these participants. In order to isolate direct breastfeeding, mothers had to report exclusive direct breastfeeding (no bottle use) during the first three months of life for their children to be considered directly breastfed (DIRECT BF group). The reason for selecting the three month cut-off was twofold. First, most employed US women return to work within 12 weeks of giving birth and direct breastfeeding is less likely after this point [23]. Second, while the US recommendation is to use human milk or formula only during the first six months of life, most infants begin to transition to a mixed diet of breast milk, infant formula, and solid, spoon feeding (e.g. infant cereal) at 4 to 5 months of age [24]. Understanding these contextual factors that occur in the first 6 months, the first three months were focused on because direct breastfeeding, as a behavior, was expected to be at its greatest frequency and thus the behavioral differences between direct breastfeeding and bottle-feeding would be most pronounced.
Bottle use was determined based on a scaled response question, asking mothers who reported breastfeeding whether they typically breastfed from the breast in the first three months of life, "All of the time" (ex: never used a bottle on average days), "Most of the time" (ex: 0-1 bottles on average days), "Some of the time" (ex: 2-3 bottles on most days), and "None of the time" (ex: 4 or more bottles on most days). If a mother did not initiate breastfeeding, she was coded as feeding from the breast, "None of the time". Based on these responses, the DIRECT BF group was comprised of children who were fed human milk exclusively for the first three months of life and whose mothers stated they fed the infant at the breast all of the time. The BTL-HM group was compromised of children who were fed human milk (non-exclusive included) and whose mothers stated they fed the infant at the breast from most to none of the time during the first three months of life. The BTL-FORM group was comprised of children who were fed formula for the first three months of life. Four breastfed children were placed in the BTL-FORM group because they were supplemented with formula from birth and because, while mother's reported that they initiated breastfeeding, they said human milk was rarely fed due to breastfeeding difficulties (e.g. separation from infant at birth, insufficient milk supply, infant never latched). These breastfed children in the BTL-FORM group were all fed human milk for less than 4 weeks.

Child Regulation of Appetite
Appetite regulation was measured using selected subscales (Satiety Response [SR], Food Responsiveness [FR], and Enjoyment of Food [EF]) from the Child Eating Behavior Questionnaire [CEBQ], a 35-item parent-report measure of eight dimensions of young children's eating behaviors [19, 25]. The SR subscale measures response to fullness while eating or choosing not to eat when one is full and it included statements like: "My child leaves food on his/her plate at the end of a meal." The FR subscale measures maladaptive eating which is normally triggered by external cues and it included statements like: "Even if my child is full, s/he finds room for his/her favorite food." The EF subscale measures general appetite and interest in food and it included statements like: "My child is interested in food." While the term "enjoyment of food" would be perceived as a positive quality, it has been associated with increased adiposity and overweight [20, 21, 25, 26], and therefore is considered risky appetite characteristic that could lead to obesity. All three subscales have demonstrated a high internal consistency (SR: α = .83, FR: α = .82, EF: α = 0.91) and high test-retest reliability (SR: r = 0.85, FR: r = 0.83, EF: r = 0.87) in samples of preschool aged children [25]. These subscales have also demonstrated criterion validity in predicting behavioral measures of appetite regulation among preschool aged children including eating in the absence of hunger and caloric compensation during meals following caloric pre-loads [19]. All items on the CEBQ used 5-point Likert scale response options (0 = never, 4 = always). To allow for logistic regression analyses, each factor was converted into a dichotomous variable using a median split. The subscale scores below the median score for a subscale were grouped into a "low category" and those at or above the median were grouped into the "high category".

Child Growth Measures
Child weight at birth, as well as height and weight measurements taken at pediatric well-child visits at 6 months, 12 months, 24 months, 36 months and most recent visit, were collected by medical chart review. Weight previously recorded in pounds and height in inches (utilizing standardized methods of the recruitment site pediatric office) was converted to kilograms and meters, respectively. For 24% of child participants, growth data were obtained from the medical records of other pediatrician offices; therefore, methods of those length/height and weight measurements are less clear. The percentage of complete weight and length/height measurements at each of time point ranged from 94% to 96%, with the 6 month data having the lowest percentage for measurements obtained. Weight-for-length z scores [WFLz] (6, 12 month), BMI z-scores [BMIz] (24, 36 month, current) and weight-for-age z scores [WFAz] (6, 12, 24, 36 month) were calculated based on 2000 Centers for Disease Prevention and Control [CDC] growth standards [27].


Family Demographics and Maternal Characteristics
Demographic information was collected by maternal self-report including maternal education level, parity at birth of the child participant, household income level, and maternal race/ethnicity. Maternal BMI was calculated based on maternal self-report of current height and weight. If a mother reported a current or recent pregnancy at the time of the interview, she was asked to report her weight prior to the pregnancy, in order to calculate a more valid BMI.

