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Abstract 
Obesity and overweight disproportionately impact Black American adolescent 

females—placing them at a lifetime of elevated physical health risks. Despite this 

burden, the literature that explores the contributors to obesity and overweight among 

Black American adolescent females remains limited and unclear.  This dissertation aims 

to develop knowledge related to obesity and overweight in Black American adolescent 

females, by appraising the current understanding of factors that contribute to their 

obesity and overweight, and explicating the everyday social influences on dietary 

practices. The primary study conducted for this dissertation used a mixed method, 

multiple case study design to examine the mother, daughter, and other household 

contributors to Black American adolescent daughters’ everyday practices of food 

consumption, acquisition, preparation, and planning. Findings reveal the importance of 

understanding the complex and dynamic ways mothers and other household members 

contribute to a holistic view of everyday dietary practices among adolescent daughters. 

By deeply examining the nuanced ways the multiple cases varied, context-dependent 

knowledge essential to understanding the complicated health challenge of obesity was 

produced. Subsequently, recommendations are provided for health providers and 

scholars to more holistically approach and examine obesity—particularly among 

populations who are disproportionately affected.   
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1. Introduction  

1.1 Problem and Significance 

Obesity and overweight are significant health problems in the United States 

affecting individuals from all groups and populations. However, one socially-located 

population—Black American adolescent females—demonstrates a particularly 

disproportionate burden. Nearly 43% of Black adolescent females meet the Centers for 

Disease Control and Prevention (CDC) overweight criteria, exhibiting the greatest 

prevalence among adolescents (Ogden, Carroll, Kit, & Flegal, 2014). Similarly, these 

disparities have persisted and in some respects increased across time, as in 1988 the 

highest adolescent obesity prevalence (16.3%) and largest increase in female prevalence 

from 1988 to 2010 occurred among Black adolescent females (Fryar, Carroll, & Ogden, 

2012).  Yet, this health inequality is unrestrained to adolescence. More than 56% of Black 

American women meet the CDC adult obesity criteria, and among White, Black, 

Hispanic, and Asian males and females, Black females are most affected by persistent 

and incident obesity from adolescence to young adulthood (Gordon-Larsen, The, & 

Adair, 2010; Ogden et al., 2014). 

However, what most positions obesity as a health inequality is that it serves as 

one of the greatest risk factors for widespread chronic diseases, including cardiovascular 
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disease, breast cancer, endometrial cancer, colorectal cancer, type II diabetes, 

hypertension, and stroke (Guh et al., 2009). While some of these health risks are 

currently associated with childhood obesity (Pulgaron, 2013), these conditions most 

commonly occur in adulthood and again disproportionately affect Black adult women 

(CDC, 2013a, 2013b; Sampson et al., 2014; Siegel, Naishadham, & Jemal, 2012). Moreover, 

many of these chronic conditions are the product of health patterns and behaviors, such 

as physical inactivity and energy-dense diets (Hamilton, Hamilton, & Zderic, 2004; 

Heidemann et al., 2008), that are typically established in adolescence (Gordon-Larsen, 

Nelson, & Popkin, 2004; Lake, Adamson, Craigie, Rugg-Gunn, & Mathers, 2009) and not 

in younger-aged children (Craigie, Lake, Kelly, Adamson, & Mathers, 2011; Telama et 

al., 2005).  Therefore, the stability of health patterns developed during adolescence and 

the inequitable impact of obesity-associated conditions that occur across the life 

trajectories of Black American females suggests that focusing on adolescence may be a 

critical period to understand how to prevent and reduce these lifelong health 

inequalities (Alberga, Sigal, Goldfield, Prud’ home, & Kenny, 2012). 

To date, few adolescent-targeted interventions to address the obesity health 

inequality have produced clinically significant reductions in weight or obesity-related 

behaviors (Frenn et al., 2003; Macdonell, Brogan, Naar-King, Ellis, & Marshall, 2012; 
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Wadden et al., 1990). For instance, interventions such as motivational interviewing 

(Macdonell et al., 2012) and weekly behavioral sessions (Resnicow, Taylor, Baskin, & 

McCarty, 2005) had little influence on the fruit and vegetable intake or self-reported 

food consumption patterns among Black adolescent females. Moreover, other 

approaches did not yield desired changes in body mass indexes (BMI) or physical 

activity practices (Barr-Anderson, Adams-Wynn, DiSantis, & Kumanyika, 2013; Hudson, 

2008; Klesges et al., 2010; Macdonell et al., 2012; Resnicow et al., 2005).  

Several reasons exist that may explain the inconsistent and ineffective 

intervention findings. First, obesity is a complex, multifaceted health problem. It is 

comprised of a variety of factors that derive from multiple dimensions (i.e. individual, 

interpersonal, community, and societal); however, most research among Black 

adolescent females focuses on individual-level factors—particularly behaviors (i.e., 

physical activity) and psychosocial perceptions (i.e., body image; Winkler, Bennett, & 

Brandon, 2016). In turn, research has not considered the full range of factors from other 

dimensions, such as interpersonal, social, and historical, that contribute to these 

individual-level constructs and may help to explain why such individual-level factors 

occur in the first place. In addition, no comprehensive evaluation (i.e. literature review) 

of the factors that contribute to obesity among Black adolescent females has been 
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conducted; thus, limiting the available academic information used for intervention 

development to primarily single, individual-level factor (i.e. level of physical activity) 

investigations.  

Similarly, there is a lack of research focused exclusively on the socially-located 

population of Black American adolescent females (Alio et al., 2006; Alleyne & LaPoint, 

2004; Kumanyika et al., 2005; Winkler et al., 2016) leaving inferences from large cross-

ethnic group investigations to serve as the main source of information. This research 

approach not only prevents in-depth explorations into factors unique to Black 

adolescent females, but also limits examination of important intragroup heterogeneity 

(Whitfield, Allaire, Belue, & Edwards, 2008). Despite their limitations, cross-ethnic 

investigations have provided valuable insight into variations in prevalence rates of 

certain individual behaviors and patterns associated with obesity among populations; 

and, thus, helps redirect researchers to focus on factors that influence these patterns and 

behaviors as a means to address obesity. 

1.1.1 Dietary Practices 

Every day dietary practices among Black adolescent females is one individual-

level factor that deserves particular attention in considering disparities in obesity. In this 

dissertation, everyday dietary practices is conceptualized as all activities related to 
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food—including food consumption, acquisition, preparation and planning. As food 

consumption has been the primary focus of the adolescent obesity literature, little is 

known on many of the other activities. However, examining the adoption, interest, 

and/or rejection of these other activities during adolescence is valuable to understanding 

how gendered expectations to perform these activities, held among and for Black 

American women (Ahye et al., 2006; Wilson et al., 2004; James, 2004; Blixen, Singh, 

Thacker, 2006), affect females during this developmental period.  

In terms of food consumption practices, the academic literature indicates that 

Black females tend to exhibit practices associated with elevated weights (Affenito et al., 

2005; Brogan et al., 2012; Ritchie, 2012; Tylavsky, Cowan, Terrell, Hutson, & Velasquez-

Mieyer, 2010) and at greater rates than adolescents from other racial, ethnic, and gender 

groups (Affenito et al., 2005; McNutt et al., 1997; Ritchie, 2012). Some of these practices 

include consuming energy-rich, nutrient-low diets (Brogan et al., 2012; Davis et al., 2003; 

Glover et al., 2011; Haider & Wheeler, 1980; Lakkakula, Zanovec, Silverman, Murphy, & 

Tuuri, 2008; Ritchie, 2012; Tylavsky et al., 2010; Wang, Liang, & Chen, 2009), such as low 

fruit and vegetable consumption (Brogan et al., 2012), and skipping meals such as 

breakfast (Ritchie, 2012). Therefore, a potentially important first step to addressing 
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obesity among Black American adolescent females may be to identify the factors and 

contributors that influence the presence and/or absence of these dietary practices.  

1.1.2 Familial Social Factors Influencing Dietary Practices 

Among the many multi-dimensional factors influencing dietary practices, one of 

the most relevant appears to be social influences from family and household members 

(Boyington et al., 2008; Brogan et al., 2012; Karp, Williams, & Grant, 1980; Reed et al., 

2012). Family dietary practices, such as monitoring adolescent daughter’s eating and 

never eating with the family, demonstrate inverse associations with obesity among Black 

adolescent females (Brogan et al., 2012; Reed et al., 2012), and, among multi-ethnic 

samples, positive associations exist between parent and child intakes of certain 

macronutrients and food types (i.e., fat, sugar-sweetened beverages; Pinard et al., 2011; 

Polley et al., 2005).  Moreover, family relationships have significant influence on patterns 

of behavior and health (Franks, Campbell, & Shields, 1992; Reis, Collins, & Berscheid, 

2000), and some scholars have proposed that a child’s development is most influenced 

by their reciprocal interactions with the objects, symbols, and people, such as parents,  in 

their everyday lives (Bronfenbrenner, 1994).  

While these research findings and theoretical propositions help to highlight the 

importance of familial social influences on obesity-associated behaviors and practices, 
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they do little to illuminate the spectrum of processes through which these social 

influences occur. This is potentially a product of the primary method employed—close-

ended, self-report questionnaires. Not only does this approach run the risk of 

inadvertently disregarding relevant social processes, but simultaneously overlooking 

the voices and experiential perspectives these young females (Williams-Forson, 2006). 

Given the narrow understanding of these social processes, preliminary work is 

necessary to initially explore the relevance of familial social influences on adolescent 

females’ everyday dietary practices and the types of social processes through which this 

influence is exerted. Once more broadly identified, these initial understandings of 

familial social influences can then be (1) used to inform a much deeper exploration into 

the mechanisms through which the social influences operate and (2) examined for how 

they may differ by the adolescent female’s weight status.  

Social influences from all household and family members likely play an 

important role, yet, one family relationship deserves particular attention—influences 

from mothers. Mothers are perceived as key figures in the structure of Black families 

and households (Kennedy et al., 2007; Landes, 1953; Stack, 1974), and they play a critical 

role in household food environments (Wilson, Musham, & McLellan, 2004), typically 

assuming primary responsibility for the care and feeding of children (Caprio et al., 
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2008). Moreover, the mother-daughter relationship is considered one of the strongest 

and most influential throughout life (Cauce et al., 1996), and Black females have 

described it as their most important (Donenberg, Emerson, & Mackesy-Amiti, 2011).  

Therefore, a mother’s beliefs, experiences, and practices with food likely have important 

implications for a daughter’s beliefs and practices.   

  Among the numerous mechanisms and process through which maternal 

influence is exerted on daughters’ dietary practices, one area deserving illumination is 

the congruence between mothers’ and daughters’ sociocultural understandings and 

perspectives regarding food. It has been suggested that a key contribution to 

understanding dietary practices and obesity among Black females are cultural 

understandings about food (Airhihenbuwa et al., 1996; James, 2004; Schönpflug, 2009; 

Wilson et al., 2004). Understandings about food are considered “cultural” when shared 

within a group and learned through social interactions, allowing people to structure 

meaning and collectively guide attitude and behavior (Caprio et al., 2008; Dressler, 

Balieiro & Dos Santos, 1999; Dressler, Bindon, & Neggers, 1998; Schönpflug, 2009). 

However, cultural understandings are learned and held by individuals (Shore, 1991) 

producing diversity, variability, and heterogeneity within any population group. 

Therefore, examining whether these sociocultural understandings are shared or not 
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shared between mothers and daughters may explicate a maternal social influence on 

daughters’ dietary practices not previously recognized.  

1.2 Theoretical Framework: Bronfenbrenner’s Bioecological 
Theory of Human Development 

Obesity, as a complex, multifactorial phenomenon, requires a comprehensive 

framework to fully appreciate all the components that contribute to its development, 

maintenance, and avoidance. Bronfenbrenner’s Bioecological Model of Human 

Development serves as one such valuable framework, as it provides a holistic lens 

through which to view multidimensional factors that influence obesity and overweight 

among and within populations, including Black American adolescent females. 

Specifically, the model promotes understanding of how human development occurs 

through reciprocal, evolving relations between a person and the contexts in which they 

live (Bronfenbrenner, 1999), providing a useful way to organize how a person 

continuously and dynamically interacts with their environment to produce an outcome.  

 The Bioecological Model of Human Development consists of four overarching 

concepts: the person which is a product and producer of their environment and 

development; a person’s entire environment, or context; the process that occurs between 

the individual and their environment; and the influences of time on these components 
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(Bronfenbrenner, 2005). Within the context concept, Bronfenbrenner describes four levels 

of systems that vary in their proximity to the developing person but not in their 

influence (Lerner, 2005), including the micro-, meso-, exo-, and macrosystem. As 

described by Bronfenbrenner (1999), these context concepts are nested structures where 

changes in one layer will ripple through others to influence a person’s development (See 

Figure 1). 

While most recognize this theory as varying-levels of environmental contexts that 

influence a person’s development, Bronfenbrenner (1995) identified proximal processes as 

the engines that drive the course of a person’s development and the heart of his 

theoretical framework. Proximal processes are the everyday interactions between the 

developing person and the people, objects, and symbols in their everyday lives. These 

reciprocal patterns of interaction develop and change as a result of the characteristics 

each party brings to the relationship (Bronfenbrenner & Morris, 2006).  Therefore, 

children and adolescents and their behaviors are not only products of their 

environments, but active producers and contributors to these same environments, 

involved in give-and-take interactions that can produce various outcomes 

(Bronfenbrenner, 1999), such as an obese weight status. 
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Given the broad scope of Bronfenbrenner’s theory and the multifactorial nature 

of obesity, not all concepts and attributes can nor should be explored in one study or an 

entire program of research. However, using this lens as an overall guide for obesity 

investigations is helpful as it (1) supports the view that obesity is multifactorial and 

multi-disciplinary, requiring the action of individuals (i.e. scientists, community 

members, health providers, policy makers) from a variety of disciplines to reduce its 

prevalence; (2) reveals the multiple opportunities that exist to change the prevalence of 

childhood obesity for populations, groups, and individuals; and (3) encourages 

researchers to avoid continued focus on solely unidimensional, individual-level 

constructs (e.g. dietary intake, activity levels, weight perception) and consider more 

“upstream” concepts (i.e. parental role modeling, community resources for exercise, and 

neighborhood socioeconomic status) that interact with these individual-level variables to 

produce obesity. Therefore, Bronfenbrenner’s theory has been used as a lens to guide the 

work throughout this dissertation.  

Throughout the chapters of this dissertation, Bronfenbrenner’s Bioecological 

Model of Human Development is employed in distinct ways (See Figure 1). In Chapter 2 

the theory serves as a framework to classify the factors previously explored in the 

literature as contributors to obesity and overweight for Black adolescent females. In 
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Chapters 3 and 4 two specific aspects of Bronfenbrenner’s theory are explored. The first 

is the proximal processes that occur between parents/mothers and children/daughters as 

they relate to everyday dietary practices. The second aspect is the microsystem, an 

environmental context such as the home that involves “a pattern of activities, social roles, 

and interpersonal relations experienced by the developing person in a given face-to-face 

setting with particular physical, social, and symbolic features that invite, permit, or 

inhibit engagement in sustained, progressively more complex interaction with, and 

activity in, the immediate environment” (Bronfenbrenner, 1994, p. 39). It is within the 

microsystem that proximal processes between parents and children operate to produce and 

maintain development. While Chapter 3 initially explores the concept of proximal 

processes among a sample of multi-ethnic adolescent females meeting an obese weight 

status, Chapter 4 deepens and expands the initial understanding by: exploring these 

processes through multiple methods and examining them across daughters with varying 

weight statuses; focusing the exploration to Black American adolescent females and 

their mothers; and, considering how other constructs found at the microsystem (i.e. 

household food environment, household social environment) prompt, support, and 

restrain these processes. Finally in Chapter 4, by examining cultural understandings 

about food held by mothers and daughters, a distal (tentative) view of the macrosystem—
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a superordinate level of the environmental contexts which involves culture, customs, and 

lifestyles along with influence from government, public policy, and laws 

(Bronfenbrenner, 1994; Lerner, 2005)—is explored.  

 

Figure 1: Bronfenbrenner’s Bioecological Model of Human Development with 
Dissertation Chapters 

1.3  Purpose Statement and Research Questions 

The purpose of this dissertation was to develop knowledge related to obesity and 

overweight in Black American adolescent females, by (1) appraising the current 
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understanding of factors that contribute to their obesity and overweight, and (2) 

explicating the everyday social influences on dietary practices, especially those that 

occur between mothers and daughters. The knowledge developed through this 

dissertation provides a deeper understanding of the factors that play a role in obesity 

and overweight, which may be used to inform future interventions, strategies, and 

approaches targeted to redirect adolescents’ weight trajectories and remove the 

disproportionate burden of obesity among Black adolescent females.  This purpose was 

accomplished through five overall aims addressed across the chapters:  

(1) Aim 1: Introduce the problem and significance of obesity and overweight among 

Black American adolescent females and the framework that will guide the 

dissertation (Chapter 1) 

(2) Aim 2: Through a systematic review, analyze and synthesize the literature to 

identify the factors related to obesity and overweight among Black adolescent 

females in the United States (Chapter 2). 

(3) Aim 3: Using a qualitative-descriptive study design, preliminary explore the 

relevance of social influences from family members on the everyday dietary 

practices among adolescent females with obesity and the types of social 

processes through which this influence is perceived. Moreover, given the 
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dominant role mothers play in household food regimens, this study sought to 

examine mothers’ perceived social influences, which provides insight into 

whether these perceived maternal influences have subsequent implications for 

their adolescent daughters’ dietary practices (Chapter 3). The specific research 

questions to address this aim were: 

a. Who do adolescent females and their mothers perceive influence their 

everyday dietary practices the most?   

b. How is this social influence exerted on everyday dietary practices, as 

perceived by adolescent females with obesity and their mothers? 