Analysis Plan
Descriptive variables were examined with the entire sample, and compared between the three feeding groups (DIRECT BF, BTL-HM, BTL-FORM), where DIRECT BF children served as the reference group. For the primary outcome, multinomial logistic regressions were used to assess whether the directly breastfed children differed from the bottle-fed children in appetite regulation (high SR, high FR, high EF) after adjusting for possible confounders. A hierarchical approach was utilized in order to first assess the simple relationship between infant feeding method and child appetite regulation, with adjustments for the potentially confounding effects of covariates on individual basis (some covariates were grouped due to their interrelationships). A large set of covariates was considered due to their relationship with child appetite behaviors in the previous research, including maternal BMI [28], race/ethnicity [29], maternal restraint level in her own eating [30], and child gender [25]. However, only child age [31], child weight status [20], maternal race/ethnicity [29], and maternal education level [32] were included in the final models as they were significantly correlated with child appetite regulation (p ≤ 0.05). The models first accounted child characteristics then maternal race, and lastly maternal education. SPSS® version 16 statistical software was used to run the primary analyses.
Our secondary analyses used t-tests to assess potential differences in growth (WFL/BMI z-score) between the DIRECT BF, BTL-HM, and BTL-FORM groups, across 6-36 months of age. Two-stage growth models (TSGM) were then used to assess potential differences in within-subjects growth trajectories. A regression model was run for each child participant to estimate an intercept and slope for each child's linear growth pattern centered on the first growth point measurement, 6 months. Because anthropometric measures were age-standardized, growth trends were linear. A quadratic model was considered, but rejected because coefficients were approximately zero with little variation across individuals. Thus, a linear model was retained for all subsequent analyses. Separate models were run for each growth outcome (WFLz/BMIz and WFAz) with infant feeding group as the predictor, controlling for maternal race, maternal education, and maternal weight status; the latter was included because of its relationship with child weight status in this sample. Lastly, to assess whether growth patterns predicted later appetite regulation, models were run for each of the appetite regulation behaviors [SR, FR, EF] with the growth measures as an outcome (WFLz/BMIz and WFAz), controlling for feeding group [DIRECT BF, BTL-HM, BTL-FORM]. STATA® version 11 statistical software was used to run TSGM analyses.


Results & Discussion
Sample
Table 1 presents a description of the sample. The majority of mothers were enrolled (n = 84; 77%) during in-person recruitment at the private pediatric clinic. The percentage of mothers who agreed to participate was 87.9%, with six mothers declining to participate and nine mothers found to be ineligible. Reasons for ineligibility included existing or prior serious child health problems that could have affected eating or growth (n = 3), mother's prior or current diagnosis of eating disorder (n = 4), adopted child with mother having no knowledge of infant feeding (n = 1), and mother's inability to breastfeed due to pharmaceutical drug use (n = 1). The final sample consisted of primarily white, non-Hispanic children who ranged from 3-6 years old, with the average age being 4.1 years. Child gender was evenly distributed in the full sample and between groups. About 25% of child participants were overweight or obese at the time of the interview, with no significant differences in weight status between the groups. Forty-two percent of mother participants were classified as overweight or obese, which is lower than the national prevalence (59.5%) for adult women (aged 20-39 years) [33]. Differences in maternal overweight (BMI≥25) between DIRECT BF (40%), BTL-HM (37.8%) and BTL-FORM group (61.9%) were not statistically significant (p > 0.05). Family income varied significantly between groups, with the DIRECT BF group having more participants in the greater than $100,000 income level, as compared to the BTL-HM and BTL-FORM groups (p ≤ 0.05).Table 1Demographics of sample and demographics by breastfeeding group


	Demographics
	All Participants n = 109
	DIRECT BF
n = 40
	BTL-HM
n = 47
	BTL-FORM
n = 22

	Childs Age, mean (SD)
	4.1 (1.0)
	4.0 (1.0)
	4.0 (1.0)
	4.3 (1.1)

	Weeks of Any Human Milk Use, mean (SD)*
	37.9 (42.8)
	73.2 (47.3)
	25.3 (22.0)
	0.1 (1.6)

	Weeks of Exclusive Human Milk Use, mean (SD)*
	12.6 (10.5)
	22.0 (5.5)
	10.3 (8.9)
	0 (-)

	Mom Overweight or Obese†, n (%)
	46 (42.2%)
	16 (40%)
	17 (37.8%)
	13 (61.9%)

	Child Weight Status: Overweight or Obese†, n (%)
	26 (23.8%)
	8 (20.0%)
	12 (29.3%)
	7 (31.8%)

	
                              Child Gender
                            
	 	 	 	 
	   Male, n (%)
	53 (48.6%)
	22 (55.0%)
	19 (40.4%)
	12 (54.5%)

	   Female, n (%)
	56 (51.4%)
	18 (45.0%)
	28 (59.6%)
	10 (45.5%)

	
                              Mom Race Ethnicity
                            
	 	 	 	 
	   White, non-Hispanic, n (%)
	92 (84.4%)
	37 (92.5%)
	36 (76.6%)
	19 (86.4%)

	   Black, African American, n (%)
	11 (10.1%)
	1 (2.5%)
	7 (14.9%)
	3 (13.6%)

	   Other, n (%)
	6 (5.5%)
	2 (5.0%)
	4 (8.5%)
	0 (0%)

	
                              Child Race Ethnicity
                            
	 	 	 	 
	   White, non-Hispanic, n (%)
	93(85.3%)
	37 (92.5%)
	37 (78.7%)
	19 (86.4%)

	   Black, African American, n (%)
	9 (8.3%)
	0 (0%)
	6 (12.8%)
	3 (13.6%)

	   Other, n (%)
	7 (6.4%)
	3 (7.5%)
	4 (8.5%)
	0 (0%)

	
                              Parity
                            
	 	 	 	 
	   Multiparous at Interview†, n (%)
	93 (92.1%)
	36 (94.7%)
	38 (92.7%)
	19 (86.4%)

	   Primiparous at Child's Birth, n (%)
	47 (43.5%)
	18 (45.0%)
	22 (47.8%)
	7 (31.8%)

	
                              Household Income Level*
                            
	 	 	 	 
	   Unknown, n (%)
	5 (4.6%)
	2 (5.2%)
	3 (6.4%)
	0 (0%)

	   < $50,000, n (%)
	3 (2.8%)
	1 (2.6%)
	2 (4.2%)
	0 (0%)

	   $50,000-$74,999, n (%)
	10 (10.4%)
	4 (10.5%)
	3 (6.4%)
	4 (18.2%)

	   $75,000-$99,999, n (%)
	22 (20.8%)
	2 (5.3%)
	14 (29.8%)
	6 (27.3%)

	   ≥$100,000, n (%)
	69 (66%)
	31 (81.6%)
	25 (53.2%)
	12 (54.5%)

	
                              Maternal Education Level
                            
	 	 	 	 
	   High School diploma or less, n (%)
	16 (14.7%)
	2 (5%)
	10 (21.7%)
	4 (18.2%)

	   College Graduate or Beyond, n (%)
	93 (85.3%)
	38 (95%)
	37 (78.7%)
	18 (81.8%)


†Some missing participant data- percentages based on complete data only.
*p ≤ 0.05
**p ≤ 0.10
Direct BF = direct breastfeeding group. BTL-HM = Bottle-fed Human Milk group. BTL-FORM = Bottle-fed Formula group.



The DIRECT BF group had a minimum of 12 weeks of exclusive direct breastfeeding with a mean of 73.2 weeks (sd = 47.4) of any human milk use (range 16-200 weeks) and 22.0 weeks (sd = 5.5) of exclusive human milk use. In the DIRECT BF group, 41.4% of women reported formula supplementation after the first three months of life and for these women the mean infant age of formula supplementation was 29.2 weeks (sd = 10.9). Mean age of solid supplementation for the DIRECT BF group was 5.5 months (sd = 1.2). The BTL-HM group had a mean of 25.3 weeks (sd = 22.0) of any human milk use and 10.3 weeks (sd = 8.9) of exclusive human milk use. Mean age of solid supplementation for the BTL-HM group was 5.5 months (sd = 1.4). For the BTL-FORM group, formula supplementation began at birth, with 0 weeks of exclusive human milk use. Four children (18.2%) in the BTL-FORM group were breastfed. The BTL-FORM group had a mean of 0.4 weeks (sd = 1.1) of any human milk use, where mothers reported feeding from the breast "none of the time". The mean age for solids supplementation was 4.7 months (sd = 1.0) in the BTL-FORM group.

Association of Feeding Method and Child Appetite Regulation
SR, FR, and EF subscales demonstrated acceptable internal consistency in the current sample (SR: α = 0.72, FR:α = 0.77, EF: α = 0.87). On a 0-4 scale, the SR score median was 2.0, ranging from 0.6-4.0, with 36.9% having low vs. 63.1% high satiety response following median split, for the entire sample. The FR subscale score median was 1.3, ranging from 0.0-3.6, with 39.1% having low vs. 60.9% high food responsiveness following the median split. The EF subscale score median was 2.5, ranging from 0.75-4.0, with 48.2% sample having low vs. 51.8% having high enjoyment of food following the median split. Figure 1 presents the distribution of children in the high category for SR, FR, and EF subscales by group (DIRECT BF, BTL-HM, BTL-FORM).[image: A12966_2010_Article_483_Fig1_HTML.jpg]
Figure 1The percentage of children in the high category for satiety responsiveness, food responsiveness, and enjoyment of food by group.




Covariates were selected for inclusion in the multivariate model based on their correlation with child appetite regulation, thus child age at time of interview, child BMI, maternal race, and maternal education level were included in all analyses. Child age was negatively correlated with high SR (r = -0.22, p ≤ 0.05). Child BMI was negatively correlated with high SR (r = -0.25, p ≤ 0.01), low FR (r = -0.026, p ≤ 0.01), and low EF (r = -0.29, p ≤ 0.01). Using Chi-square analyses, it was found that 73% of children with low FR had mothers who were Black (χ2 = 6.93, p ≤ 0.01). Using Chi-square analyses, it was found that 59% of children with high SR had mothers who were educated beyond the college degree level (χ2 = 10.56, p ≤ 0.01).
Table 2 presents the odds ratio for high SR, FR, and EF for the BTL-HM and BTL-FORM groups when the DIRECT BF group is set as the reference population for multinomial logistic regression analyses. In the unadjusted model, the BTL-HM group did not have significantly reduced odds of high SR (OR: 0.49; 95% CI: 0.20, 1.18). However, after adjustment for child age and child weight status, the BTL-HM group had reduced odds of high SR (OR: 0.37; 95% CI: 0.14, 0.97). The final model, which included child age, child weight status, maternal race, and maternal education level, revealed the BTL-HM group was 67% less likely to have high satiety responsiveness as compared to the DIRECT BF group. The BTL-FORM group did not differ significantly from the DIRECT BF group in terms of odds of high satiety responsiveness, in the unadjusted or adjusted models.Table 2Crude and Adjusted Odds Ratio (OR) for appetite regulation at age 3-6 years for directly breastfed children compared to children bottle-fed human milk and formula