(4) Aim 4: Using a multiple case study design, explore the food-specific mother-

daughter relationship and household features that contribute to adolescent 

daughters’ everyday dietary practices within the general contexts of the mother-

daughter relationship and the social and economic dynamics of the household 

(Chapter 4). The specific research questions addressed in this study include:  

a. What are the food-specific, mother-daughter relationship and household 

features that contribute to the everyday dietary practices of Black 

American adolescent females?  
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i. Specifically, what is the role of shared (sociocultural) food 

meanings, views, and values held by mothers and daughters in 

contributing to daughter’s everyday dietary practices?  

b. How are the patterns between food-specific, mother-daughter 

relationship and household features and the daughter’s everyday dietary 

practices influenced by other (non-food-specific) mother, daughter, and 

household features? 

(5) Aim 5: Synthesize the findings from each of the investigations in this dissertation 

and discuss recommendations and research implications for reducing the 

disproportionate impact of obesity and overweight among Black American 

adolescent females (Chapter 5). 
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2. Factors related to obesity and overweight among 
Black adolescent girls in the United States  
(Winkler et al., 2016) 

2.1 Abstract 

In the United States, Black adolescents have the highest prevalence of pediatric 

obesity and overweight among girls. While Black girls are disproportionately affected, 

the reasons for this health disparity remain unclear. The authors conducted a systematic 

review to investigate the factors related to obesity and overweight among Black 

adolescent girls. The authors searched four databases for relevant English-languages 

publications using all publication years through 2015. Fifty-one studies met the inclusion 

criteria and were used for this review. Using a configuration approach to synthesis, 

three categories were identified, paralleling the bioecological theory of human 

development: (1) individual, (2) interpersonal, and (3) community and societal factors. A 

description of each factor’s association with obesity among Black adolescent girls is 

presented. From this review, the authors identified a diverse and vast set of individual, 

interpersonal and community and societal factors explored for their relationship with 

obesity and overweight. Given the insufficient repetition and limited significant findings 

among most factors, the authors believe that multiple gaps in knowledge exist across all 
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categories regarding the factors related to obesity and overweight among Black 

adolescent girls. To improve the quality of research in this area, suggested research 

directions and methodological recommendations are provided. 

2.2 Introduction 

Obesity is a major health problem in the United States and disproportionately 

affects Black adolescent girls who have the highest prevalence of overweight among 

males and female Black, White, and Hispanic high school students (Kann et al., 2014). 

Forty-two percent of Black girls meet or exceed the Centers for Disease Control and 

Prevention (CDC) overweight classification (Ogden, et al., 2014). Further, Black females 

demonstrate the highest risk for developing obesity/overweight in adolescence (Huh et 

al., 2012), and 95% of adolescent Black females with obesity remain obese in adulthood 

(Gordon-Larsen et al., 2010). This persistence of obesity, along with 82% of Black 

Women meeting, the CDC overweight classification (Ogden et al., 2014), suggest that 

focusing on the adolescent period is important to our understanding of the prevention of 

childhood and adult obesity among Black females.  

To date, few interventions to address this disparity have produced meaningful 

reductions in weight or obesity at the individual or population level (Kumanyika, Whitt-

Glover, & Haire-Joshu, 2014). At the individual level, prevention and treatment 
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interventions using family involvement or out of school time approaches have yielded 

unchanged and undesired changes in body mass indexes (BMIs; Barr-Anderson et al. 

2013, 2014). At the population level, obesity rates continue to climb among Black females 

(Flegal, et al., 2012; Madsen, Weedn, & Crawford, 2010), indicating that the most 

important obesity drivers may yet to be targeted through previous intervention and 

policy efforts. The authors suggest that to design more effective approaches aimed at 

closing this significant health disparity, a comprehensive evaluation of the 

multidimensional factors contributing to obesity among Black adolescent females is an 

essential first step. 

Therefore, the purpose of this critical, systematic review was to examine the 

factors related to obesity and overweight among Black adolescent girls in the United 

States (hereafter referred to as Black girls). The authors defined factors related to obesity 

and overweight to include broadly; (1) studies that addressed associated factors, 

covariates, and other statistical descriptions (e.g., prevalence of factor by weight status, 

bivariate analyses) that have been related to obesity, overweight, and/or increases in 

BMI or adiposity in Black girls, and (2) studies that reported individuals’ understanding 

and/or experience of factors related to obesity, overweight, and weight gain among 

Black girls. As qualitative reports using interviews and thematic analysis approaches 
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often produce findings similar in interpretive depth to the descriptive findings in 

quantitative reports, the authors’ definition appropriately promoted the inclusion of 

both quantitative and qualitative investigations (Voils et al., 2008). 

2.3 Methodology 

2.3.1 Search Strategy 

We searched four databases (PubMed, CiNAHL, PsychInfo, and SocIndex) to 

identify relevant articles from any publication year through August 2015 (Figure 2). 

Search terms were identified in response to each database’s article indexing vocabulary 

(Figure 2). Limits to language, sex, and age were applied as available. We included the 

6–12-year age range in addition to the 13–18-year range to capture the entire adolescent 

age group. Articles using any childhood obesity definition (e.g., BMI-for-age, percent 

body fat, and skin fold measurements) were included after duplicates were removed, 

titles, and abstracts were screened for relevance. The majority of articles excluded were 

reporting results from studies of an inappropriate age group or did not include obesity, 

overweight, or increases in BMI or adiposity as an outcome of interest. We further 

scrutinized 283 articles by review of the full text and excluded studies examining 

consequences of obesity (comorbidities) and other physiological factors. Those  
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Figure 2: Literature search flow diagram. 
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maintained for the review met the following criteria: (1) primary source (i.e., original 

data analyses) of peer-reviewed study; (2) reported results separately through tables, 

charts, or text for Black girls ≥12 years of age or for ≥10 years of age if the author defined 

this age as adolescence; and (3) at minimum, met the quality standards set for this 

review, including clear and appropriate research aims, adequate sampling and data 

analysis descriptions, and ethical issues suitably addressed for publication year (Thomas 

et al., 2004). A total of 51 studies met all selection criteria. 

2.3.2. Data analysis 

Each article was carefully read and its contents systematically abstracted into a 

matrix. To accommodate the diversity of factors explored, our synthesis began by 

grouping findings that were topically similar and focused on producing a configuration 

of findings. This data-inspired synthesis did not require repetition of a factor to 

included, and findings were viewed as complementing but not confirming each other 

(such as in meta-analyses; Voils et al., 2008). Through the synthesis process it became 

evident that the bioecological theory for human development (Bronfenbrenner, 2005) 

was a valuable approach to configure the findings. This theory promotes understanding 

of human development through complex relationships between a person and the 

contexts in which the person lives and has been previously used to describe factors 
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associated with childhood overweight (Davison & Birch, 2001; Pate et al., 2013). The 

theory is most recognized for its several encircling contexts that influence a developing 

person, including the micro-, meso-, exo-, and macro-systems, in which changes in one 

context ripple through others to affect a person (Bronfenbrenner, 2005). Synthesis of the 

literature revealed three categories of factors related to obesity and overweight among 

Black girls that paralleled the bioecological theory of human development (Figure 3; 

Bronfenbrenner, 2005): (1) individual factors (e.g., the developing person), (2) 

interpersonal factors (e.g., microsystem), and (3) community and societal factors (e.g. 

exo- and macro-systems). Studies that reported relationships with behaviors and 

psychosocial concepts were placed into the individual factors category; studies that 

described associations with peer or family variables were categorized under 

 

Figure 3. Bioecological theory of human development



 

24 

interpersonal factors; and studies that described relationship with community 

environments and larger social structures were grouped under community and societal 

factors.  

2.4 Results 

Across the 51 included studies, a variety of methodologies were employed: six 

used a qualitative design and 45 studies used a combination of quantitative, descriptive, 

comparative, and correlational non-experimental designs (Table 1). Less than one-fifth (n 

= 8) of the studies provided longitudinal findings, and 27 studies used large national or 

state datasets. Thirty-eight articles measured heights and weights during recruitment or 

data collection, and methods for assessing factors included physiologic instrumentation; 

individual- or group- interviews; and self-, parent-, teacher-, and interviewer- reported 

questionnaires. Sample size ranged from n = 7 to n = 31, 122 adolescents, and the 

percentage of Black female participants also varied from 4%—100%. 

More than 160 different factors were explored across the studies. Each category is 

presented with a narrative synthesis of the factors’ associations with obesity and 

overweight among Black adolescent girls, along with a brief description of study 

designs. For each category, a table is provided to help present the results more fully, 

which is ordered by category, and sub-category, factor type, outcome (weight status,



 

 

25 

 

Table 1: Description of included publications (n = 51 articles) 

Author (Year) Study Sample Study Design Methods a Outcome 
Ali et al. (2013) 5947 male and female adolescents 

Black Female: n= 1599 (26.9%) 
Cross; quantitative, non-

experimental 
Interviewer-, self-, and parent-reported 
questionnaires; measured height and 
weight; Add Health (Wave II, 1996) 

 

Weight status (CDC) 

Austin et al. (2013) 24591 male and female adolescents 
Black Female: n= 3218 (13.1%) 

Cross; quantitative, non-
experimental 

Self-report questionnaires; self-reported 
height and weight; YRBSS (2005 and 2007) 

Weight status (CDC) 

Banitt et al. (2008) 265 male and female adolescents 
Black Female: n= 116 (43.8%) 

Cross; quantitative, non-
experimental 

Self-report questionnaires; measured 
height and weight 

BMI (percentiles) 

Barroso et al. 
(2010) 

8 FGs; 83 male and female 
adolescents; 

Black Female: n= 17 (20.5%), 2 FGs 

Cross; qualitative, 
descriptive 

Focus groups (gender- and ethnicity-
specific grouping) 

Weight status 
(questions posed 

about overweightb)  

Black et al. (2006) 118 Black adolescent mothers Cross (and Long.)c 

quantitative, non-
experimental  

Self-report questionnaires; measured 
height and weight 

Weight status (CDC) 

Boyington et al. 
(2008) 

12 Black adolescent females Cross; qualitative, 
exploratory 

Semi-structured interviews (2005- 2006) Weight status 
(eligible if 

overweight b) 

Brener et al. (2004) 2032 male and female adolescents 
Female: n= 1075 (52.9%); Black: n= 

827 (40.7%) 

Cross; quantitative, non-
experimental 

Self-reported questionnaires; self-reported 
and measured height and weight; YRBS 

(2000) 

Weight status (CDC) 

Brogan et al. 
(2012) 

67 Black adolescent daughter- 
caregiver dyads 

Cross; quantitative, non-
experimental 

Interviewer-administered questionnaires; 
self-reported questionnaires; caregiver-

Weight status (Obese: 
BMI > 95th percentile; 
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Author (Year) Study Sample Study Design Methods a Outcome 
reported questionnaires (2005-2006) NW: BMI < 75th 

percentile) 
Cassidy et al. 

(2013) 
7 FGs (Black adolescent females: n=  
21, 4 FGs; caregivers: n=  21, 2 FGs;  

community leaders: n= 8, 1 FG) 

Cross; qualitative, 
descriptive 

Focus groups (age-appropriate adolescent, 
parent, and community leader grouping; 

2011) 

Weight status (CDC) 

Chang and 
Halgunseth (2015) 

6860 male and female adolescents 
Female: n= 3498 (51%); Black: n= 650 

(9%) 

Long. (time points: 5th and 
8th grade); 

quantitative, non-
experimental 

Self-, parent-, teacher-reported 
questionnaires; measured height and 

weight; ECLS-K (entered kindergarten 
1998-99) 

Weight status (CDC) 

Chen and Wang 
(2012) 

402 male and female Black 
adolescents 

Black Female: n= 229 (57%) 
 

Cross; quantitative, non-
experimental 

Self-reported questionnaires; measured 
height and weight (2004) 

Weight status (CDC) 

Desmond et al. 
(1989) 

341 male and female adolescents 
Black Female: n= 68 (19.9%) 

Cross; quantitative, non-
experimental 

Self-reported questionnaires; measured 
height and weight  

Weight Statusd  
 

Dowda et al. 
(2007) 

1381 female adolescents 
Black Female: n= 764 (55.3%) 

Cross; quantitative, non-
experimental 

Self-reported questionnaires; measured 
height and weight; observation of fitness; 

subset wore accelerometer (2002-2003) 

BMI 

Emmons et al. 
(1996) 

1269 male and female adolescents 
Black Female: n= 203 (16%) 

Cross; quantitative, non-
experimental 

Self-reported questionnaires; self-reported 
height and weight 

Weight statuse  

Foti and Lowry 
(2010) 

Range for 5 survey years: n= 13601-
15349 

Female: 48.6-51.3%; Black: 13-15.1% 

Trend analysis of cross-
sectional data; 

quantitative, non-
experimental 

Self-reported questionnaires; self-reported 
height and weight; YRBSS (1999, 2001, 2003 

2005, and 2007) 

Weight status (CDC) 

Gordon-Larsen 
(2001) 

64 Black adolescent females Cross; quantitative, non-
experimental 

Self-reported questionnaires; interviewer-
administered questionnaires; measured 

Weight status 
(NHANES I) 
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Author (Year) Study Sample Study Design Methods a Outcome 
height and weight 

Gordon-Larsen et 
al (2002) 

12759 male and female adolescents 
Black Female: n= 1423 (11.1%) 

Long; quantitative, non-
experimental 

Self- and parent-reported questionnaires; 
measured height and weight; Add Health 

(Wave I and Wave II, 1995-1996) 

Weight status (CDC) 

Gordon-Larsen et 
al (2003) 

13113 male and female adolescents 
Female: 46.5%; Black: 21.31% 

Cross; quantitative, non-
experimental 

Self- and parent-reported questionnaires; 
measured height and weight; Add Health 

(Wave II, 1996) 

Weight status (CDC) 

Granberg et al. 
(2009) 

256 Black adolescent females Cross. (and Long.)c 

quantitative, non-
experimental 

Self- and parent-reported questionnaires; 
Census data; observation of body size; 
FACHS (Waves 1, 2, and 3, 1997-2001) 

Weight statusf   

Hannon (2008) 198 male and female adolescents 
Black Female: n= 61 (30.8%) 

Cross; quantitative, non-
experimental 

Self-reported questionnaire; measured 
height and weight; pedometers worn 

during physical education classes (2003) 

Weight status (OW: 
BF >32 % for girls) 

Henderson (2007) Baseline: 2379 female adolescents 
Black Female: n= 1213 (51%) 

Long.; quantitative, non-
experimental 

Self- and parent-reported questionnaires; 
measured height and weight; observation; 

NGHS (Waves 1-10, 1987-1998) 

BMI 

Johnson et al 
(1997) 

960 male and female adolescents 
Female: 51.1%; Black: 45.6% 

Cross; quantitative, non-
experimental 

Self and teacher-reported questionnaire; 
measured height and weight; Bogalusa 

(1992-1993) 

Adiposity (triceps 
skinfold; waist/hip 

ratio) 

Johnson (1990) 1021 male and female adolescents 
Black Female: n= 161 (15.8%) 

Cross; quantitative, non-
experimental 

Self and teacher-reported questionnaire; 
measured height and weight (1981-1982) 

Weight statusg and 
BMI 

Kimm et al (2001) Baseline: 2379 female adolescents 
Black Female: n= 1213 (51%) 

Long.; quantitative, non-
experimental 

Self- reported questionnaires; measured 
height and weight; NGHS (Waves 1-10, 

1987-1998) 
 

Adiposity (SST) 
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Author (Year) Study Sample Study Design Methods a Outcome 
Kimm et al (2005) Baseline: 2379 female adolescents 

Black Female: n= 1213 (51%) 
Long.; quantitative, non-

experimental 
Self- reported questionnaires; measured 
height and weight; NGHS (Waves 1-10, 

1987-1998) 
 

BMI and  
Adiposity (SST) 

Leech and Dias 
(2012) 

340 sexually-active female 
adolescents 

Black Female: n= 157 (46.2%) 
 

Cross; quantitative, non-
experimental 

Self- reported questionnaires; measured 
height and weight; NLSY YAS (2000 and 

2002) 

Weight status (CDC) 

Lowry et al (2002) 15349 male and female adolescents 
Black Female: n= 2196 (14.3%) 

Cross; quantitative, non-
experimental 

Self- reported questionnaires; self-reported 
height and weight; YRBS (1999) 

Weight status (CDC) 

Mikolajczyk et al 
(2012) 

13267 male and female adolescents 
Black Female: n= 1668 (12.6%) 

Cross; quantitative, non-
experimental 

Self- reported questionnaires; self-reported 
height and weight; YRBS (2001/2002 school 

year) 
 

BMI (z-scores) 

Mitola et al (2007) 215 Black male and female 
adolescents 

Black Female: n= 107 (49.8%) 
 

Cross; quantitative, non-
experimental 

Self- and parent- reported questionnaires; 
measured height and weight (2001-2004) 

Weight status (CDC) 

Morrison et al. 
(1994) 

1300 mother-daughter dyads 
Black Female Dyads: n= 580 (44.6%) 

Cross; quantitative, non-
experimental 

Self-and parent-reported questionnaires; 
measured height and weight; NGHS (Wave 

1, 1987) 
 

Weight status 
(NHANES I and II) 

Neumark-Sztainer 
et al (1999) 

50 adolescent females 
Black Female: n= 24 (48%) 

Cross; qualitative, 
descriptive 

Individual semi-structured interviews; self-
reported questionnaire; measured height 

and weight 
 

Weight status 
(eligible if > 85th 

percentile)  

Neumark-Sztainer 
et al (1997) 

31122 male and female adolescents 
Black Female: n= 1238 (4%) 

Cross; quantitative, non-
experimental 

Self- reported questionnaires; self-reported 
height and weight; MAHS (1986-1987) 

 

Weight status 
(NHANES I) 

Paxton et al (2004) 3438 male and female adolescents 
Black Female: n= 641 (18.6%) 

Cross; quantitative, non-
experimental 

Self-reported questionnaires; self-reported 
height and weight; YRBSS for South 

Carolina (2001) 

Weight status (CDC) 
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Author (Year) Study Sample Study Design Methods a Outcome 
 

Porter et al (2012) 119 Black male and female 
adolescents 

Black Female: n= 86 (72%) 
 