	 	High
Satiety Responsiveness
	High
Food Responsiveness
	High
Enjoyment of Food

	 	DIRECT BF†
OR (CI 95%)
	BTL-HM
OR (CI 95%)
	BTL-FORM
OR (CI 95%)
	DIRECT BF†
OR (CI 95%)
	BTL-HM
OR (CI 95%)
	BTL-FORM
OR (CI 95%)
	DIRECT BF†
OR (CI 95%)
	BTL-HM
OR (CI 95%)
	BTL-FORM
OR (CI 95%)

	Unadjusted
	1.00
	0.49 (0.20, 1.18)
	0.92 (0.30, 2.82)
	1.00
	0.78 (0.32, 1.88)
	0.48 (0.17, 1.40)
	1.00
	1.63 (0.70, 3.82)
	0.77 (0.27, 1.40)

	Model 1‡
	1.00
	0.37 (0.14, 0.97)*
	1.24 (0.37, 4.14)
	1.00
	0.90 (0.35, 2.35)
	0.42 (0.14, 1.25)
	1.00
	1.95 (0.79, 4.87)
	0.61 (0.20, 2.19)

	Model 2‡
	1.00
	0.34 (0.13, 0.93)*
	1.21 (0.36, 4.04)
	1.00
	1.05 (0.39, 2.85)
	0.45 (0.15, 1.35)
	1.00
	2.09 (0.81, 5.37)
	0.33 (0.20, 1.89)

	Model 3‡
	1.00
	0.33 (0.12, 0.93)*
	1.18 (0.35, 3.99)
	1.00
	1.26 (0.45, 3.54)
	0.48 (0.16, 1.48)
	1.00
	2.23 (0.85, 5.90)
	0.64 (0.21, 1.95)


†DIRECT BF was Reference group.
‡ Model 1 includes child age and child weight status
Model 2 includes Model 1 + maternal race
Model 3 includes Model 2 + maternal education level
* p ≤ 0.05
DIRECT BF = direct breastfeeding group. BTL-HM = Bottle-fed Human Milk group. BTL-FORM = Bottle-fed Formula group. CI 95% denotes the 95% confidence interval. Child Weight Status was based on the current growth percentile, based on CDC standard growth reference, as follows: not overweight/obese as less than the 85th percentile for age and gender, and overweight/obese as equal to or greater than the 85th percentile for age and gender. Maternal Race was coded as being White or not. Maternal Education was coded as having a College degree and Beyond or having less than a College degree.



Table 2 also provides the odds ratio of high FR and high EF for the BTL-HM and BTL-FORM groups when the DIRECT BF group was set as the reference population. In the unadjusted model, the BTL-HM and BTL-FORM groups were not significantly more likely than the DIRECT BF group to have high FR or high EF at age 3-6 years. After adjustment for all covariates, the BTL-HM and BTL-FORM groups did not differ significantly from the DIRECT BF group in level of food responsiveness or enjoyment of food at age 3-6 years.

Child Growth Trends related to Feeding Method and Child Appetitive Self-Regulation
Feeding Method and Child Growth
Direct breastfeeding during first three months of life was assessed as a predictor of weight status and growth. Table 3 presents WFL/BMI z-score means for the DIRECT BF, BTL-HM, and BTL-FORM groups at all time points (6 mo, 12 mo, 24 mo, 36 mo, Current). T-tests did not identify significant differences in these relative weight measures across the five time points between the groups. Direct breastfeeding (DIRECT BF vs. BTL-HM or BTL-FORM) did not predict growth patterns (neither intercept, slope) (see Table 4).Table 3Weight for Length and Body Mass Index z-scores Description by Feeding Group from 6 months to current


	 	DIRECT BF
	BTL-HM
	BTL-FORM

	Month 6
	 	 	 
	WFLz , Mean (sd)
	0.68 (1.01)
	0.61 (0.91)
	0.83 (1.24)

	
                                Month 12
                              
	 	 	 
	WFLz, Mean (sd)
	0.45 (1.15)
	0.57(0.82)
	0.58 (1.21)

	
                                Month 24
                              
	 	 	 
	WFLz, Mean (sd)
	0.23 (1.17)
	0.36 (1.15)
	0.12 (1.32)

	
                                Month 36
                              
	 	 	 
	BMIz, Mean (sd)
	0.36 (1.09)
	0.27 (0.91)
	0.16 (0.98)

	
                                Current
                              
	 	 	 
	
                                Mean Age at Measurement
                              
	
                                4.00 (1.04)
                              
	
                                4.00 (0.98)
                              
	
                                4.20 (1.11)
                              

	BMIz, Mean (sd)
	0.48 (0.89)
	0.35 (1.06)
	0.46 (1.00)


Direct BF = direct breastfeeding group. BTL-HM = Bottle-fed Human Milk group. BTL-FORM = Bottle-fed Formula group. WFLz = Weight for Length z-score. WFL% = Weight-for-length percentile. BMIz = body mass index z-score. BMI% = body mass index percentile.


Table 4Parameter Estimates of the Latent Growth Models of WFLz/BMIz and WFAz by groupa


	 	BTL-HM
	BTL-FORM

	 	Intercept, Coef. (Std. Err.)
	Slope, Coef. (Std. Err.)
	Intercept, Coef. (Std. Err.)
	Slope, Coef. (Std. Err.)

	WFLz/BMIz
	-0.17 (0.22)
	0.04 (0.02)
	-0.08 (0.27)
	-0.01 (0.03)

	WFAz
	0.18 (0.23)
	0.02 (0.02)
	0.07 (0.28)
	0.00 (0.02)





Child Growth and Child Appetitive Self-Regulation
Growth patterns (WFLz/BMIz, WFAz) were associated with appetite regulation (see Table 5). Children with a history of more rapid weight gain (WFAz) from 6-36 months were more likely to have lower SR at ages 3-6. Children with more rapid weight gain (WFAz) from 6-36 months were also more likely to have high FR at ages 3-6, but rapid weight gain was not a significant predictor of higher EF at ages 3-6. More rapid change in relative growth (WFLz/BMIz) from 6-36 months, was not a significant predictor of lower SR, higher FR, or higher EF.Table 5Parameter Estimates of the Latent Growth Models of CEBQ subscale scores by WFLz/BMIz and WFAzb


	 	Intercept, Coef. (Std. Err.)
	Slope, Coef. (Std. Err.)

	SR, WFLz/BMIz
	-0.07 (0.05)
	-0.91 (0.54)

	SR, WFAz
	-0.08 (0.06)
	-1.33 (2.22)*

	FR, WFLz/BMIz
	0.14 (0.08)
	1.02 (0.74)

	FR, WFAz
	0.62 (0.07)
	1.93 (0.85)*

	EF, WFLz/BMIz
	0.04 (0.08)
	-0.41 (0.81)

	EF, WFAz
	-0.02 (0.08)
	0.68 (0.83)


* p ≤ 0.05
a DIRECT BF was the reference group. Controlling for: Overall duration of human milk use, child gender, child race, maternal education, and income level
b Controlling for: Group Membership [DIRECT BF, BTL-HM, BTL-FORM]
BTL-HM = Bottle-fed Human Milk group. BTL-FORM = Bottle-fed Formula group. BMIz = body mass index z-score. WFLz = Weight-for-Length z-score. WFAz = Weight-for-Age z-score. SR = Satiety Responsiveness Subscale. FR = Food Responsiveness Subscale. EF = Enjoyment of Food Subscale. Coef = Coefficient. Std. Err. = Standard Error. The total sample was n = 99 for these analyses.





Discussion of Results
This study provides evidence that direct breastfeeding during early infancy is related to greater appetite regulation later in childhood. In this study, children who were fed human milk in a bottle during the first three months of life were 67% less likely to have high satiety responsiveness at the age of 3-6 years when compared to children who were directly breastfed after considering child age, child weight status, maternal race, and maternal education level. Children fed formula in a bottle did not differ significantly from children who were directly breastfed in terms of likelihood of appetite regulation; however, the sample size of formula-fed children was small (n = 22) which might have limited our ability to identify differences. In parallel to previous research which connects parental feeding practices (e.g. control) and child appetite regulation [34, 35], our findings suggest that direct breastfeeding may have lasting effects on children's appetite regulation.
Examining the potential connection of direct breastfeeding and later satiety response is novel. Our results suggest a potential utility of studying maternal-infant interactions and behaviors surrounding breastfeeding in order to understand the development of appetite regulation, beyond observing differences based on milk type alone. Breastfeeding duration can assess the overall length of exposure to and/or dosage of human milk, but feeding human milk directly from the breast versus milk from a bottle reflects potential behavioral differences in feeding which may shape infant consumption patterns. Bottle-feeding provides visual cues to mothers/caregivers about the volume of milk consumed, which might encourage a caregiver to feed and/or an infant to eat independent of internal hunger and satiety cues [12, 36]. A chronic pattern of continuing to feed an infant after satiety cues are exhibited may increase children's subsequent responsiveness to external food cues (including caregiver prompts) and risk of overeating [37]. Recent research on infant bottle emptying (used as an indicator of low infant self-regulation) supports this assertion, revealing that infants who were directly breastfed from 0-6 months empty bottles less often in later infancy (27% of the time) compared to infants bottle-fed either human milk (54%) or formula (68%) [38].
The current study evaluated the effect of direct breastfeeding on overweight or less rapid growth from 6-36 months, finding no relation to either. While past research finds that longer breastfeeding duration is protective obesity throughout childhood [6, 39], this study assessed the effects of direct breastfeeding which is why might diverge from some of the breastfeeding versus formula literature. The only other study which has assessed the effects of direct breastfeeding on infant self-regulation did not assess weight outcomes [38], thus there is not literature on which these results can be compared. The child overweight/obesity rates of this sample were similar to the U.S. population, therefore it was expected that the data would support this hypothesis. In trying to understand why this might be, it was considered that this study had little information about important child characteristics which affect weight status and growth patterns including diet quality [40], physical activity levels [41], and screen time [42]. Also, the familial and home environment, which might provide resources to modify the effect of lower satiety response (e.g. parental knowledge in healthy eating behaviors, high nutrition-low calorie food availability), was not assessed here. Therefore, a more comprehensive exploration is needed in order to understand whether direct breastfeeding can reduce obesity risk via improved satiety response. Future studies should include populations at higher risk for obesity, including children from families of low-income and lower parental education level [43] and African American and Hispanic children [1], as direct breastfeeding might have differential effects on more high-risk children.
Child appetite regulation at ages 3-6 years was related to weight gain from 6 months to 3 years, but was not related to change in relative growth (WFLz/BMIz). Lower satiety response was associated with a history of rapid weight gain from infancy through childhood, whereas higher food responsiveness was related to history of rapid growth. Because appetite regulation assessments followed growth measurements, causality cannot be discerned. These findings advance previous knowledge on these constructs which has demonstrated links to weight, but only in cross-sectional fashion [20, 21, 26]. Past findings and those of the current study emphasize the importance of longitudinal investigation of feeding effects on child development, in order to further understand whether appetitive regulation is related to the trajectory of growth in early childhood.