Cross; quantitative, non-
experimental 

Self- reported questionnaires; measured 
height and weight 

BMI (percentiles) 

Reed et al (2012) 43 Black adolescent daughter- 
mother dyads  

Cross; quantitative, non-
experimental 

Self- and parent-reported questionnaires; 
self-reported height and weight (2010) 

Weight status (CDC) 

Reither et al (2014) 30133 male and female adolescents 
Black Female: n= 3132 (10.4%) 

Cross; quantitative, non-
experimental 

Self-reported questionnaires; self-reported 
and measured height and weight; Add 

Health (pooled Waves 1 and 2 into cross-
section, 1995-1996)  

BMI 

Ritchie (2012) Baseline: 2372 female adolescents 
Black Female: n= 1210 (51%) 

Long.; quantitative, non-
experimental 

Self- reported questionnaires; measured 
height and weight; observation; NGHS 

(Waves 1-10; 1987-1998) 

BMI and Waist 
Circumference  

Simons et al (2008) 1682 male and female adolescents 
Black Female: n= 443 (26.3%) 

Cross; quantitative, non-
experimental 

Self- and parent- reported questionnaires; 
self-reported height and weight; IYFP 

(Wave 2, 1990) and FACHS (Wave 2, 1999) 
 

BMI 

St. George and 
Wilson (2012) 

9 FGs (Black adolescent females: n= 
23, 4 FGs; Black adolescent males: n=  

22, 5 FGs) 

Cross; qualitative, 
descriptive 

Focus groups (gender-specific grouping) Weight status 
(questions posed 

about weight) 

Strauss (1999) 1932 male and female adolescents 
Female: not reported; Black: 38.5% 

Cross; quantitative, non-
experimental 

Self- and caregiver-reported 
questionnaires; measured height and 

weight; NHANES III (1988-1994) 
 

BMI (percentiles) 

Sulemana et al 
(2006) 

172 female adolescents 
Black Female: n= 58 (33.7%) 

Cross; quantitative, non-
experimental 

Self- reported questionnaires; measured 
height and weight; accelerometer worn for 

7 consecutive days 
 

Weight status (CDC) 
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Author (Year) Study Sample Study Design Methods a Outcome 
Tate et al (2015) 145 Black male and female 

adolescents 
Black Female: n= 88 (60.7%) 

 

Cross; quantitative, non-
experimental 

Self- reported questionnaires; measured 
height and weight (2011) 

Weight status (CDC) 

Taylor et al (2002) 82 Black adolescent females Cross; quantitative, non-
experimental 

Self- reported and interviewer-
administered questionnaires; measured 

height and weight; observation 

BMI 

Tomiyama et al 
(2013) 

Baseline: 2379 female adolescents 
Black Female: n= 1213 (51%) 

Long.; quantitative, non-
experimental 

Self- and parent-reported questionnaires; 
measured height and weight; NGHS (Wave 

1-10, 1987-1998) 

BMI 

Wang et al (2009) 448 Black male and female 
adolescents 

Black Female: n= 252 (56.3%) 
 

Cross; quantitative, non-
experimental 

Self-reported questionnaires; measured 
height and weight (2004) 

Weight status (CDC) 

Wang and Zhang 
(2006) 

Range for 4 waves: n= 6555-9731 
Female: 48.7-49.5%; Black: 14.3-

15.6% 

Trend analysis of cross-
sectional data; 

quantitative, non-
experimental 

 

Self-, parent-, and interview-reported 
questionnaires; measured height and 

weight; NHANES (Waves 1-4, 1971- 2002) 

Weight status (CDC) 

Ward et al (2006) 1015 female adolescents 
Black Female: n= 453 (44.6%) 

Cross; quantitative, non-
experimental 

Self-reported questionnaires; measured 
height and weight 

Weight status (CDC) 

Whaley et al 
(2011) 

4834 male and female adolescents 
Black Female: n= 1430 (29.6%) 

Cross-sectional 
Quantitative, non-

experimental 
 

Self-reported questionnaires; self-reported 
height and weight; YRBS (2009) 

Weight status (CDC) 

White and Jago 
(2012) 

1148 female adolescents 
Black Female: n= 538 (46.9%) 

Long.; quantitative, non-
experimental 

Self- and parent-reported questionnaires; 
interview-administered questionnaire; 
measured height and weight; NGHS 

(Waves for ages of 12-14 years) 

Weight status (CDC, 
IOTF, SST) 
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Author (Year) Study Sample Study Design Methods a Outcome 
Williams et al 

(2012) 
7 Black adolescent daughter- 

caregiver(s) cases; 
1 caregiver only case 

Cross; qualitative, 
interpretive phenomenology 

Semi-structured individual interviews; 
semi-structured conjoint interviews 

Weight status 
(eligible if OW or 

obese)b 

Zhang and Wang 
(2007) 

Range for 4  NHANES waves and 
HHANES: n= 2342-4352 

Female: 48.4-49.8%; Black: N/A-
15.5% 

Trend analysis of cross-
sectional data; quantitative, 

non-experimental 

Self-, parent-, and interview-reported 
questionnaires; measured height and 

weight; NHANES (Waves 1-4, 1971-2002) 
and HHANES (1982-1984) 

Weight status (CDC) 

Add Health= National Longitudinal Study of Adolescent Health; BF= body fat; BMI= body mass index (weight in kilograms/ height2 in meters); Bogalusa= The Bogalusa Heart Study; 
CDC= used or follows Centers for Disease Control and Prevention definition for weight statuses at the year manuscript prepared (the 2000 CDC growth charts categorize weight status as a 
BMI-for-age and –sex percentile >95th = obese, >85th- 94th = overweight, and > 5th- 84th = normal or healthy weight); Cross= Cross-sectional; ECLS-K= Early Childhood Longitudinal Study-
Kindergarten; FACHS= Family and Community Health Study; FG= focus group; HHANES= Hispanic Health and Nutrition Examination Survey; IOTF= International Obesity Task Force; 
IYFP=  Iowa Youth and Families Project; Long.= Longitudinal; MAHS= Minnesota Adolescent Health Survey; NGHS= National Heart, Lung, and Blood Institute Growth and Health Study; 
NHANES= National Health and Nutrition Examination Surveys; NLSY YAS= National Longitudinal Survey of Youth Young Adjust Survey; NW= normal weight; OW= overweight; SST= 
sum of skinfold thicknesses across measured sites; YRBS/S= Youth Risk Behavior Surveillance System 
a Describes the methods, years of data collection, and source of dataset as available for each article  
b Definition of overweight not specified 
c Only cross-sectional findings reported; longitudinal findings used weight status as a predictor 
d Heavy: >75th percentile, Normal Weight: 25th- 75th percentile, Thin: <25th percentile 
e Underweight: <15th percentile, Below Median: 15th- 50th percentile; Above Median: 50th-85th percentile, Overweight: > 85th percentile 
f Determined by observer rating 1-9 scale; large body size 7-9 rating 
g Underweight: <20% ideal weight, Normal Weight: + 5% ideal weight, Overweight >20% ideal weight  
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 BMI, adiposity, or waist circumference), and the factor’s association to the outcome 

(inferential results presented first, descriptive findings last).  

2.4.1 Individual factors 

Ninety-six individual factors were explored for their relationship to obesity and 

overweight and were sub-categorized into behavioral and psychosocial factors (Table 2). 

2.4.1.1 Behavioral factors 

2.4.1.1.1 Activity practices  
Four types of activity practice factors were explored for their relationship to 

obesity and overweight, including physical activity; sedentary activity; physical activity 

knowledge, attitudes and beliefs; and sports team participation. Reduced physical 

activity among Black girls was associated with obese weight status (Gordon-Larsen, 

2001; Gordon-Larsen, Adair, & Popkin, 2002), higher BMIs, adiposity, and greater 

increases in BMI than White girls for equivalent declines in activity (Kimm, et al., 2005). 

No clear relationship existed between obesity and sedentary activity, as watching 

television was not significantly associated with BMI or weight status over time (Gordon-

Larsen, et al., 2002; Henderson 2007); yet one cross-sectional study reported greater 

hours of inactivity among Black girls with obesity compared to their normal weight 

peers (Gordon-Larsen, 2001). Additionally, no clear association with obesity was 

identified with sports team participation and physical activity knowledge, attitude, and 

beliefs; however, more overweight than normal weight Black girls reported sports team
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Table 2: Individual factors (n = 44 articles)a by sub-category, factor type, outcome, and association 

Outcome   Factor Sourceb   Nc            Associationd Covariates (when present)/ 
Statistical or Qualitative Descriptions 

Reference 

BEHAVIORAL FACTORS: ACTIVITY PRACTICES (k= 16)e 

Physical Activity 
WEIGHT 
STATUS 

Moderate- vigorous activity at baseline 
1-year change in activity 

 

SR 12759 Base: -  (OR= 
0.88)f 

1-yr change:       
NS 

age, maternal education, family income, household 
presence of mother, urban, smoking, region 

Gordon-Larsen, 
2002 

Less hours of light-moderate activity 
 

SR 64 +       p=   .0008  Gordon-Larsen, 
2001 

Activity counts/ day Accel. 1148 NS prior obesity, age, height, height2, family income, 
highest parent education, TV, calories, SR activity, 
puberty 
 

White, 2012 

Activity counts before, during, after school 
 

Accel. 172 NS age, puberty Sulemana, 2006 

Min. in physical activity 
 

SR 67 NS  Brogan, 2012 

Step counts during 3 sports activities 
 

Ped. 198 D OW 0.8-6.3 less steps/ min than NWg Hannon, 2008 

Exercises 3+ times/ week 
 

SR 5947 D % by WS: OW > OB > NW > UWh Ali, 2013 

BMI Weekly activity (MET) over 9 years SR 2379 - 
β= -0.14, p= 

<.0001i 

activity and energy intake at baseline, childbirth, 
puberty, smoking, study year, change in energy 
intake 
 

Kimm, 2005 

Moderate- vigorous activity 
 

SR 82 NS dietary fat, puberty, social PA factors, cognitive PA 
factors 

Taylor, 2002 

Daily activity (MET) at baseline SR 2379 NS TV, baseline BMI, baseline puberty, parent 
education, parent income  
 

Henderson, 2007 
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Outcome   Factor Sourceb   Nc            Associationd 
Covariates (when present)/ 

Statistical or Qualitative Descriptions Reference 

 
ADIPOSITY Weekly activity (MET) over 9 years SR 2379 - 

β= -0.62, p= .0002 
activity and energy intake at baseline, childbirth, 
puberty, smoking, study year, change in energy 
intake 
 

Kimm, 2005 

Daily activity over 9 years SR 2379 + 
β = 0.0035, p= .07i 

 

age, puberty, energy intake Kimm, 2001 

Sedentary Activity 
WEIGHT 
STATUS 

Higher hours of inactivity 
 

SR 64 +        p= .04  Gordon-Larsen, 
2001 

TV/video watching (at baseline & 1-year 
change); Computer/video games 

SR 12759 NS (all factors) age, maternal education, family income, household 
presence of mother, urban, smoking, region 
 

Gordon-Larsen, 
2002 

Min. in sedentary activity SR 67 NS  Brogan, 2012 
Excessive TV watching SR 15349 NS  

 
Lowry, 2002 

TV watching 
 

SR 1015 NS  Ward, 2006 

BMI TV watching (baseline) SR 2379 NS daily activity, baseline BMI, baseline puberty, 
parent education, parent income 
 

Henderson, 2007 

Physical Activity Knowledge, Attitude, Beliefs 
WEIGHT 
STATUS 

 
 
 
 
 
 

Self-efficacy, attitudes, perceived behavioral 
control, normative beliefs, & enjoyment for 

PA 
 

SR 1015 NS (all factors)  Ward, 2006 

Self-efficacy for PA 
 

SR 402 NS treatment group, grade Chen and Wang, 
2012 

Exercise (health behavior) knowledge 
 

SR 64 NS  Gordon-Larsen, 
2001 
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Outcome   Factor Sourceb   Nc            Associationd 
Covariates (when present)/ 

Statistical or Qualitative Descriptions Reference 

 ‘Exercise too little’ belief 
 

SR 341 D mean scores by WS: Heavy> NW = thin Desmond, 1989 

Activity beliefs and attitudes SR 12 Q OW report: liking group PA (step team); having 
limited time for PA d/t lack of time & access and 
“beauty costs” (sweat) 
 

Boyington, 2008 

BMI Cognitive PA (knowledge, perceptions, 
intentions, benefits, injury fear) 

 

SR 82 NS dietary fat, puberty, social PA factors, moderate-
vigorous PA 

Taylor, 2002 

Sport Team Participation 
WEIGHT 
STATUS 

Sports team participation SR 1015 NS  Ward, 2006 
 

Plays active sport SR 5947 D % by WS: OW > NW > OB > UW Ali, 2013 
 

BEHAVIORAL FACTORS: DIETARY PRACTICES (k= 15)e 

Food Types 
WEIGHT 
STATUS 

Higher fruit and vegetable intake SR 67 - 
OR=1.957,  p= .09 

fiber intake; eating confidence; caregiver 
BMI/distress/child exercise knowledge; grocery 
store availability, friend unhealthy eating 
discouragement 
 

Brogan, 2012 

Servings/day: fruits, vegetables, snacks, 
breads/cereals, dairy, main dishes 

 

SR 118 NS (all factors) treatment group, age at childbirth, education 
attained, breastfeeding history  

Black, 2006 

Servings/day: vegetables, fruits, 
breads/cereals, meat/fish/eggs, dairy 

 

SR 43 NS (all factors)  Reed, 2012 

Sugary beverages and “unhealthy” foods SR 
PR 

50 Q OW report consuming sugary beverages and 
“unhealthy foods”; parents of OW report 
daughter’s weight attributed to eating “unhealthy” 
food 

Cassidy, 2013 
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Outcome   Factor Sourceb   Nc            Associationd 
Covariates (when present)/ 

Statistical or Qualitative Descriptions Reference 

 
 

Macronutrients 
WEIGHT 
STATUS 

Increased protein kcals 
 

SR 43 +        p= .045  Reed, 2012 

Lower kcals/ kilogram of body weight 
 

SR 64 +     p= .00001  Gordon-Larsen, 
2001 

High fiber intake SR 67 Before covariates:  
- 

p<.05 
After covariates: 

NS 

fruit & vegetable intake; eating confidence; 
caregiver BMI/distress/child exercise knowledge; 
grocery store availability, friend unhealthy eating 
discouragement 
 

Brogan, 2012 

Total kcals, carbohydrate kcals, fat kcals, 
dessert kcals, sugary beverage kcals 

 

SR 43 NS (all factors)  Reed, 2012 

Total kcals 
 

SR 67 NS  Brogan, 2012 

Total kcals, fat kcals, kcals/ cm of height 
 

SR 64 NS (all factors)  Gordon-Larsen, 
2001 

Kcals/ day SR 118 NS treatment group, age at childbirth, education 
attained, breastfeeding history 
 

Black, 2006 

BMI Fat kcals SR 82 NS puberty, moderate-vigorous PA social and 
cognitive factors 

Taylor, 2002 
 

Total kcals over 9 years 
 
 

SR 2379 NS activity and energy intake at baseline, childbirth, 
puberty, smoking, study year, change in activity 

Kimm, 2005 

ADIPOSITY Kcals/day in early adolescence 
Kcals/day in late adolescence 

SR 2379 EA: - (β = -.0029)        
LA: - (β = -.0038) 

 

age, puberty, activity Kimm, 2001 

Energy intake at baseline; change in energy SR 2379 NS (all factors) activity at baseline, childbirth, puberty, smoking, Kimm, 2005 
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Outcome   Factor Sourceb   Nc            Associationd 
Covariates (when present)/ 

Statistical or Qualitative Descriptions Reference 

intake over 9 years study year, change in activity 
 

Eating Occasions, Locations, & Patterns 
WEIGHT 
STATUS 

Meal frequency/week (breakfast, dinner, 
snacks), meal location (home v. out), never 

ate with family 
 

SR 43 NS  (all factors)  Reed, 2012 

Skipping meals, Overeating, Mindless 
eating 

SR 
PR 

50 Q OW report skip meals before/during school, 
overeating after school and during weekend 
activities (shopping), & mindless eating during 
computer/TV time; Parents of OW report daughter 
weight related to “mindless” & secretive eating 
 

Cassidy, 2013 

BMI Lower meal frequency 
Lower snack frequency 

 

SR 2372 Meal: + (p= .0004) 
Snack: + (p= .022) 

 Ritchie, 2012 

WAIST 
CIRCUM. 