Limitations
Several limitations of the current study must be considered when interpreting these results. In regards to the generalizability of the findings, this sample was primarily non-Hispanic white, highly educated, and of higher income, thus to the extent to which the findings generalize to other racial, educational, and income groups is unclear. Recall of feeding method (bottle use, duration of human milk use) was a limitation; however, the use of chart review provided evidence that mothers' retrospective reports were reasonably accurate reflections of medical chart notes. Maternal reports of child appetite regulation, assessed by questionnaire, have been previously associated with obesity in children [19]. However, a richer dataset would include observational data on child appetite regulatory behaviors. Lastly, because the current study accessed a population with high breastfeeding rates, there were few children in the sample who were fed formula-only from birth, which reduced the power of comparisons between children who were directly breastfed and children who were primarily fed formula in a bottle from birth. Future studies should seek to utilize larger and more diverse samples in order to further understand the unique contribution of direct breastfeeding to appetite regulation.


Conclusions
This investigation yields new evidence of an association between direct breastfeeding and children's satiety response during early childhood. The findings point to differences in the behavioral processes surrounding feeding method, suggesting that feeding human milk from the breast may support the development of satiety responsiveness across infancy and childhood. Additional research is needed to understand whether the infant-centered experience of direct breastfeeding influences how mothers approach feeding beyond weaning. Such information is needed to promote optimal feeding interactions for all caregivers including mothers who wean, mothers who cannot or choose not to breastfeed, and other caregivers (e.g. fathers, grandparents, and non-relative caregivers). Through further inquiry and interventions, our understanding of behavioral factors which are distinct to direct breastfeeding could be improved, which in turn could accelerate and enhance our efforts to reduce the pediatric obesity epidemic

Acknowledgements
The authors would like to acknowledge Deborah Nelson, Brian Daly, and Andrea McCoy, for their guidance during the development of this project as a part of K. DiSantis' dissertation requirements. The authors also recognize the contribution and cooperation of the medical staff at the primary recruitment site and the director of the non-profit, community-based breastfeeding center who will not be named in order to maintain the confidentiality of our participants.

References
1.
Ogden CL, Carroll MD, Curtin LR, Lamb MM, Flegal KM: Prevalence of High Body Mass Index in US Children and Adolescents, 2007-2008. Jama-Journal of the American Medical Association. 2010, 303 (3): 242-249. 10.1001/jama.2009.2012.CrossRef

2.
World Health Organization [WHO]. Fact Sheet No 311: Obesity and Overweight. 2006, Accessed on 9/10/2009, [http://​www.​who.​int/​mediacentre/​factsheets/​fs311/​en/​index.​html]

3.
Armstrong J, Reilly JJ, Child Hlth Information T: Breastfeeding and lowering the risk of childhood obesity. Lancet. 2002, 359 (9322): 2003-2004. 10.1016/S0140-6736(02)08837-2.CrossRef

4.
Bogen , Hanusa , Whitaker : The effect of breast-feeding with and without formula use on the risk of obesity at 4 years of Age (vol 12, pg 1527, 2004). Obesity Research. 2004, 12 (10).