Lower meal frequency 
Lower snack frequency 

Lower total eating times/day 
 

SR 2372 Meal: + (p= .052) 
Snack: + (p= .005) 
Total: + (p= .01) i 

 Ritchie, 2012 

Dietary Knowledge, Attitude, Beliefs 
WEIGHT 
STATUS 

 
 
 
 
 
 
 
 

Higher healthy eating self-efficacy SR 67 + 
OR= 0.597,  p= 

.035 

fiber intake; fruit & vegetable intake; caregiver 
BMI/distress/child exercise knowledge; grocery 
store availability, friend unhealthy eating 
discouragement 
 

Brogan, 2012 

Higher healthy eating self-efficacy 
Healthier food intentions 

SR 402 Efficacy: + (p<.05) 
Intention: + 

(p<.05) 
 

treatment group, grade Chen and Wang, 
2012 

Healthy food knowledge and perception SR 402 NS treatment group, grade Chen and Wang, 
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Outcome   Factor Sourceb   Nc            Associationd 
Covariates (when present)/ 

Statistical or Qualitative Descriptions Reference 

  2012 
Eating attitude, healthy food knowledge SR 64 NS (all factors) 

 
 Gordon-Larsen, 

2001 
‘Eating too little’ belief SR 341 D mean scores by WS: NW > thin > Heavy 

 
Desmond, 1989 

Eating attitudes and beliefs PR 50 Q parents of OW describe daughter’s weight related 
to eating while bored and simply enjoying eating 
 

Cassidy, 2013 

Healthy food beliefs & perceptions SR 12 Q OW report consuming heathy food depends on 
taste, texture, appearance & healthy food lacks 
physical satiety 
 
 

Boyington, 2008 

Other Dietary Behavior (Dieting, Binge Eating, Vomiting) 
WEIGHT 
STATUS 

 
 
 
 
 
 
 
 
 
 
 

Chronic Dieting 
Binge Eating 

SR 31122 Diet: + (OR=3.63)i 
Binge: + 

(OR=1.53) 
 

SES, age Neumark-
Sztainer, 1997 

Dieting SR 1269 +           p<.001  
 

Emmons, 1996 

Eat less calories, fast, diet pills, 
vomiting/laxatives 

SR 3438 Less: + (OR=2.29) 
Fast: + (OR=2.32)i 
Pills: + (OR=4.18)i 
V/L: + (OR=2.48) 

 

 Paxton, 2004 

Vomiting SR 31122 NS SES, age Neumark-
Sztainer, 1997 
 

Loss of control eating SR 50 Q OW report loss of control eating episodes & 
describe it as “being greedy,” “pigging out,” 
“throwin’ down” & dissociating during (“it’s going 

  Cassidy, 2013 
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Outcome   Factor Sourceb   Nc            Associationd 
Covariates (when present)/ 

Statistical or Qualitative Descriptions Reference 

right over your head”); relate episodes with 
emotions (anger, sadness, happiness, boredom)  
 

BEHAVIORAL FACTORS: OTHER (k= 6)e 

Sleep 
WEIGHT 
STATUS 

Sleep Activity (minutes) SR 67 NS  Brogan, 2012 
 

BMI Sleep SR 30133 + 
β= 0.21, p<.05j 

 

age, puberty Reither, 2014 

Substance Use 

WEIGHT 
STATUS 

Tobacco use, alcohol use, marijuana use SR 31122 NS (all factors) SES, age Neumark-
Sztainer, 1997 
 

BMI Cigarette smoking SR 2379 NS activity and energy intake at baseline, childbirth, 
puberty, study year, change in energy intake and 
activity 
 

Kimm, 2005 

ADIPOSITY Cigarette smoking SR 2379 NS activity and energy intake at baseline, childbirth, 
puberty, study year, change in energy intake and 
activity 
 

Kimm, 2005 

Sexual Behaviors & Pregnancy 

WEIGHT 
STATUS 

Older sexual partner, no condom use, 
multiple sexual partners 

 

SR 340 NS (all factors)  Leech, 2012 

BMI Older adolescent pregnancy SR 2379 - 
β= -0.63, p= .08i 

activity and energy intake at baseline, smoking, 
puberty, study year, change in energy intake and 
activity 
 

Kimm, 2005 

ADIPOSITY Early adolescent pregnancy SR 2379 Early: - (β= -4.65)i activity and energy intake at baseline, smoking, Kimm, 2005 
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Outcome   Factor Sourceb   Nc            Associationd 
Covariates (when present)/ 

Statistical or Qualitative Descriptions Reference 

Older adolescent pregnancy Older: - (β= -3.55)i puberty, study year, change in energy intake and 
activity 
 
 

Employment Status 

BMI Employed SR 1381 NS treatment group 
 

Dowda, 2007 

PSYCHOSOCIAL FACTORS (k= 26)e 

Body Image, Weight Perception, & Weight Intentions 

WEIGHT  
STATUS 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Intend to lose weight SR 118 +           p<.01 treatment group, age at childbirth, education 
attained, breastfeeding history 
 

Black, 2006 

Larger ideal body image SR 402 +     OR= 6.71k treatment group, age 
 

Chen and Wnag, 
2012 

Weight dissatisfaction SR 31122 +      OR= 3.41 SES, age Neumark-
Sztainer, 1997 
 

Self-perception of overweight, trying to lose 
weight, stay same weight 

SR 3438 Self: + (OR=11.96) 
Lose: + (OR=5.69) 
Stay: - (OR=.357)k 

 

 
 

Paxton, 2004 

Body dysphoria SR 64 +        p= .0002 
 

 Gordon-Larsen, 
2001 

Self-perception of overweight SR 13601 D 64.7% of OW perceived self as OW l 

 

Foti, 2010 

Self-perception of overweight, body 
dissatisfaction, trying to lose weight 

SR 448 D 69.2% of OW perceived self as OWk; % dissatisfied 
by WS: OB > OW > NWk; % try to lose by WS: OB > 
OW > NWk 

 

Wang, 2009 

Desire to be thinner SR 215 D 68.8% of OW report desire to be thinner 
 

Mitola, 2007 
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Outcome   Factor Sourceb   Nc            Associationd 
Covariates (when present)/ 

Statistical or Qualitative Descriptions Reference 

 Self-perception of overweight SR 2032 D % perceive OW by WS:OB > OW > NW 
 

Brener, 2004 

Self-perception of heavy 
Self-perception of thin 

SR 341 D % perceive heavy by WS: heavy > NW > thin 
% perceive thin by WS: NW > heavy > thin 
 

Desmond, 1989 

Acceptable and preferred body size SR 12 Q OW describe  a continuum of acceptable sizes; self-
satisfaction with size is more important than actual 
size;  and preferred size is one that is large, 
particularly in breasts and buttocks   
 

Boyington, 2008 

Body image SR 
PR 

7 Q OW/OB and their mothers describe framing body 
size and weight so that perceptions are congruent 
with self-views and self- valuations and to create a 
body image that serves to protect body-esteem 
 

Williams, 2012 

BMI Body image discrepancy, body satisfaction SR 119 BID: + (p<.05) 
Satisfaction: NS 

 

 Porter, 2012 

Self-perception of overweight, trying to lose 
weight, want to weigh less 

SR 1932 D % perceive self as OW, trying to lose weight, want 
to weigh less increases with increasing BMI 
percentile 
 

Strauss, 1999 

Body image discrepancy SR 265 D Mean BMI percentile in BID category: Wants 
thinner body (88.1) > Stay the same (75.2) > Wants 
larger body (43.2) 
 

Banitt, 2008 

‘Too fat’ perception SR 13267 D Proportion consider self ‘too fat’ higher at higher 
BMI zscores 

Mikolajczyk, 2012 
 

Self-esteem 

WEIGHT 
STATUS 

Self-esteem 
 

SR 118 NS treatment group, age at childbirth, education, 
breastfeeding  

Black, 2006 
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Outcome   Factor Sourceb   Nc            Associationd 
Covariates (when present)/ 

Statistical or Qualitative Descriptions Reference 

 Self-image 
 

SR 256 NS  Granberg, 2009 

Self-concept (esteem) 
 

SR 64 NS  Gordon-Larsen, 
2001 

Self-esteem 
 

SR 5947 D Self-esteem scores similar by WS (range= 25.29-
25.87)  

Ali, 2013 

Self-esteem SR 50 Q Some OW report negative self-perceptions (i.e. low 
self-esteem) 

Neumark-
Sztainer, 1999 
 

BMI Self-esteem SR 119 NS 
 

 Porter, 2012 

Depression/ Suicidal Ideation 

WEIGHT 
STATUS 

Depression SR 118 NS treatment group, age at childbirth, education, 
breastfeeding  
 

Black, 2006 

Suicidal ideation SR 31122 NS SES, age Neumark-
Sztainer, 1997 
 

Depression, suicidal ideation SR 4834 NS (all factors)  Whaley, 2011 
 

Depression SR 5947 D Mean depression scoresm by WS: OB > NW > OW > 
UW 
 

Ali, 2013 

BMI Depression SR 119 NS 
 

 Porter, 2012 

Stress, Emotions, & Emotional Expression 

WEIGHT 
STATUS 

 
 
 

Poor emotional well-being 
Worry about future job concerns 

SR 31122 Well: + (OR= 1.42) 

Worry: + 
(OR=1.37) 

SES, age Neumark-
Sztainer, 1997 
 

General disposition to experience anger SR 1021 +           p<.05 i, k blood pressure, heart rate, smoking, family history 
of HTN 

Johnson, 1990 
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Outcome   Factor Sourceb   Nc            Associationd 
Covariates (when present)/ 

Statistical or Qualitative Descriptions Reference 

  
Internalizing (anxiety, loneliness) and 
externalizing (acting out) behaviors 

TR 6860 NS  (all factors) age, parent & child health, parent education, family 
structure, poverty level, # of family meals, SLP, TV, 
sleep, ECAs 
 

Chang, 2015 

Stress SR 83 Q Black females describe stress as a contributor to 
higher rates of obesity among Black youth; “we 
have more stress and sometimes we eat when we 
are stressed out” 
 

Barroso, 2010 

BMI High chronic stress 
Low chronic stress 

SR 2379 High: +  (β= 0.8)i 

Low: + (β= 0.62)i 
Acute stress, puberty, parental income, parental 
education 

Tomiyama, 2013 

Outward expressions of anger SR 1021 -              p<.05  Johnson, 1990 
 

Intensity or general disposition to 
experience frequent anger, anxiety, guilt 

 

SR 1021 NS (all factors)  Johnson, 1990 

Perceived Health 

WEIGHT 
STATUS 

Poor/fair perceived health 
Health concerns 

SR 31122 P/F: + (OR= 3.42i,n) 
Concerns:         NS 

SES, age Neumark-
Sztainer, 1997 
 

Poor physical health SR 4834 D Mean poor health scores by WS: OB > OW > NW 
 

Whaley, 2011 

Good health SR 5947 D % report good health by WS: NW > UW > OW > OB 
 

Ali, 2013 

Interpersonal Skills 

WEIGHT 
STATUS 

Higher interpersonal skills TR 6860 + 
OR= 0.76, p<.05 

 

age, parent & child health, parent education, family 
structure, poverty level, # of family meals, SLP, TV, 
sleep, ECAs 

Chang, 2015 

Lower social skills PR 256 +          p<.10  
 

Granberg, 2009 
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Outcome   Factor Sourceb   Nc            Associationd 
Covariates (when present)/ 

Statistical or Qualitative Descriptions Reference 

Other Psychosocial Factors 

WEIGHT 
STATUS 

Lower academic ability 
 
 

PR 256 +          p<.10  Granberg, 2009 

Sexual orientation 
 

SR 24591 D % obese by SO: Bisexual > Lesbian > Unsure > 
Heterosexual 

Austin, 2013 

ADIPOSITY Learned helplessness, mastery orientation TR 960 WHR: +  (p<.05) 
Triceps SF:    NS 

 

         age Johnson, 1997 

BID= body image discrepancy; BMI= body mass index; cm= centimeter; d/t= due to; EA= early adolescence; ECAs= extracurricular activities; HTN=  hypertension;  kcals= 
kilocalories; LA= late adolescence; NW= normal weight; OB= obese; OW= overweight, PA= physical activity; Ped.= Pedometer; SES= socioeconomic status; SF= skinfold SO= 
sexual orientation; SLP=  school lunch purchase; TV= television; UW= underweight; V/L= vomiting/laxatives; Waist circum= waist circumference; WS= weight status; WHR= 
waist-to-hip ratio  
a Number of articles that report one or more Individual Factor findings.   
b Source of factor (Accel.= Accelometer; SR= self- or Black adolescent female-report, PR= parent- or caregiver-report, TR= teacher-report) 
c Sample size for study. Value is total participants or dyads at baseline or smallest sample size in cross-sectional trend analyses. Detailed information about samples available in 
Table 1. 
d Association with obesity, overweight, BMI, or adiposity among only Black adolescent females. Significant inferential findings presented first and descriptive findings last; 
odds ratios (OR) and regression coefficients reported as available; a plus sign (+) indicates a factor significantly (p<.10) and positively associated with obesity, overweight, 
increases in BMI or adiposity; a minus sign (-) indicates a factor significantly (p<.10) and inversely associated with obesity, overweight, increases in BMI or adiposity; NS= non-
significant statistical finding using inferential statistical approaches, including but not limited to regressions, correlations, t-tests, and other non-parametric approaches; D= 
descriptive statistics (means, proportions, or percents) by weight status; Q= descriptive findings from qualitative investigations 
e Number of articles reporting one or more findings related to the specific Individual Factor Sub-Category.  
f association not observed among White females or Hispanic males and females 
g lowest steps/minute among normal weight and overweight Black and White males and females 
h higher proportions among obese and overweight Black girls than obese, overweight, or normal weight White females 
i  association stronger than White females 
j association not observed among White, Asian, Hispanic females and opposite associations observed among White, Asian, Hispanic males 
k association stronger than Black males 
l % overweight that perceive self as overweight by race/gender: White females > Hispanic females > Black females > White males > Hispanic males > Black males 
m mean depression scores for obese and overweight Black females are higher (range 0.13-1.47) than scores among normal weight, overweight, obese White females 
n association stronger than American Indian females 
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participation (Ali, Rizzo, & Heiland, 2013), and overweight girls described their limited 

participation in physical activity was due to time constraints and personal aesthetic 

concerns, such as becoming sweaty (Boyington et al., 2008).  

A combination of cross-sectional (n = 11) and longitudinal (n = 5) designs, large 

national datasets, and varied measures of activity were used across the activity practices 

investigations. Confounding was addressed among two thirds of the studies using 

inferential statistics. Most of the literature was less than 10 years old; however, all the 

longitudinal findings used data that were 15-30 years old. In general, the activity 

practice literature demonstrated that limited physical activity via self-report was 

associated with obesity among Black girls, though the relationship with sedentary 

activities, such as television watching, was less clear. 

2.4.1.1.2 Dietary practices. 
Five types of dietary practice factors – including food types; macro-nutrients; 

eating occasions, locations, and patterns; dietary knowledge, attitudes, and beliefs; and 

other dietary behavior – were examined for their relationship to obesity and overweight 

among Black girls. While Black girls with an overweight status described consuming 

sugary beverages and “unhealthy” foods (Cassidy et al., 2013), only lower intakes of the 

food type fruits and vegetables were significantly associated with obesity (Brogan et al., 

2012).  Among macronutrients, increased protein calories (Reed et al., 2012) and lower 

calories per kilogram of body weight (Gordon-Larsen, 2001) were associated with an 

obese versus normal weight status, while daily calories either demonstrated an inverse 
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or non-significant relationship with obesity and overweight (Black et al., 2006; Brogan et 

al., 2012; Kimm et al., 2001, 2005; Reed et al., 2012).  The association with eating 

frequency was significantly inverse, with higher BMIs and waist circumferences 

associated with lower meal and snack frequencies (Ritchie, 2012) – a finding further 

supported by the reports of meal skipping by Black girls with an overweight weight 

status (Cassidy et al., 2013). 

Findings related to dietary knowledge, attitudes, and beliefs were more varied.  

Black girls who were overweight perceived healthy food as less filling and described a  

high importance of taste, texture, and appearance when selecting foods rather than the 

food’s perceived healthfulness (Boyington et al., 2008).  However, Black girls with an 

obese weight status also reported greater intentions to eat healthier and a higher self-

efficacy for healthy eating compared to normal weight peers (Brogan et al., 2012; Chen & 

Wang, 2012).  Similar inconsistencies existed among other dietary behavior, as binge/loss 

of control eating was associated with obesity (Cassidy et al., 2013; Neumark-Sztainer et 

al., 1997); yet, dietary weight-loss behaviors, such as dieting and fasting, were also 

related to obesity and overweight (Neumark-Sztainer et al., 1997; Paxton, Valois & 

Drane, 2004). 

More than 75% of the 15 studies that examined dietary practices employed a 

cross-sectional approach, and all the investigations relied on self-reports of dietary 

behaviors.  Half of the quantitative investigations used small samples (n = 43-118 Black 
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girls) to explore inferential associations between dietary behavior and weight outcomes, 

which may have accounted for some of the non-significant finding, and nearly two-

thirds of studies with significant findings did not control for potential confounders.  

Overall, low meal and snack frequency was associated with obesity among Black girls, 

while the findings related to food types and macronutrients were inconsistent or 

obscure. 

2.4.1.1.3 Other behavioral factors 
A variety of other behaviors, comprising sleep, substance use, sexual behaviors, 

and employment status, were investigated for their associations with obesity and 

overweight. No obesity/overweight associations were identified for substance use, work 

status, or sexual practices among Black girls. Adolescent pregnancy demonstrated an 

inverse relationship with BMI (Kimm et al 2005), while sleep revealed a positive 

association with BMI—a finding opposite of the sleep relationship observed among 

White, Asian, and Hispanic males and not observed among White, Asian, and Hispanic 

females (Reither et al 2014). Minimal literature explored these other behavioral factors, 

and although two-thirds used large samples, the majority of studies (n=5) reported data 

collected 12-29 years ago.    

2.4.1.2 Psychosocial factors 

A variety of psychosocial factors were explored for their relationship to obesity 

and overweight among Black girls, and were divided into the following factor types: 

body images, weight perceptions, and weight intentions; self-esteem; depression and 
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suicidal ideation; stress, emotions, and emotional expressions; perceived health; 

interpersonal skills; and other psychosocial factors. Among body image, weight 

perception, and weight intention factors, Black girls with obesity and overweight 

accurately perceived themselves as overweight accurately perceived themselves as 

overweight (Foti & Lowry, 2010; Paxton, Valois, & Drane, 2004; Wanget al., 2009), 

intended or desired to lose weight (Banitt et al., 2008; Black et al., 2006; Paxton et al., 

2004; Porter et al., 2012; Strauss, 1999), and were more frequently weight dissatisfied 

(Gordon-Larsen, 2001; Neumark-Sztainer et al., 1997). However, overweight was 

significantly associated with a larger ideal body image (Chen & Wang, 2012), and Black 

girls with overweight described body self-satisfaction as more important than actual size 

(Boyington et al., 2008) and used framing practices so that weight perception were 

congruent with self-valuations (Williams, Wyatt, & Winters, 2012). No relationship was 

identified with self-esteem or depression/suicidal ideation factors. Among the stress and 

emotion factors, associations were observed between obesity and both poor emotional 

well-being and worry (Neumark-Sztainer et al, 1997). In addition, chronic stress had a 

positive relationship with increasing BMI across adolescence, which was stronger than 

the relationship among White girls (Tomiyama et al., 2013). Among the remaining 

psychosocial factor types, Black girls with obesity and overweight had worse 

perceptions of their health (Neumark-Szztainer et al., 1997; Whaley, Smith, & Hancock, 

2011), had varied associations with interpersonal skills (Chang & Halgunseth, 2015; 
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Granberg, Simons, & Simons 2009), and did not reveal an association with mastery 

orientation or learned helplessness when using generally accepted adiposity outcomes 

(i.e., triceps skinfold; Johnson et al., 1997).  

Among the 26 articles investigating psychosocial factors, 24 reported cross-

sectional associations with adiposity, BMI, or weight status. While the large majority 

used self-reports of factors, four investigations used reported perceptions of parents or 

teachers. Though temporal associations are unclear in cross-sectional studies, 

relationships with obesity and overweight among Black girls were identified for 

overweight self-perception, intention to lose weight, weight dissatisfaction, poor 

perceived health, and chronic stress. However, confounding was considered by only half 

of the 12 studies exploring inferential associations. 

2.4.2 Interpersonal factors 

The second category identified was interpersonal factors, involving 46 family 

and peer factors that related to higher weight statuses among Black girls (Table 3). 

2.4.2.1 Family Factors 

Four types of family factors were explored for their relationship to obesity and 

overweight, including dietary practices family factors; physical activity family factors; 

weight status and body image family factors; and parenting parent health, and family 

structure. Among the family dietary practices, two factors were inversely associated 

with obesity/overweight: higher caregiver monitoring of adolescent’s eating (Brogan et 
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al., 2012) and never eating with the family in the past week (Reed et al., 2012). In 

addition, Black girls articulated a sense of obligation to eat “grandma’s cooking,” despite 

its unhealthy preparation (Boyington et al., 2008), and that family practices of 

overfeeding were related to overweight (Barroso et al., 2010). In terms of physical 

activity, higher caregiver monitoring of adolescent’s exercise was inversely associated 

with obesity, while greater parental rewards for exercise was positively associated 

(Brogan et al., 2012). A factor strongly related to obesity or high BMI among Black girls 

was a mother’s or caregiver’s high BMI/obese weight status (Brogan et al., 2012; 

Morrison et al., 1994), and the way weight was communicated to Black girls in families 

may also be related. For instance, Black girls described not receiving constructive 

feedback about weight was communicated to Black girls in families may also be related. 

For instance, Black girls described not receiving constructive feedback about weight 

from parents like that received by Black boys (St George & Wilson, 2012) and that family 

members often desired for them to have a large body size as they believed it was 

healthier (Barroso et al., 2010). Finally, no obesity and overweight associations were 

identified with family structure, though positive associations were identified among 

higher caregiver distress (Brogan et al., 2012), higher paternal warmth (Simons et al., 

2008), lower parenting quality, and lower amounts of family activities that promote 

learning the meaning of being African American (Granberg, Simons, and Simons, 2009).  
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Table 3: Interpersonal factors (n = 14 articles)a by sub-category, factor type, outcome, and association 

Outcome Factor Sourceb    Nc          Associationd Covariates (when present)/ 
Statistical or Qualitative Descriptions 

Reference 

FAMILY FACTORS (k= 12)e 

Dietary Practices Family Factors 
WEIGHT 
STATUS 

Caregiver monitoring/supervision of 
adolescent’s eating 

 

PR 
SR 

67 PR:  -    (p<0.10) 
   SR:  NS 

 Brogan, 2012 

Never ate with family in past week PR 43 -        p= .049 
 

 Reed, 2012 

Family encouragement for healthy eating 
Family discouragement of unhealthy 

eating   
 

SR 67 NS  (all factors)  Brogan, 2012 

Meal & snack frequency; eating at home or 
out 

PR 43 NS  (all factors)  

 

Reed, 2012 

Adult female food purchasing, 
preparation, role modeling, verbal 

direction 

SR 12 Q OW report eating influenced by mother/grandmother 
food buying, preparation, and modeling; some describe 
grandma’s cooking supersedes personal desire to eat 
healthy; some describe resisting direction to improve 
nutrition; others report verbal support helps 
 

Boyington, 2008 

Overfeeding SR 83 Q Girls describe family promotes OW due to their history; 
‘they overfeed because of their experiences with no 
food’ 
 

Barroso, 2010 

Physical Activity Family Factors 
WEIGHT 
STATUS 

Caregiver monitoring/supervision of 
adolescent’s exercise 

PR 
SR 

67   PR:      NS 
SR: -  (OR= 

5.746) 

Fiber, fruit, vegetable intake; eating confidence; 
caregiver BMI/ distress/rewards; grocery store 
availability, friend eating influence 
 
 

Brogan, 2012 
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Outcome Factor Sourceb    Nc          Associationd 
Covariates (when present)/ 

Statistical or Qualitative Descriptions Reference 

Greater parental rewards and lower 
punishment for exercise 

SR 67 +  
OR= 0.545,  p= 

.062 

Fiber, fruit, vegetable intake; eating confidence; 
caregiver BMI/ distress/monitor; grocery store 
availability, friend eating influence 
 

Brogan, 2012 

Family participation in exercise SR 67 NS 
 

 Brogan, 2012 

Family support for PA, social provisions 
for PA, available home PA equipment 

 

SR 1015 NS  (all factors)  Ward, 2006 

Verbal direction SR 12 Q Some OW report resisting verbal direction related to 
improving physical activity while others report verbal 
support helped 
 

Boyington, 2008 

BMI Social PA related to family SR 82 NS  Taylor, 2002 
 

Weight Status and Body Image Family Factors 
WEIGHT 
STATUS 

Higher caregiver BMI PR 67 + 
OR= 0.79,  p 

=.027 

Fiber, fruit, vegetable intake; eating confidence; 
caregiver monitor/ distress/rewards; grocery store 
availability, friend eating influence 
 

Brogan, 2012 

Mother overweight status Meas
. 

1300 + 
OR= 1.7,  p <.01 

 Morrison, 1994 

Mother’s weight status PR 43 D 75% of OB daughters had a mother that was obese 
 

Reed, 2012 

Caregiver satisfaction with child’s size PR 215 D Caregiver satisfaction decreased with child’s increasing 
WS 
 

Mitola, 2007 

Family communication about weight SR 12 Q OW describe family compares their size to other family 
 
 
 

Boyington, 2008 
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Outcome Factor Sourceb    Nc          Associationd 
Covariates (when present)/ 

Statistical or Qualitative Descriptions Reference 

Family communication about weight SR 45 Q Girls report positive, less honest feedback from parents 
about weight (“Like there’s certain outfits they say look 
good on you… and then they be like ‘you ain’t big’ and 
I know they lying to me”)f 

 

St. George, 2012 

Family beliefs about weight status SR 83 Q Girls describe some family desires that you are full-
figured because they believe “bigger is healthier” with 
better well-being 
 

Barroso, 2010 

BMI Mother’s BMI Meas
. 

1300 +         p<.001 
 

 Morrison, 1994 

ADIPOSITY Mother’s triceps skinfolds Meas
. 

1300 
 

+        p<.001g  Morrison, 1994 

Parenting, Parent Health, and Family Structure 
WEIGHT 
STATUS 

Caregiver distress PR 67 +  
OR= 0.796,  p= 

.048 

Fiber, fruit, vegetable intake; eating confidence; 
caregiver monitor/ BMI/rewards; grocery store 
availability, friend eating influence 
 

Brogan, 2012 

Parenting quality, racial socialization SR 256 PQ:   -         
(p<.01) 
RS:   -         

(p<.01)  
 

 
 

Granberg, 2009 

Mother employed, mother health PR 43 NS 
 

 Reed, 2012 

Living with both biological parents SR 5947 D % living with both parents by WS: UW > OB > NW > 
OW 
 

Ali, 2013 

BMI Paternal warmth 
 
 

SR 1682 +  β= .212, p<.05 SES Simons, 2008 
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Outcome Factor Sourceb    Nc          Associationd 
Covariates (when present)/ 

Statistical or Qualitative Descriptions Reference 

M/P monitoring, M/P inductive reasoning, 
M/P problem solving, maternal warmth 

 

SR 1682 NS  (all factors) SES Simons, 2008 

PEER FACTORS (k= 7)e 

Health Behavior Factors 
WEIGHT 
STATUS 

Less supportive friend behavior around 
healthy eating 

 

SR 67 +  
OR= 0.656,  p= 

.035 

Fiber intake; fruit and vegetable intake; eating 
confidence; caregiver BMI/rewards/supervision/distress; 
grocery stores,  

Brogan, 2012 

Friend participation in PA, friend 
encouragement for healthy eating 

 

SR 67 NS  (all factors)  Brogan, 2012 

BMI Social PA related to peers SR 82 NS 
 

 Taylor, 2002 

Weight-Related Interactions 
WEIGHT 
STATUS 

Weight-related teasing SR 12 Q Some OW describe “conditioned” against weight 
teasing and does not influence health behaviors; some 
describe negative support and teasing from male parts 
directed at body parts 
 

Boyington, 2008 

Peer communication about weight SR 45 Q Girls report receiving positive comments and more 
honest/harsh information from peers (“your stomach 
big, look like you pregnant”) 
 

St. George, 2012 

BMI Teasing (> ½ questions are weight-related) SR 119 NS  Porter, 2012 
 

General Relationship with Peers 
WEIGHT 
STATUS 

Concerns about treatment from peers SR 31122 + 
OR= 1.36g,  p<.05 

SES, age Neumark-
Sztainer, 1997 
 

Making/keeping friends of opposite sex SR 256 NS  Granberg, 2009 
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Outcome Factor Sourceb    Nc          Associationd 
Covariates (when present)/ 

Statistical or Qualitative Descriptions Reference 

BMI= body mass index; M/P=  maternal/paternal; NW= normal weight; OB= obese; OW= overweight; PA= physical activity; PQ= parenting quality; RS= racial 
socialization; UW= underweight; WS= weight status  
a Number of articles that report one or more Interpersonal Factor findings.   
b Source of factor (SR= self- or Black adolescent female-report, PR= parent- or caregiver-report, Meas.= measured by study personnel) 
c Sample size for study. Value is total participants or dyads at baseline or smallest sample size in cross-sectional trend analyses. Detailed information about 
samples available in Table 1. 
d Association with obesity, overweight, BMI, or adiposity among only Black adolescent females. Significant inferential findings presented first and descriptive 
findings last; odds ratios (OR) and regression coefficients reported as available; a plus sign (+) indicates a factor significantly (p<.10) and positively associated 
with obesity, overweight, increases in BMI or adiposity; a minus sign (-) indicates a factor significantly (p<.10) and inversely associated with obesity, 
overweight, increases in BMI or adiposity; NS= non-significant statistical finding using inferential statistical approaches, including but not limited to 
regressions, correlations, t-tests, and other non-parametric approaches; D= descriptive statistics (means, proportions, or percents) by weight status; Q= 
descriptive findings from qualitative investigations 
e Number of articles reporting one or more findings related to the specific Interpersonall Factor Sub-Category.  
f Black males described receiving more helpful information about weight status than girls (i.e., constructive suggestions to help monitor weight) 
g stronger association than White females 
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Of the 12 family factor investigations, a variety of factors were explored but with 

limited repetition. In addition, all studies were cross-sectional and few controlled for 

any social class variables. Altogether, the consensus was that a caregiver’s obesity, 

family’s weight communication, and certain parenting approaches were associated with 

higher weights among Black girls in some studies; while the family factors related to 

dietary and activity practices were less certain. 

 2.4.2.2. Peer factors 

Three types of factors related to peers—comprising health behavior factors, 

weight-related interactions, and general peer relationships—were examined for their 

relationship to obesity and overweight among Black girls. While no relationships with 

obesity were identified among the physical activity health behavior factors, less peer 

support for healthy eating was associated with obesity (Brogan et al., 2012). Black girls 

with obesity or overweight also reported diverse weight-related peer interactions from 

weight-related teasing (Boyington et al., 2008) to receiving honest feedback about their 

weight (St George and Wilson, 2012). Among general peer relationship factors, having 

concerns about how friends would treat them was associated with obesity (Neumark-

Sztainer et al., 1997). 

Of the evidence exploring peer factors associated with Black girls’ obesity, few 

peer factors were examined and no studies were longitudinal. In general, due to the 
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narrow number of investigations (n = 7) and varied results, little is known about the 

associations between peer factors and obesity and overweight among Black girls. 

2.4.3 Community and societal factors 

Community and societal factors related to obesity among Black adolescent girls 

was the final category (Table 4). This category included socioeconomic status; 

neighborhood and community resources; culture; and neighborhood density of African 

Americans, perceived attractiveness, and school reputation. Socioeconomic status (SES) 

was diversely operationalized among Black girls, as parental educations, family income, 

poverty income ration, receipt of financial assistance, and family social class. Though 

three studies demonstrated an inverse relationship between obesity and SES (Henderson 

2007; Reed et al., 2012; Tate et al., 2015), others demonstrated an increased proportion 

with obesity among high-SES Black girls—a finding not observed among other 

racial/ethnic adolescent groups (Granberg et al., 2009; Wang & Zhang, 2006; Zhang & 

Wang, 2007). Among the neighborhood and community resources factor type, no 

significant differences between the availability of weight-management neighborhood 

and community resources were identified by weight status, though the availability of 

neighborhood full service grocery stores was inversely associated with obesity (Brogan 

et al., 2012). Culture, another community and societal factor type, was described by 

Black girls as related to overweight, particularly cultural attraction (Barrosos et al., 

2010), and Black girls who were overweight also described it as related to unhealthy
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Table 4: Community and societal factors (n = 13 articles)a by factor type, outcome, and association 

Outcome Factor Sourceb   Nc           Associationd Covariates (when present)/ 
Statistical or Qualitative Descriptions 

Reference 

Socioeconomic Status 
WEIGHT 
STATUS 

High-SES v. medium-SES (using poverty 
income ratio) 

FR 6555 + 
OR=2.33,  
p<.001e 

 

 Wang, 2006 

Poverty income ratio FR 6555 
2342 

+         p<.05f  Wang, 2006 
 
Zhang, 2007 
 

Family social class (caregiver work, 
household income) 

FR  256 +           p<.05  Granberg, 2009 
 

Mother with > college degree, receiving 
financial assistance 

 

PR 43 >College:        
NS 

Assist:  +  (p= 
.01) 

 
 

Reed, 2012 

Family income, parental education achieved FR 13113 NS  (all factors) Age, pregnancy Gordon-Larsen, 
2003 
 

Family income  FR 1300 D % OW: < $20,000=30.2%, $20,000-40,000= 28.5%, 
>$40,000= 28.4% 
 

Morrison, 1994 

Mother with college degree, father with 
college degree, receiving welfare 

FR 5947 D Similar % across WS (all factors); mother range= 0-
2.6%; father range= 0-3.2%; welfare= 34.0%-40.7% 
 

Ali, 2013 

Family income, level of parental education 
achieved 

FR 13113 D % OW higher among higher income ($60,000 +) than 
lower income ($0-59,900) g; % OW by Educ.: no high 
school diploma> some college >high school diploma 
> college degreeg 

 

Gordon-Larsen, 
2003 
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Outcome Factor Sourceb   Nc           Associationd 
Covariates (when present)/ 

Statistical or Qualitative Descriptions Reference 

BMI High SES (using poverty income ratio) FR 6555 +   β=2.22,  
p<.01f 

 Age  Wang, 2006 
 

Parent education (high school or less v. some 
college or more), parental income (<$40,000 

v. >$40,000) 

FR 2379 Educ.:  -  (β=-
.12)g 

Inc.:  -  (β=-.12)      

 Daily activity, baseline BMI, baseline puberty, daily 
TV  
 Watching 
 

Henderson, 2007 

Free lunch SR 145 +        p<.01  Tate, 2015 
 

Neighborhood and Community Resources 
WEIGHT 
STATUS 

Availability neighborhood full-service 
grocery stores 

SR 67 - 
OR=5.147,  p= 

.033 

 Fiber, fruit, vegetable intake; eating confidence; 
caregiver  
 BMI/distress/rewards/knowledge; friend eating 
influence  
 

Brogan, 2012 

Availability neighborhood full-service 
grocery stores 

PR 67 -         p<.10  
 

Brogan, 2012 

Neighborhood & community resources for 
weight-management, availability of 

convenience stores  
 

SR 
PR 

67 NS (all factors)  Brogan, 2012 

Safe activity spaces, parks/gym availability SR 1015 NS (all factors)  
 

Ward, 2006 

Fast food and school food SR 83 Q Girls report fast food and school food are barriers to 
someone OW trying to change eating habits (“It is 
cheap to get fast food in our communities;” “the 
food at school is nasty so we get snacks”) 
 

Barroso, 2010 

Culture 
WEIGHT 
STATUS 

Culture on dietary behaviors, culture on 
activity 

SR 12 Q OW describe traditional African American foods and 
food culture (particularly preparation methods: “all 
the fat in it”) were determinants of current nutrition 

 Boyington, 2008 
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Outcome Factor Sourceb   Nc           Associationd 
Covariates (when present)/ 

Statistical or Qualitative Descriptions Reference 

behaviors; report that exercise is not a culturally-
valued practice and perceive it as low-priority, 
optional behavior that demands too much time and 
resources 
 

Cultural attraction, cultural eating SR 83 Q Girls report cultural attraction and cultural eating as  
contributors to higher rates of obesity among Black 
youth (“Because we as women know that black men 
like big women with big breasts and butts” and 
“Because the foods we eat have a lot of fat”) 
 

 Barroso, 2010 

Neighborhood Density of African Americans, Perceived Attractiveness, School Reputation   
WEIGHT 
STATUS 

% of African American in neighborhood SR 256 NS  Granberg, 2009 
 

Interviewer assessed physical attractiveness, 
well-groomed, physically mature, attractive 
personality, candid; school reputation (chose 

area b/c of school) 
 

IR 
PR 

5947 D % by WS for attractiveness, well-groomed, attractive 
personality, candid: NW > OW > OB; % by WS for 
physically mature: OW > OB > NW; % by WS for 
school reputation: OB > NW > OW 

Ali, 2013 

Assist.= receiving financial assistance; b/c= because of; BMI= body mass index; Educ.= parent education; Inc.= parental income; NW= normal weight; OW= overweight, OB= obese; 
PA= physical activity; SES= socioeconomic status; TV= television; WS= weight status  
a Number of articles that report one or more Community and Societal Factor findings.   
b Source of factor (SR= self- or Black adolescent female-report, FR= family-report, PR= parent- or caregiver-report, IR= study interviewer-report) 
c Sample size for study. Value is total participants or dyads at baseline or smallest sample size in cross-sectional trend analyses. Detailed information about samples available in 
Table 1. 
d Association with obesity, overweight, BMI, or adiposity among only Black adolescent females. Significant inferential findings presented first and descriptive findings last; odds 
ratios (OR) and regression coefficients reported as available; a plus sign (+) indicates a factor significantly (p<.10) and positively associated with obesity, overweight, increases in 
BMI or adiposity; a minus sign (-) indicates a factor significantly (p<.10) and inversely associated with obesity, overweight, increases in BMI or adiposity; NS= non-significant 
statistical finding using inferential statistical approaches, including but not limited to regressions, correlations, t-tests, and other non-parametric approaches; D= descriptive 
statistics (means, proportions, or percents) by weight status; Q= descriptive findings from qualitative investigations 
e stronger association than White and Mexican American females and White, Black, Mexican American males 
f % of OW among Black females by socioeconomic status in 1988-1994: high income > medium income > low income; and in 1999-2002: high income > low income > medium income  

g rates significantly higher than or stronger association than White females 
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eating and low levels of exercise (Boyington et al., 2008). While no significant 

associations with weight status were identified in the final factor type, Black girls with 

obesity were consistently viewed by outsiders as less attractive, candid, and well-

groomed than their normal weight peers (Ali et al., 2013).  