5.
Dewey KG: Is breastfeeding protective against child obesity?. J Hum Lact. 2003, 19 (1): 9-18. 10.1177/0890334402239730.CrossRef

6.
Gillman MW, Rifas-Shiman SL, Camargo CA, Berkey CS, Frazier AL, Rockett HRH, Field AE, Colditz GA: Risk of overweight among adolescents who were breastfed as infants. Jama-Journal of the American Medical Association. 2001, 285 (19): 2461-2467. 10.1001/jama.285.19.2461.CrossRef

7.
Owen CG, Martin RM, Whincup PH, Davey-Smith G, Gillman MW, Cook DG: The effect of breastfeeding on mean body mass index throughout life: a quantitative review of published and unpublished observational evidence(1-3). American Journal of Clinical Nutrition. 2005, 82 (6): 1298-1307.

8.
Koletzko B, von Kries R, Monasterolo RC, Subias JE, Scaglioni S, Giovannini M, Beyer J, Demmelmair H, Anton B, Gruszfeld D, et al: Can infant feeding choices modulate later obesity risk?. American Journal of Clinical Nutrition. 2009, 89 (5): S1502-S1508. 10.3945/ajcn.2009.27113D.CrossRef

9.
Ailhaud G, Guesnet P: Fatty acid composition of fats is an early determinant of childhood obesity: a short review and an opinion. Obes Rev. 2004, 5 (1): 21-26. 10.1111/j.1467-789X.2004.00121.x.CrossRef

10.
Bergeron K, Julien P, Davis TA, Myre A, Thivierge MC: Long-chain n-3 fatty acids enhance neonatal insulin-regulated protein metabolism in piglets by differentially altering muscle lipid composition. Journal of Lipid Research. 2007, 48: 2396-2410. 10.1194/jlr.M700166-JLR200.CrossRef

11.
Bartok CJ, Ventura AK: Mechanisms underlying the association between breastfeeding and obesity. International Journal of Pediatric Obesity. 2009, 4 (4): 196-204. 10.3109/17477160902763309.CrossRef

12.
Wright P, Fawcett J, Crow R: The development of differences in the feeding behaviour of bottle and breast fed human infants from birth to two months. Behavioural Processes. 1980, 5: 1-20. 10.1016/0376-6357(80)90045-5.CrossRef

13.
Fomon S: Nutrition of Normal Infants. 1993, St. Louis, Missouri: Mosby-Year Books

14.
Farrow C, Blissett J: Does maternal control during feeding moderate early infant weight gain?. Pediatrics. 2006, 118 (2): e293-e298. 10.1542/peds.2005-2919.CrossRef

15.
Taveras EM, Rifas-Shiman SL, Scanlon KS, Grummer-Strawn LM, Sherry B, Gillman MW: To what extent is the protective effect of breastfeeding on future overweight explained by decreased maternal feeding restriction?. Pediatrics. 2006, 118: 2341-2348. 10.1542/peds.2006-1814.CrossRef

16.
Fisher JO, Birch LL: Eating in the absence of hunger and overweight in girls from 5 to 7 y of age. American Journal of Clinical Nutrition. 2002, 76 (1): 226-231.

17.
Johnson SL, Birch LL: Parents' and children's adiposity and eating style. Pediatrics. 1994, 94 (5): 653-661.

18.
Francis LA, Susman EJ: Self-regulation and Rapid Weight Gain in Children From Age 3 to 12 Years. Archives of Pediatrics & Adolescent Medicine. 2009, 163 (4): 297-302. 10.1001/archpediatrics.2008.579.CrossRef

19.
Carnell S, Wardle J: Measuring behavioural susceptibility to obesity: Validation of the child eating behaviour questionnaire. Appetite. 2007, 48 (1): 104-113. 10.1016/j.appet.2006.07.075.CrossRef

20.
Carnell S, Wardle J: Appetite and adiposity in children: evidence for a behavioral susceptibility theory of obesity. American Journal of Clinical Nutrition. 2008, 88 (1): 22-29.

21.
Viana V, Sinde S, Saxton JC: Children's eating behaviour questionnaire: associations with BMI in Portuguese children. British Journal of Nutrition. 2008, 100 (2): 445-450.CrossRef

22.
Gromada KK, Spangler AK: Breastfeeding twins and higher-order multiples. J Obstet Gynecol Neonatal Nurs. 1998, 27 (4): 441-449. 10.1111/j.1552-6909.1998.tb02668.x.CrossRef

23.
Fein SB, Mandal B, Roe BE: Success of strategies for combining employment and breastfeeding. Pediatrics. 2008, 122: S56-S62. 10.1542/peds.2008-1315g.CrossRef

24.
Shealy KR, Scanion KS, Labiner-Wolfe J, Fein SB, Grummer-Strawn LM: Characteristics of breastfeeding practices among US mothers. Pediatrics. 2008, 122: S50-S55. 10.1542/peds.2008-1315f.CrossRef

25.
Wardle J, Guthrie CA, Sanderson S, Rapoport L: Development of the children's eating behaviour questionnaire. Journal of Child Psychology and Psychiatry and Allied Disciplines. 2001, 42 (7): 963-970. 10.1111/1469-7610.00792.CrossRef

26.
Webber L, Hill C, Saxton J, Van Jaarsveld CHM, Wardle J: Eating behaviour and weight in children. International Journal of Obesity. 2009, 33 (1): 21-28. 10.1038/ijo.2008.219.CrossRef