Diverse community and societal factors were explored in the literature, and SES 

was considerably the most frequently examined factor type. Though varied SES results 

occurred, the literature that demonstrated an inverse association with obesity either 

used a small, convenience sample to test for differences by weight status or reported 

data nearly two decades old. Due to the few investigations that explored the 18 

community and societal factors and to the rare control of potential confounders, little 

consensus can be made about the results. Nonetheless, these finding bring light to the 

community and societal factors associated with obesity about Black adolescent girls. 

2.5 Discussion 

A significant health disparity in childhood obesity and overweight exists, placing 

Black adolescent girls at disproportionate risk (Ogden et al., 2014). Most research 

exploring the associated factors have concentrated on individual-level factors and 

behaviors, demonstrating that Black girl with obesity and overweight were less 

physically active, had fewer daily eating occasions, and were dissatisfied with their 

weight compared to normal-weight peers. Despite these finding limited knowledge 
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remains on other individual factors associated with obesity, such as food types, 

macronutrients, sedentary activity, and sleep practices. 

Moreover, the results examining interpersonal and community/societal factors 

related to obesity are less conclusive. For instance, families had an important role with 

significant mother-daughter weight correlations and a relationship with certain obesity-

associated behaviors. Yet, the interpersonal processes by which these significant 

associations occurred were unclear. Further the limited exploration of community and 

societal factors along with variance in certain factor types (e.g., SES), further complicated 

knowing not only which factors but why certain factors were associated with greater 

obesity among Black girls. 

Several reasons helped to explain this limited understanding. First several 

categories had a disparate and limited composition of factors explored (e.g., community 

and societal factors), and for certain categories (e.g., peer factors), a dearth of 

investigations existed. In addition, nearly half of the significant findings were from 

bivariate quantitative analyses that did not control for other potentially confounding 

variables, and among the significant findings that considered covariates, merely one-

third controlled for SES. Not controlling for SES leaves finding related to racial health 

disparities unfinished as the independent contribution of SES to racial disparities in the 

outcome of interest cannot be determined. While the plethora of cross-sectional, 

quantitative investigations (n = 37) in this review helped to establish the occurrence of 
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certain factors across or within racial groups for a specific point in time, they cannot 

provide insights into why these associations existed or whether the temporal relation of 

the factors indicated a causal or reverse causal relation. Two important approaches to 

elucidate these relationship better—yet underused in the literature reviewed—are the 

application of: qualitative designs, which could help develop more in-depth theoretical 

insights and illuminate other potentially significant factors; and longitudinal designs 

that would establish the temporal relation of factors to obesity and overweight and help 

determine which are likely to be causal and thus should be the focus of preventive 

strategies. 

However, one of the primary explanations for our limited understanding may 

relate to the lack of updated literature devoted to the Black female population, which is 

most affected by childhood obesity. Given the broad definition of factors related to 

obesity and overweight used in this review, an abundance of literature was initially 

expected; however, only 51 studies met our inclusion criteria—two-thirds of which 

reported findings from data collected one to three decades ago. Further, only eight 

studies recruited Black adolescent female samples, leading to a presentation of findings 

derived mostly from large multi-racial/ethnic male and female samples. Conducting 

investigations for specific populations groups is critical, as the lived social experience for 

Black adolescent females is significantly different than that of other groups, including 

younger or older Black females. Further, without additional investigations to provide 



 

  64  

insight into the within ethnic heterogeneity among Black girls that is frequently 

overlooked, significant and potentially unique factors that contribute to obesity may be 

missed.  

From this review we identified multiple gaps in knowledge, exposing our 

restricted grasp of factors related to obesity and overweight among Black girls. First, 

adequately powered longitudinal studies are clearly needed to establish the temporal 

relation of factors associated with obesity in Black adolescent girls. Second, while 

updated and additional longitudinal investigations are significantly needed to explore 

the individual factors, studies are also needed to explore the more distal causes (Link & 

Phelan, 1995) of obesity, such as the built environments and social factors at the 

interpersonal and societal levels. Examples include: investigating through an integration 

of indicators (e.g., parental education, family income, neighborhood economic status) 

whether Black girls of high SES are at greater risk for obesity than low- and middle-SES 

girls; discerning the family interactions that result in significant correlations between 

mother and daughter weights; and exploring whether other societal and community 

factors interact to produce a higher prevalence of obesity among Black girls. Further, 

additional research should answer the questions: Does culture influence the individual 

behaviors and family dynamics associated with obesity? What and how do community 

and societal factors influence dietary and activity behaviors of Black girls? Do other 

societal factors, such as structural inequalities (i.e. institutionalized racism) contribute to 
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obesity-related behaviors? Do these societal and environmental factors influence 

obesity-related physiological factors, such as metabolic rates and hormones? Answering 

these and other questions will ultimately allow us to understand what places Black 

adolescent girls “at risk for the risks” associated with childhood obesity (Link & Phelan, 

1995). 

2.6 Limitations  

The findings from this synthesis need to be interpreted with caution for a few 

reasons. First, each investigation demonstrated specific methodological limitations (e.g., 

cross-sectional designs that could not address temporal relations between factors and 

outcomes; small sample sizes for inferential statistics, which may have provided 

inadequate statistical power to detect meaningful associations as statistically significant 

and may have thus accounted for some of the non-significant findings).  In addition, 

using the primary keywords for obesity and overweight, we searched a limited number 

of databases, which may have omitted other relevant articles. However, the databases 

searched represented a variety of disciplines; the highest order search term for obesity 

and overweight was used in each database search; and all keywords aligned with 

medical subject headings recommended by the National Institutes of Health. We also 

excluded studies that presented comorbidity and physiological factors related to obesity 

and overweight and consequently may have under addressed these factors’ important 

contributions and complex interactions with obesity. Finally, our inclusive definition for 
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studies reporting factors related to obesity and overweight in Black adolescent girls 

resulted in a wide range of explored constructs and methodologies employed, making it 

highly challenging to compare results directly. While this created challenges for our 

synthesis—which was resolved through creating a cohesive configuration of findings—

we were able to maintain our aim or obtaining the most comprehensive finding on our 

phenomenon and avoided being dictated only by constructs that have been explored in 

greater quantities. 

2.7 Conclusion 

Based on the synthesis of findings in this review, we believe a significant gap 

remains in understanding the factors that relate to obesity and overweight among Black 

adolescent girls. In addition to the longitudinal investigations needed to explore the 

temporal associations with individual-level behaviors, we believe an additional focus is 

needed which extends beyond individual factors. We are that the lack of studies focused 

on this population and the limited significant associations identified in this review 

reveals a more important general need for further descriptive, non-experimental work 

across all levels (individual, interpersonal, community, and societal). Only when we 

better understand the factors related to obesity and obesity-associated behaviors among 

Black adolescent girls can we begin to realize the reasons this significant healthy 

disparity and the factors that should be pursued for the most successful intervention 

results. 
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3. Interpersonal Social Influences on Everyday Dietary 
Practices: Perceptions of Adolescent Females with 
Obesity and their Mothers 
3.1 Introduction 

Obesity is a serious health problem for adolescent females. Up to 90% of 

adolescent females affected by obesity become women with obesity (Singh, Mulder & 

Twisk, 2008) increasing their lifetime risk for numerous chronic conditions such as 

cardiovascular disease, metabolic syndrome, and cancer (Baker, Olsen & Sorensen, 2007; 

Levin, Morad, Grotto, Ravid & Bar-Dayan, 2010; Must, Phillips & Naumova, 2012). 

Among the multiple behaviors contributing to adolescent female obesity, obesity-

associated dietary practices (i.e., low meal frequency, greater fast food frequency, and 

increased daily calories and sugar-sweetened beverage consumption) play a particularly 

prominent role (Berkey et al., 2000; Berkey, Rockett, Field, Gilman & Colditz, 2004; 

Ritchie, 2012; Thompson et al., 2004) and are significantly impacted by external 

influences (Berge, Wall, Larson, Loth & Neumark-Sztainer, 2013; Bronfenbrenner, 2005; 

de Vet, de Ridder & de Wit, 2011; Salvy, Elmo, Nitecki, Kluczynski & Roemmich, 2011; 

van der Horst et al., 2007). Therefore, examining external influences on everyday dietary 

behavior may serve as a critical approach to informing efforts to modify adolescent 

females’ lifelong obesity and disease trajectories.  

Interpersonal relationships demonstrate an important external influence on 

people’s behavior (Reis, Collins & Berscheid, 2000), and health (Franks, Campbell & 
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Shields, 1992), and their influence on obesity, weight gain, and specific dietary practices 

among children, adolescents, and adults is well-established (Arcan et al., 2007; 

Christakis & Fowler, 2007; de Vet et al., 2011; Koehly & Loscalzo, 2009; Rasmussen et al., 

2006). Yet, many investigations (Arcan et al., 2007; Bassett, Chapman & Beagan, 2008; 

Contento, Williams, Michela & Franklin, 2006; Feunekes, de Graf, Meyboom & van 

Staveren, 1998; Neumark-Stzainer, Story, Perry & Casey, 1999) exploring interpersonal 

social influences on child and adolescent dietary behavior have not examined 

adolescents specifically affected by obesity. In addition, many behavioral studies have 

operationalized interpersonal social influence using single unidimensional constructs, 

such as home food availability and parent and peer intakes of certain macronutrients 

(Arcan et al., 2007; Feunekes et al., 1998; Rasmussen et al., 2006), or have viewed it as a 

binary between encouragement and discouragement for healthy/unhealthy eating (de 

Matos, Palmeira, Gaspar, de Wit & Luszczynska, 2015). Consequently, these and other 

methodological approaches have resulted in a limited understanding of the spectrum of 

interpersonal social influences potentially affecting the dietary practices among children 

and adolescents who are obese.  

Family-based approaches employed in pediatric weight-management programs 

demonstrate considerable success among children with obesity; however, similar 

outcomes are not observed among adolescents (Hoelscher, Kirk, Ritchie & Cunningham-

Sabo, 2013; Steele et al., 2012). While a potential consequence of developmental changes 
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in adolescence (i.e., increasing exposure to other external influences and a growing 

autonomy surrounding food choices; Bassett et al., 2008; Turner, Kelly & McKenna, 

2006), parental weight and weight loss remain the greatest predictors of adolescent BMI 

reduction and intervention retainment during obesity treatment (Hunter, Steele & Steele, 

2008; Jelalian et al., 2008; Sato, Jelalian & Hart, 2011; Xanthopolous et al., 2013). 

Moreover, mothers have a considerable influence on adolescents’ dietary intake and 

body weight (Birch & Fisher, 2000; Campbell et al., 2007; Faith et al., 2003), and 

adolescents overwhelmingly report that 87% of household food planning and 

preparation is completed by their mother (Woodruff & Kirby, 2013). Thus, exploring the 

interpersonal social influences experienced by mothers of adolescent females with 

obesity is important. Identifying their recognized interpersonal influences may provide 

insight into whether the social influences experienced by mothers have any subsequent 

implications for their adolescent daughters’ dietary practices. 

The purpose of this study was to understand adolescent females’ and their 

mothers’ perceptions of the interpersonal relationships that influence their everyday 

dietary practices of food consumption, preparation, and acquisition, and the types of 

social influences these relationships exert. Examining the multiple ways adolescent 

females with obesity and their mothers view these influences will provide necessary 

insight into the ways they create and experience their social food occurrences. Of 

particular focus was distinguishing the relationship that participants perceive influence 
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their daily dietary practices the greatest. Discovering this relationship and its particular 

types of influence may provide opportunity to further strengthen obesity interventions 

for adolescent females. 

3.2 Methods 

3.2.1 Design 

A descriptive, exploratory design utilizing focus group interviews captured the 

views of adolescent females with obesity and their mothers on the interpersonal 

relationships that influence everyday dietary practices. Focus groups are a valuable 

approach to providing contextual data in exploratory projects (Culley, Hudson & 

Rapport, 2007). By facilitating participants' ability to share and compare perspectives 

(Morgan, 1998), this method provides greater breadth and understanding of a 

phenomenon of interest and can generate data that may not surface through other data 

collection forms. 

3.2.2 Settings and Participants 

We recruited participants from a pediatric weight-management program in the 

southeastern U.S. The program treats children (0-22 years old) meeting the Centers for 

Disease Control and Prevention overweight or obese classification and meets with 

children and their families monthly to bi-annually until the child reaches 23 years 

(Dolinsky, Armstrong, Walter, & Kemper, 2012).  During the study’s four recruitment 

days, we approached all female patients aged 12-17 years to participate, and those 



 

  71  

interested identified their primary female caregiver who was also invited to participate. 

All adolescent females identified their mother (adopted or biological) as their primary 

female caregiver. We recruited 26 of the 27 adolescent female and mother participants at 

the adolescent female’s first program visit with the remaining recruited at a maintenance 

program visit. Ethical approval for the study was obtained from Duke University 

Institutional Review Board, and prior to data collection, all participants provided 

written assent/consent. 

3.2.3 Data Collection 

Based on participants’ availability, focus groups were scheduled and held at the 

clinic immediately following participants’ first weight-management program visit or at a 

convenient community site unrelated to the clinic 4-6 weeks after participant 

recruitment. Three focus groups for adolescent females and three focus groups for 

mothers (Guest, Namey & McKenna, 2016; Morgan, 1998) were separately conducted in 

private room settings and moderated by personnel, who are trained in focus group 

methodology. At the onset of each focus group, moderators gave an introduction to the 

session format, encouraged participants to express their views freely, and explained that 

the discussion would be audio-recorded and transcribed. Three overall questions guided 

the structure of the focus groups (Figure 4) and were posed to generate discussion about 

interpersonal influences on participants’ everyday dietary practices (i.e., food 

consumption, acquisition, and preparation). Discussions lasted 30-90  
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Figure 4: Focus Group Questions Posed by Moderators 

minutes, and following, participants completed a demographic form, which collected 

data on participants’ age, race/ethnicity, weight, height, and household composition.  

3.2.4 Data Analysis 

Using content analysis techniques (Miles, Huberman & Saldaña, 2014; 

Sandelowski, 1995), transcribed focus group interviews were analyzed with the aid of 

Atlas.ti (version 7.5; Berlin, Germany) qualitative analysis software. Inductive coding 

(Sandelowski, 1995) was used to code interview text and quotes first focusing on the 

interpersonal relationships (e.g. co-workers, parents, husband) identified and 

subsequently on the types of social influences from each interpersonal relationship. 

After identifying the interpersonal relationship considered most influential for 

adolescent females with obesity and mothers, the types of influences related to each 
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interpersonal relationship were analyzed separately, and codes attributed to a particular 

interpersonal relationship were organized into categories and sub-categories based on 

how the codes related. Once distinguished, categories and sub-categories were 

evaluated for consistency across all relevant focus groups and to determine any 

variations in focus group interactions and characteristics. To ensure trustworthiness, 

authors discussed and reviewed all codes and hierarchical structuring of categories at 

multiple stages in the analytic process, and methodological and theoretical memos were 

maintained to clarify coding decisions (Sandelowski, 1995).  

3.3 Results 

3.3.1 Participant Characteristics  

Fifteen adolescent females with obesity (hereafter referred to as adolescents) 

participated across three focus groups. Twelve mothers of the participating adolescents 

also participated in the study (one adolescent’s mother did not participate and two sets 

of adolescents had the same mother). Characteristics of the 15 adolescents and 12 

mothers participating are presented in Tables 5 and 6.  

3.3.2 Interpersonal Relationships 

Adolescents identified several interpersonal relationships as influential on their 

everyday dietary practices (Table 7), which ranged from household family members to 

outside household relationships, such as teammates. Twelve of the 15 adolescents  
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Table 5: Characteristics of Adolescent Female Focus Group Participants (n = 3 Focus 
Groups, 15 participants) 

 Adolescent Females  
 
 
Characteristic 

Group 1 
(n =2) 
f (%)a 

Group 2 
(n =7) 
f (%)a 

Group 3 
(n =6) 
f (%)a 

Total  
Females 
(n =15) 

Age  
      12-14 
      15-17 

 
1 (50) 
1 (50) 

 
3 (43) 
4 (57) 

 
2 (33) 
4 (67) 

 
6 (40) 
9 (60) 

Race      
      White - 1 (14) 3 (50) 4 (27) 
      Black 2 (100) 3 (43) 2 (33) 7 (47) 
      Mixed - 2 (28) 1 (17) 3 (20) 
Ethnicity 
      Hispanic 
      Not Hispanic 

 
- 

2 (100) 

 
1 (14) 
3 (43) 

 
- 

5 (83) 

 
1 (7) 

10 (66) 
Mother Participated 
      Yes 
       No 

 
2 (100) 

- 

 
6 (86) 
1 (14) 

 
6 (100) 

- 

 
14 (93) 

1 (7) 
Weight Status      
       Normal Weight - - 1 (17)c 1 (7) 
       Obese b 2 (100) 7 (100) 5 (83) 14 (93) 
Household Composition 

      Mother d 

      Mother and Siblings e 

      Mother and Father f 

      Mother, Father, and    
      Siblings g 

 
1 (50) 
1 (50) 

- 
- 

 
1 (14) 
4 (57) 

- 
2 (29) 

 

 
1 (17) 

- 
1 (17) 
4 (66) 

 
3 (20) 
5 (33) 
1 (7) 

6 (40) 

# of Household Members 
2-3 
4-5 
6+ 

 
2 (100) 

- 
- 

 
4 (58) 
2 (28) 
1 (14) 

 
2 (33) 
3 (50) 
1 (17) 

 
8 (53) 
5 (33) 
2 (14) 

Note. Dashes indicate data that were either not reported or not applicable to participants in the focus group. 
Complete demographic data were not provided by all 15 focus group participants. 
a Number and percentage of participants in the particular focus group reporting each demographic 
characteristic 
b Body mass index-for-age and sex > 95th percentile 
c Met study criteria as a 12-17 year old female patient of the pediatric weight-management program 
d Other household members only include mother (biological or adopted) 
e Other household members include mother and siblings (brother, sister, or cousins)  
f Other household members include mother and father without siblings 
g Other household members include mother, father, and siblings (brother, sister, or cousins) 
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Table 6: Characteristics of Mother Focus Group Participants (n = 3 Focus Groups, 12 
Participants) 

 Mothers  
 
 
Characteristic 

Group 1 
(n=2) 
f (%)a 

Group 2 
(n=5) 
f (%)a 

Group 3 
(n=5) 
f (%)a 

Total  
Mothers 

(n=12) 
Age  

30-39 
40-49 
50 and older 

 
1 (50) 

- 
1 (50 

 
1 (20) 
3 (60) 
1 (20) 

 
1 (20) 
2 (40) 
2 (40) 

 
3 (25) 
5 (42) 
4 (33) 

 
Race  

    

White - 3 (60) 2 (40) 5 (42) 
Black 2 (100) 2 (40) 2 (40) 6 (50) 
Other b - - 1 (20) 1 (8) 

 
Ethnicity 

Hispanic 
Not Hispanic 

 
 
- 

2 (100) 

 
 
- 

5 (100) 

 
 
- 

4 (80) 

 
 
- 

11 (92) 
 
Weight Status  

    

Normal Weight  (BMI 18.5- 24.9) 1 (50) - - 1 (8) 
Overweight (BMI 25- 29.9) - 2 (40) 1 (20) 3 (25) 
Obese  (BMI > 30) 1 (50) 3 (60) 4 (80) 8 (67) 

     
Household Structure 

Children c 

Husband and Children d 

 
2 (100) 

- 
 

 
3 (60) 
2 (40) 

 

 
1 (20) 
4 (80) 

 

 
6 (50) 
6 (50) 

 
# of Household Members 

2-3 
4-5 
6+   

 
2 (100) 

- 
- 

 
2 (40) 
2 (40) 
1 (20)  

 
2 (40) 
2 (40) 
1 (20) 

 
6 (50) 
4 (33) 
2 (17) 

Note. Dashes indicate data that were either not reported or not applicable to participants in the focus group. 
Complete demographic data were not provided by all 12 focus group participants. BMI= body mass index. 
a Number and percentage of participants in the particular focus group reporting each demographic 
characteristic 
b Race category written-in on form; does not include participants who identified as mixed race 
c Other household members include only children 
d Other household members include husband and children 
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identified parents, primarily mothers, as the most influential relationship. Similar to 

adolescents, mothers identified several interpersonal relationships that influence their 

everyday dietary practices (Table 7), ranging from co-workers, husbands, and own 

mothers to relationships from childhood. Among the relationships discussed, children 

were identified by eight of the 12 mothers as most influential to their daily dietary 

practices. 

 

Table 7: Interpersonal Relationships Identified as Influential on Everyday Dietary 
Practices 

Interpersonal Relationships Identified 
by Adolescent Females with Obesity  

(n =3 focus groups) 

Interpersonal Relationships Identified by 
Mothers  

(n =3 focus groups) 

 Mothers 
 Fathers 
 Friends 
 Best Friend 
 Siblings 
 Brother-in-law 
 Grandmothers 
 Aunts 
 Step-Mothers 
 Cousins 
 Family (in general) 
 Coaches 
 Teammates 
 People (in general) 

 Daughters 
 Sons 
 Children (in general) 
 Husbands 
 Mothers 
 Family (in general) 
 Co-workers 
 People (in general) 
 Friends/Acquaintances from Child’s 

Activities (i.e., parents of their child’s 
teammate) 

 Adults from Childhood Experiences: 
 Mothers 
 Grandmothers 
 Fathers  
 Teachers 
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3.3.3 Types of Influences from Most Influential Interpersonal 
Relationship 

3.3.3.1 Types of Influences from Parents 

From the statements of the adolescent female focus groups, we identified several 

types of parent influences on adolescents’ everyday dietary practices: Controlling and 

Limiting, Supporting and Cultivating, Overlooking and Tempting, Acquiescing, 

Providing, Attending, and Vacating and Resigning (Table 8). Except for one (see 

Vacating and Resigning), all parental influences were discussed across all focus groups. 

As many adolescents described influences from parents in the context of promoting 

either healthy or unhealthy dietary behavior, we present each parental influencing type 

by its effect on dietary practices as explained and perceived by adolescents. 

3.3.3.1.1 Controlling and Limiting 
The first type of parental influence, Controlling and Limiting, was described by 

adolescents as parental behaviors that restrict, direct, disapprove, or criticize their 

dietary practices.  For most adolescents, parents used these influences to control the 

adolescent to consume healthy food items (i.e., “salads”) and avoid unhealthy items, 

(i.e., “deep fried Oreos,” “candy”). Parents also used these influences to regulate the 

amount of money adolescents could spend on food, consequently regulating the amount 

and types of foods purchased.  

Restrictive approaches were the most described approach parents used to control 

adolescents’ dietary practices, and frequently was enacted by parents saying “no.”  This 
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led some adolescents to no longer request their food preferences “cause I know [my 

mom is] gonna say, ‘No,’ anyways” (Focus Group [FG] 2). Parents also restricted 

adolescents’ food consumption by preparing or acquiring specific food items—often 

healthy items—that adolescents described as something they do not enjoy and by hiding 

foods to either increase their intake of healthy foods or prevent their intake of unhealthy 

food items.  For example,  

“Sometimes [my mom] put up juice and stuff like that. I don’t know why...She’s  
like ‘[you] drink it all up.’….So she like hides juice….like hide it in the closet.”  
(FG 2)  
 

Parents also controlled adolescents’ food consumption through verbal direction to 

consume healthy foods. In some cases, parental direction to consume certain foods 

resulted in adolescents losing complete control over food choices: 

“My mother says most of the time ‘You need to get something healthy.’ 
‘Get this, get that’ or she says, ‘She would like a salad.’ Just orders it for  
me.” (FG 3) 

Lastly, parents limited or controlled adolescents’ dietary practices by verbally 

disapproving or criticizing food selections made by adolescents and were used to 

influence adolescents to no longer select unhealthy food. At times, parents used the 

adolescent’s weight-management program as the justification for why certain foods 

should not be purchased. For example: 

“[My mother] sent me and my cousin into the store. Well I actually had a little 
change left over so I got me [a] candy bar. And [my mother] looked at the receipt 
and was like, ‘Why did you get this candy bar?! You know it’s not part of the  
[program]. You do not need it.’” (FG 3). 
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3.3.3.1.2 Supporting and Cultivating 
Another type of parental influence described by adolescents were supporting 

and cultivating influences. Supporting influences refer to behaviors and verbal 

encouragement from parents for adolescents’ healthy eating and adopting some of the 

new dietary strategies learned at the weight-management program. Some parents 

modeled healthy behaviors, such as drinking water, while other parents changed their 

own behavior once their daughter started the program. As one adolescent commented: 

“Once I stopped [drinking soda my mom] kinda did the same thing…I guess  
because she wanted to influence me not to backtrack.” (FG 1)  

Similarly, parents demonstrated support for healthy eating by verbally encouraging 

their adolescent daughter to consume healthier and/or try new foods.  

Parents also demonstrated influences that cultivate the adolescents’ development 

for healthier food consumption practices and learning food preparation. Some parents 

cultivated healthy consumption practices by encouraging their daughter to listen and 

respond to personal eating cues, 

“If I’m eating something and we’ll be at a restaurant…I get like… really full [but] 
I really want to finish my plate... [My mom’s] like ‘Oh you’re getting full’ and 
I’m like ‘Yeah.’ And she’s like ‘Let’s get a to-go-box…if you’re full, we’ll just take  
it home.’” (FG 2) 

However, the primary manner parents displayed cultivating influences was 

through promoting the development of adolescents’ food preparation skills by 

requesting and/or encouraging the adolescent to help cook. A few adolescents detailed 

how this encouragement for food preparation transitioned across childhood from a  
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Table 8: Types of Influences on Everyday Dietary Practices from the Most Influential 
Interpersonal Relationship Identified 

Adolescent Females with Obesity (n =3 focus groups): Types of Influences from 
Parents  

Theme Data Sample 

Controlling and limiting 
 

“[If during grocery shopping I ask] for 
chips, or somewhat sweet cereal, or type of 
white bread that’s not 100% whole wheat, 
[my mom’s] like, ‘No.’ … Like she doesn’t 
approve of anything with sugar in it.” 
(Focus Group 3)  
 

Supporting and cultivating 
 

“Like you’re in the kitchen with your 
mom…and…you’re like over there with the 
measuring cups and pouring…and you’re 
happy because you’ve actually gotten good 
[at food preparation]…and then when the 
finished product comes out the 
oven…you’re happy because you had a 
part in doing that and you did it with your 
mother.” (Focus Group 1)  
 

Overlooking and tempting 
 

“Like what my mom does she’ll usually go 
buy something like candy, chips, or cake 
and I’ll be in the car. She’ll eat it in front of 
me…when she doesn’t want me to eat or 
I’m not supposed to. I think it’s somewhat 
unfair cause [she] shouldn’t eat it either.” 
(Focus Group 3) 
 

Acquiescing 
 

“When it’s checkout time [at the grocery 
store mom’s] like ‘Oh where did all this 
[food] come from!?’ We’re like, ‘We don’t 
know.’ So [my sister and I] end up 
getting…all [our food] anyway.” (Focus 
Group 2)  
 

Providing 
 

“[I eat] whatever’s in the house or whatever 
[my parents] gonna eat and that’s mostly it” 
(Focus Group 3) 
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Attending 
 

 
“When we’re doing family dinners…[my 
mom will] try to add something my sister 
likes, and then something I like…so we’ll 
have something we like instead of just 
something [one of us] likes.” (Focus Group 
2) 
 

Vacating and Resigning 
 

“I’m the one [not my mom] who pretty 
much does the grocery shopping.” (Focus 
Group 2) 
 

Mothers of Adolescent Daughters with Obesity (n =3 focus groups): Types of 
Influences from Children 

Theme Data Samples 

Intentional (requesting, persuading, 
complaining, and questioning) 
 

“[My kids say,] ‘We’re hungry. We can’t 
wait till Dad cooks. Is it already 
marinated?’ You know, so I feel pressure to 
just stop and get something. Or…, ‘We 
haven’t eaten. See you had a late lunch. We 
ate at 11 so we’re starving.’ And I look- 
yeah, it’s 4 o’clock. Ok I can see they’re 
hungry, you know.” (Focus Group 3) 
 
“You better not bring that [food] in this 
house [Mom].” (Focus Group 3) 
 

Unintentional (behavioral observations, 
awareness of food preferences, daily 
routines of childhood and adolescence)  

“I don’t buy the sodas in the house. If I had 
sodas [my daughter] would be drinkin’ all 
day.” (Focus Group 3) 
 
“Mostly everything that’s in that [grocery] 
cart is for [my children]. Cause you know 
that they’re gonna eat it.” (Focus Group 1)  
 

 

forbiddance to enter the kitchen at younger ages to presently being asked to cook more. 

Some also cited how these experiences provided them with gratification and a feeling of 

bonding with their mothers. 



 

  82  

3.3.3.1.3 Overlooking and Tempting 
Another parental influence perceived by adolescents, Overlooking and 

Tempting, involved parent behaviors that failed to notice or consider the adolescents’ 

desires or requirements for healthier food consumption. Rather, these influences 

increased adolescents’ temptation for unhealthy eating and subsequently increased their 

challenges to remain committed to the weight-management program’s dietary changes. 

For example:   

“My mom was doing the [program] diet with me. But she stopped… And it gets 
really difficult because she is eating everything I want to eat. And…I get to the 
point like yesterday I was just like ‘forget it.’ And I ate whatever I wanted. So I  
mean it gets hard.” (FG 2) 

Parents most commonly demonstrated this influence by acquiring, preparing, and/or 

consuming foods that adolescents perceived they are not “supposed” to eat (i.e., 

“Pepsi,” “donuts”). In some instances adolescents were provided these unhealthy foods, 

and in other instances parents would consume the unhealthy food in front of the 

adolescent and not supply her with the same item. Parents also exhibited overlooking 

influences by not considering adolescents’ feelings when they complained about healthy 

foods the adolescent prepared and bought or when adolescents attempted to apply 

healthy eating behaviors, such as regulating their intake of unhealthy foods. As one 

adolescent commented: 

“I’ll try to portion myself and say, ‘Ok, I’ll eat a donut right now, and then we’ll 
have donuts at the end of the week, so maybe on Friday I’ll have a donut.’ And 
then I wake up [on Friday] and all the donuts are gone [because my mother ate 
them]. Sort of comes to when we have sweet things in the house I wanna eat it all  
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the time so I make sure that I have it too.” (FG 2) 

3.3.3.1.4 Acquiescing 
Adolescents also described an acquiescing type of influence, which involved 

parent behaviors that reluctantly but eventually accept adolescent coaxing and ploys for 

primarily unhealthy food items. As a result, adolescents describe this influence 

promotes a greater intake of unhealthy foods. Typically, parents demonstrate this 

influence by “giving-in” during food shopping:  

“If I ask to get something [during food shopping] usually I have to talk [my dad]  
into it…he usually gives in once I ask” (FG 3) 

Parent responses were similar to other adolescent approaches, such as putting food in 

the shopping basket or on the conveyer belt without the parent realizing it.  

3.3.3.1.5 Providing 
Another influencing type adolescents frequently described was a providing 

influence, involving parents’ simple acts of making the daily need of food available to 

adolescent daughters. Adolescents did not describe any parental intention to influence 

their dietary practices to be healthy or unhealthy rendering these parental behaviors as a 

neutral dietary influence. Instead adolescents described how many of the foods they eat 

were because the food was made available by the parent through food preparation 

and/or acquisition. When asked why she ate what she did yesterday, one adolescent 

replied:  

“I mean it was there. It was like at my house…my mom cooked it so…I ate it.”  
(FG 1)   
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Some adolescents also mentioned how this influence impacted their own food 

preparation, predominantly what food they would pack for school lunches, such as 

“leftovers,” “veggie chips,” and “lean cuisine.”  

3.3.3.1.6 Attending 
Parents were also described by adolescents to give attending influences which 

signify parent behaviors mindful of their adolescent’s preferences and desires about 

food. Similar to Providing, these influences were not perceived by adolescents as 

intending to sway them to eat healthy or unhealthy and were rather described as a way 

their parents demonstrate regard for their opinions and needs. Parents demonstrated 

these influences by requesting adolescents’ meal preferences (“What do you want to 

eat?” or “What do you guys want for dinner?”) or by preparing food adolescents enjoy. 

3.3.3.1.7 Vacating and Resigning 
The final parental influencing type adolescents cited were vacating and resigning 

influences, which was the only type not discussed across all focus groups. Two 

adolescents from separate focus groups (FG 2 and FG3) referred to it as an influence and 

described parents as abandoning or removing themselves from cooking and/or food 

shopping, leaving the adolescent to assume responsibility: 

“My mom absolutely hates anything to do with the kitchen… I’m the one who 
does all the cooking and everything, so I’m in charge of whatever I eat and  
whatever I end up buying in the grocery store.” (FG 2) 

As adolescents did not describe whether this influenced them to eat healthy or  
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unhealthy, this parent influence was also identified as mainly a neutral dietary 

influence. 

3.3.3.2 Types of Influences from Children 

From the statements of mother focus groups, we identified two types of child 

influences which impact mothers’ everyday dietary practices: Intentional and 

Unintentional influences (Table 8). Both types crossed all focus groups. Similar to 

adolescents, mothers spoke of these influences in the context of healthy and unhealthy 

dietary practices; thus, each child influencing type is discussed for its association to 

healthy and unhealthy dietary practices as described and perceived by mothers. 

3.3.3.2.1 Intentional 
The first type of influence, Intentional, refers to behaviors from children that 

involve a deliberate motivation to impact the mother’s food consumption, preparation, 

or acquisition in some way. These influences are frequently initiated by the child and 

primarily involve modes of communication, including requesting, persuading, 

complaining, and questioning.  