27.
National Center for Health Statistics, National Health and Nutrition Examination Survey, CDC Growth Charts: United States. [http://​www.​cdc.​gov/​nchs/​about/​major/​nhanes/​growthcharts/​datafiles.​htm]

28.
Wardle J, Sanderson S, Guthrie CA, Rapoport L, Plomin R: Parental feeding style and the inter-generational transmission of obesity risk. Obesity Research. 2002, 10 (6): 453-462. 10.1038/oby.2002.63.CrossRef

29.
Ogden CL, Flegal KM, Carroll MD, Johnson CL: Prevalence and trends in overweight among US children and adolescents, 1999-2000. J Amer Med Assoc. 2002, 288 (14): 1728-1732. 10.1001/jama.288.14.1728.CrossRef

30.
Francis LA, Birch LL: Maternal weight status modulates the effects of restriction on daughters' eating and weight. International Journal of Obesity & Related Metabolic Disorders. 2005, 29 (8): 942-949. 10.1038/sj.ijo.0802935.CrossRef

31.
Ashcroft J, Semmler C, Carnell S, van Jaarsveld CH, Wardle J: Continuity and stability of eating behaviour traits in children. Eur J Clin Nutr. 2008, 62 (8): 985-990. 10.1038/sj.ejcn.1602855.CrossRef

32.
Hendricks K, Briefel R, Novak T, Ziegler P: Maternal and child characteristics associated with infant and toddler feeding practices. Journal of the American Dietetic Association. 2006, 106 (1): S135-S148. 10.1016/j.jada.2005.09.035.CrossRef

33.
Flegal KM, Carroll MD, Ogden CL, Curtin LR: Prevalence and Trends in Obesity Among US Adults, 1999-2008. Jama-Journal of the American Medical Association. 2010, 303 (3): 235-241. 10.1001/jama.2009.2014.CrossRef

34.
Birch LL, Fisher JO, Davison KK: Learning to overeat: maternal use of restrictive feeding practices promotes girls' eatingi n the absence of hunger. American Journal of Clinical Nutrition. 2003, 78 (2): 215-220.

35.
van Strien T, Bazelier FG: Perceived parental control of food intake is related to external, restrained and emotional eating in 7-12-year-old boys and girls. Appetite. 2007, 49: 618-625. 10.1016/j.appet.2007.03.227.CrossRef

36.
Crow RA, Fawcett JN, Wright P: Maternal behavior during breast- and bottle-feeding. J Behav Med. 1980, 3 (3): 259-277. 10.1007/BF00845051.CrossRef

37.
DiSantis KI, Hodges EA, Johnson SL, Fisher JO: The role of responsive feeding in overweight during infancy and toddlerhood: a systematic review. Int J Obes (Lond). 35 (4): 480-492.

38.
Li RW, Fein SB, Grummer-Strawn LM: Do Infants Fed From Bottles Lack Self-regulation of Milk Intake Compared With Directly Breastfed Infants?. Pediatrics. 2010, 125 (6): E1386-E1393. 10.1542/peds.2009-2549.CrossRef

39.
von Kries R, Koletzko B, Sauerwald T, von Mutius E: Does breast-feeding protect against childhood obesity?. Short and Long Term Effects of Breast Feeding on Child Health. 2000, 478: 29-39.CrossRef

40.
Kranz S, Findeis JL, Shrestha SS: Use of the Revised Children's Diet Quality Index to assess preschooler's diet quality, its sociodemographic predictors, and its association with body weight status. J Pediatr (Rio J). 2008, 84 (1): 26-34. 10.2223/JPED.1745.CrossRef

41.
Metallinos-Katsaras ES, Freedson PS, Fulton JE, Sherry B: The association between an objective measure of physical activity and weight status in preschoolers. Obesity (Silver Spring). 2007, 15 (3): 686-694. 10.1038/oby.2007.571.CrossRef

42.
Anderson SE, Whitaker RC: Household routines and obesity in US preschool-aged children. Pediatrics. 2010, 125 (3): 420-428. 10.1542/peds.2009-0417.CrossRef

43.
Lamerz A, Kuepper-Nybelen J, Wehle C, Bruning N, Trost-Brinkhues G, Brenner H, Hebebrand J, Herpertz-Dahlmann B: Social class, parental education, and obesity prevalence in a study of six-year-old children in Germany. International Journal of Obesity. 2005, 29 (4): 373-380. 10.1038/sj.ijo.0802914.CrossRef



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

Authors' contributions
Significant writer (KID, AD), significant reviewer (BNC and JOF), manuscript concept/design (KID, BNC, and JOF), data acquisition (KID), data analysis (KID, AD), and statistical expertise (AD). All authors have read and approved the final manuscript.


OEBPS/sidebar.gif





OEBPS/contact.gif





OEBPS/A12966_2010_Article_483_Fig1_HTML.jpg
100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%

0.0%

70.0%

68.2% 67.5%

High Satiety Response High Food Responsiveness High Enjoyment of Food

EDIRECTBF = BTL-HM m BTL-FORM