As described by mothers, children use requests and persuasions to influence the 

mother’s food shopping and preparation and to ultimately affect the food available to 

consume. Requests are described as suggestions or asking specific foods be purchased or 

prepared without coaxing. Foods requested varied from unhealthy, such as “fast food,” 

to healthy, such as “turkey bacon.” In contrast, persuasions were often used to sway 

mothers to prepare or buy unhealthy food items (i.e., “dessert”) or convince mothers to 
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make food immediately available to eat. While requests and persuasions are intended to 

influence the mother’s food acquisition or preparation, they subsequently influence the 

mother’s own consumption:  

“My kids like desserts, so that’s where they influence me….my kids for supper 
seem to think they need dessert after every meal. So I’ll be like, ‘Fine.’ So I’ll 
make them something or whatever…so I definitely eat different when I’m away  
from my kids than when I’m with my kids.” (FG 2)  

Another intentional influence from children is complaining, which often 

comprises expressions of dissatisfaction from children regarding food the mother 

prepared or suggested the child try. The foods that received this type of child response 

were typically healthy items, including “ground turkey,” “tilapia,” “salad,” and 

“broccoli.” When parents prepared or suggested children try these foods, children 

responded, “Oh I don’t like turkey…I’m not going to eat that” (FG 3) and “Ugh….I don’t 

want that stuff” (FG 1). Over time these complaints resulted in some mothers changing 

their food preparation, acquisition, and own consumption: 

“If I say something about fish, [my daughter’s] nose goes up and then we have 
this argument about what to eat. So her being picky stops me from being as  
healthy as I would in my eating.” (FG 1)  

A second way complaining was used by children was to express their frustration and 

opinion of the lack of desired food in the home, such as snacks and sweets. For example, 

one mother described her adolescent daughter’s reaction to the food available: 

“She’ll be standing in [the kitchen] saying, ‘There’s nothing to eat.’ When there’s  
tons of healthy things. She just doesn’t want it.” (FG 3)   
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A final intentional influence described by a few mothers was questioning, which 

children raise doubt about the mother’s own unhealthy food selections. Mothers 

described this influence as occurring in the context of a current illness (i.e. hypertension) 

or as a way children attempt to help the mother eat healthier: 

 “When I’m stress eating and [my daughters] see me on this roll [they’ll say],  
‘Mom, do you really need that?’” (FG 3)  

3.3.3.2.2 Unintentional 
The second type of influence is Unintentional, which involve child behaviors and 

characteristics that do not appear to have a particular purpose or active involvement by 

the child. Rather these influences consist of observations by mothers about a child’s 

dietary practices, awareness by mothers about their child’s food preferences, and daily 

routines of childhood and adolescence that mothers identify as somehow influencing 

their dietary practices.  

 As described by mothers, observations about children’s dietary practices 

influenced their food preparation, acquisition, and consumption to be overall healthier. 

Most mothers described observations of children eating too much “junk,” “cereal,” 

“ramen noodles,” or “soda,” which subsequently influenced their food preparation and 

purchasing to help children avoid these unhealthy foods. Some mothers would no 

longer purchase the food items, while other mothers would cook and plan meals to 

occur a particular way to prevent overeating of foods, unhealthy and otherwise:  

“Every morning I wake up and [my children] get breakfast. They get eggs, bacon, 
sausage, toast. Like they get…the brain food. They go to school…Then they’ll 
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come home, and I’ll give them more [brain food]. Like my main thing is 
proteins…It keeps them fuller longer. I feel like if they eat a bunch of crap they’re  
back in my kitchen sooner. And I’m like, ‘Get out of my kitchen.’” (FG 2)  

In addition to unhealthy food consumption observations of children which influenced 

their food acquisition and preparation to be healthier, a few mothers described healthy 

consumption observations of their children, which successively influenced their own 

consumption to be healthier. For example: 

“A couple of years ago it was my son first; he decided he was not going to have 
sodas anymore and went straight to water. Well then my husband and 
daughter…took on that action…and then [my other daughter] did a little bit 
more, so she doesn’t have soda. And then that last February I adopted that. So 
kind of a family kind of thing that influenced me, but the girls did it, and I guess  
I was the last to come on board.” (FG 3) 

A second unintentional influence from children frequently described by mothers was an 

awareness of their children’s food preferences. Being knowledgeable of or cognizant to 

ask their children for their preferences predominantly influenced what food mothers 

would purchase or prepare. Awareness of child preferences did not appear to influence 

the healthfulness of mothers’ dietary practices, but rather was performed to make their 

lives more trouble-free:  

 “I ask [my children what they want to eat]. It makes it a whole lot easier.” (FG 2) 

Mothers discussed how they prepared foods tailored to their children, and how food 

shopping could be dictated by their children’s preferences. Additionally, many mothers 

identified particular foods that their children liked or disliked (i.e., “eggs,” “dessert,” 
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“bananas”) and commented how they would adjust food preparation and acquisition to 

accommodate those known or requested preferences.  

The final unintentional influence from children is the daily routines of childhood 

and adolescence, which impact mothers’ preparation, acquisition, and consumption—

particularly children’s busy schedules. Several mothers discussed extra-curricular 

activities their children participated in and how this limited meal options for their 

children and themselves: 

 “A lot of times [cooking is] dictated by-by my daughter’s schedule…depends on  
what I have to do for her. Where I’m running to.” (FG 3)  

Mothers repeatedly discussed how eating out after games, such as at fast food drive-

thrus, was often the only option to avoid consuming food too “late,” and how planning 

healthy meals that work around children’s extra-curricular schedules was challenging.  

3.4 Discussion 

This qualitative study sought to understand the perceptions of adolescent 

females with obesity and their mothers of who influences everyday dietary practices the 

most and how this interpersonal relationship exerts influence. Our results show that 

parents (predominantly mothers) were identified as the most influential social 

relationship among adolescents. While peer and other external influences certainly play 

an important role in adolescent health behaviors (Beal, Ausiello & Perrin, 2001; Gottlieb 

& Baker, 1986), the role of parents in everyday dietary behavior appears to be stronger 
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(Feunekes et al., 1998; Salvy et al., 2011) and may highlight potentially unique 

differences between adolescent dietary and other health behaviors.  

We found a diverse set of parental influences that adolescents described as 

swaying them to eat healthier or unhealthier, which included Controlling and Limiting, 

Supporting and Cultivating, Overlooking and Tempting, Acquiescing, Providing, 

Attending, and Vacating and Resigning. Consistent with previous studies, these 

adolescents described parental influences of control, as expressed through verbal 

direction, restriction, and food regulation (Bassett et al., 2008; Contento et al., 2006; 

Feunekes et al., 1998; Neumark-Stzainer et al., 1999); support, as demonstrated through 

verbal coaching and encouragement (Bassett et al., 2008); and providing, by assuring 

home food availability (Bassett et al., 2008; Contento et al., 2006; Feunekes et al., 1998; 

Neumark-Stzainer et al., 1999). However, our findings show that several other 

influences occur, such as Overlooking and Tempting, Cultivating, and Vacating and 

Resigning. It is unclear whether these additional parental influences occur among other 

pediatric populations (i.e., age groups, weight statuses) or are unique to our sample of 

adolescent females with obesity. Nonetheless, addressing these social influences from 

parents may be a critical component necessary to improve the success (Hoelscher et al., 

2013; Steele et al., 2012) of family-based childhood obesity interventions among 

adolescents.  
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Among mothers of adolescent females with obesity, children were identified as 

the most influential interpersonal relationship on their everyday dietary practices. This 

aligns with other studies in which mothers describe the dominant influence children 

play on their decisions about food for themselves and their families (Bassett et al., 2008; 

Johnson, Sharkey & Dean, 2011; Stratton & Bromley, 1999). Our findings show that 

mothers perceive two types of influences from children—Intentional and 

Unintentional,—and similar findings, such as the mother’s awareness about their 

children’s food preferences, have been found in other investigations (Johnson et al., 

2011; Stratton  & Bromley, 1999). However, our findings extend these by describing a 

number of processes originating from children (i.e., complaining) versus mothers (i.e., 

observations of children) and by identifying how mothers’ perceive these influences as 

affecting their food consumption, preparation, and/or acquisition to be healthier or 

unhealthier. 

As a result, our findings demonstrate that an influential relationship on day-to-

day dietary practices exists not only from parents to adolescent females, but from 

children to mothers. Most of the previous work exploring social influences on dietary 

practices has only considered one person’s influence and not the influences that 

potentially co-occur between individuals. Accordingly, there is a predominant 

orientation of a unidirectional parent-to-child relationship, limiting our understanding 

of the ways children and adolescents actively contribute to the parent-child relationship 
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and their parent’s own food consumption, preparation, and acquisition. While children 

influencing parents is not a new idea (Ambert, 2001; Knafo & Galansky, 2008; Peters, 

1985), its limited exploration in the obesity and nutrition literature constrain our 

understanding of how processes from children that influence parental dietary behaviors 

may eventually influence the child’s own dietary practices. Future research is greatly 

needed to explore these co-occurring processes, whether associations exist in the types 

of parent and child influences we identified, and how these longitudinally relate to 

obesity-promoting dietary behaviors among both parents and adolescents. 

Despite the need for additional exploration, the findings of this study provide a 

number of interesting insights for clinicians and dietitians. As previously mentioned, 

family-based childhood obesity interventions demonstrate little success in adolescent 

populations (Hoelscher et al, 2013; Steele et al., 2012). Though it is unclear all the 

potential reasons for this occurrence, our results suggest that in addition to goal setting 

and nutrition and activity education, attention should be paid to the social 

circumstances surrounding adolescent females’ dietary behaviors—particularly those 

from mothers. Correspondingly, these findings demonstrate potential value in 

extending family-based interventions to treat obesity among mothers and addressing the 

social influences on their dietary practices from children. 
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 3.5 Limitations 

Study participants were restricted to a population enrolled in a pediatric weight-

management program, indicating that mothers and/or adolescents had high motivation 

for change. While future investigations should explore if similar influences occur among 

non-treatment seeking adolescents and mothers, this particular population did represent 

a group currently attentive to their dietary practices and therefore supporting a more in-

depth examination of these practices. Additionally, nutrition education from registered 

dietitians to patients and families begins at the first visit to the weight-management 

program. Collecting data from participants following their first program visit may have 

contributed to the way participants perceived various interpersonal influences as 

affecting healthy and unhealthy dietary practices.  

3.6 Conclusion 

From this study, we provided the unique insights of adolescent females’ and 

their mothers’ experiences of who and how interpersonal relationships shape everyday 

dietary practices. These findings highlight the wide-ranging social methods used by 

parents to influence adolescents’ dietary practices and the various approaches used by 

children to affect mothers. Though subsequent investigations are required to expand on 

these preliminary findings, the social circumstances surrounding everyday food 

consumption, preparation, and acquisition deserve greater attention by clinicians and 

dietitians during obesity treatment. Research into whether the co-occurring processes 
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between parents and children influence the dietary practices of both mothers and 

daughters may provide important insight into how obesity develops and persists and 

provide a foundation for the next generation of family-based obesity interventions. 
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4. Mother-Daughter Relationship and Household 
Contributors to Everyday Dietary Practices among Black 
American Adolescent Females 
 4.1  Introduction 

The food and drink we consume every day is both a mundane and profound 

experience. Food constantly surrounds our lives, making it easy to overlook and believe 

that consuming, acquiring, preparing, and planning food are all trivial matters. Yet, food 

is anything but inconsequential. “How we eat, what we eat, and who prepares and 

serves our meals are all issues that shape society” (Inness, 2001, p. 5).  Food spans the 

entire human experience and “is fascinating precisely because it transcends so many 

boundaries” (Witt, 1999, p. 13). 

Food, as such an intimate part of the human experience, is critical to one’s 

physical, emotional, and social health. Yet, many in the U.S. live in an environment that 

jeopardizes that health, particularly as personal food choices are markedly shaped by 

one’s food environment. Some of these environmental influences come from the 

household food made available by the primary household food provider, one’s 

proximity to food acquisition locations (i.e., supermarkets, fast food establishments), 

one’s constant exposure to persuasive food advertisement, and even through 

government policies and deregulations affecting both food acquisition and production 

(i.e., farmers; Booth et al., 2001; De Vogli, Kouvonen, & Gimeno, 2014; Khan et al., 2009; 

Larson & Story, 2009; Lobstein & Dibb, 2005; Veerman, Van Beeck, Barendregt, & 
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Mackenbach, 2009).  In the U.S., these environmental influences create a set of 

circumstances that makes it highly challenging for individuals to select what is 

commonly referred to as “healthy” foods, and thus has important consequences for the 

nation’s physical health (De Vogli et al., 2014; De Vogli, Kouvonen, Gimeno, 2011; 

Thompson et al., 2004; Veerman, et al., 2009).  

Obesity rates in the U.S. and across the globe continue to climb, and “not only is 

obesity increasing, but no national success stories have been reported over the past 33 

years” (Ng et al., 2014, p. 766). Further, obesity does not affect national population 

groups equally, remaining highest among socially-marginalized U.S. populations 

(Ogden et al., 2014). One group demonstrating an exceptionally disproportionate burden 

of obesity and thus of the U.S. food environment are Black American adolescent females. 

Black American females demonstrate the highest rates of overweight in adolescence 

(42.5%) and adulthood (82.0%; Ogden et al., 2014); exhibit the highest risk of developing 

obesity in adolescence (Huh et al., 2012); more than half (56.9%) meet the Centers for 

Disease Control and Prevention (CDC) obese weight criteria in adulthood (Ogden, 

Carroll, Fryar, & Flegal, 2015); and their disproportionate burden grows across the adult 

obesity classifications, as Black women exhibit a prevalence of CDC Grade III obesity 

(BMI > 40) 2- 50 times higher than White, Black, Asian, and Hispanic men and women 

(Ogden et al., 2014). Despite clear evidence of being one of the most if not the most 

vulnerable adolescent groups to lifetime obesity, little literature exists that examines the 
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predictors and contributors to Black adolescent females’ unequal health trends (Winkler 

et al., 2016).  

Of the numerous predictors and food environments that require exploration 

among Black American adolescent females, one especially seems relevant—the everyday 

household food environment shared and created by everyday household members. 

Because food in the household represents more than just physical space and available 

sustenance, examining the daily social relationships and interactions around food in the 

home is essential. As Douglas (1982) notes, “Food is…the medium through which a 

system of relationships within the family is expressed. Food is both a social matter and 

part of the provision for care of the body” (p. 86). 

 The influence of families and household food environments has been previously 

explored in large multi-ethnic adolescent populations, documenting a range of parental 

behaviors that predict adolescent behaviors relating to food and body weight (Gruber & 

Haldeman, 2009; Larson, Neumark-Sztainer, Hannan, & Story, 2007; Sen, 2006). For 

instance, it is well-documented that what foods parents consume, decide to make 

available and accessible in the home, and select to acquire for their families have 

important influences on the foods consumed by their children and adolescents (Larson 

& Story, 2009). Further, “the frequency of family meals is positively related to overall 

diet quality” (Casazza et al., 2015, p. 2038) and is associated with a lower weight status 

(Hammons & Fiese, 2011; Taveras et al., 2005). As a result, there is an ever-clearer 
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picture of the family variables that contribute to an adolescent’s “healthy” or 

“unhealthy” dietary behavior; however, there is little to explain why those associations 

exist.  

A primary reason for this dilemma is the limited use of certain methodologies 

(i.e., case studies) in the nutrition and obesity literature, which are needed to illuminate 

the particulars and “clarify the deeper causes behind a given problem and its 

consequences than to describe the symptoms of the problem and how frequently they 

occur.” (Flyvbjerg, 2006, p. 229). Further, few investigations have deeply explored the 

social interactions around these everyday food experiences (Baranowski, 2008; Wansink, 

2002) and what if any effect an adolescent has on the household food environment and 

their relationship with the primary household food provider.  Consequently, there is a 

restricted view of what these household social patterns around food look like and 

whether they vary by the weight status of the adolescent. Evaluating whether 

differences exist by adolescent’s weight status is critical as these may help clarify how 

families whose daily social interactions promote adolescent dietary practices considered 

“healthy” are able to successfully navigate a food environment that increasingly 

promotes obesity. Moreover, and specific to the population of interest in this 

investigation, “the model of deficiency imbued in public discourse surrounding Black 

people’s food consumption…fails to recognize the plurality of food traditions within 

Black communities” (Nettles-Barcelón, Clark, Thorsson, Kenyatta, & Williams-Forson, 
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2015, p. 47). Thus, in an attempt to acknowledge the vast variety of food practices and 

avoid contributing to the predominant deficient narrative, this study of household food 

environments and social patterns will be examined across Black American adolescent 

daughters who meet the CDC normal weight or obese weight criteria, with a particular 

focus in distinguishing the patterns and characteristics that help Black American 

adolescent females engage in “healthy” dietary practices. 

 All household social relationships likely contribute to an adolescent female’s 

everyday dietary practices in important ways; however, one relationship appears to play 

a remarkably salient role—mothers (or primary female caregivers). Not only do Black 

American mothers and adolescent daughters demonstrate significant associations 

between weight statuses (Brogan et al., 2012; Morrison et al., 1994), but mothers, in 

general, play the principal role in household food environments typically assuming 

primary responsibility for the care and feeding of children (Caprio et al., 2008; Wilson et 

al., 2004). Moreover, women continue to engage in food preparation and kitchen/food 

clean-up 2-2.5 times more often than men (BLS, 2015), and adolescents overwhelmingly 

report that 87% of household food planning and preparation is completed by their 

mother (Woodruff & Kirby, 2013). Therefore, given that approximately 72% of food 

consumed by children is controlled directly or indirectly by the primary household food 

provider (Wansink, 2006) and this provider is likely to be the mother (primary female 
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caregiver), indicates examining the social processes between Black adolescent females 

and their mothers deserve particular attention.  

While all household and mother-daughter social mechanisms contributing to an 

adolescent female’s dietary practices are of interest in this study, one social mechanism 

is of specific interest—the congruence between adolescent females and their mothers in 

the views and values each hold about food and their food experiences. These views and 

values are more commonly referred to as sociocultural understandings about food and 

have been previously suggested as an important contributor to everyday dietary 

practices among Black females (Airhihenbuwa et al., 1996; Antin & Hunt, 2012; James, 

2004; Schönpflug, 2009; Wilson et al., 2004). Yet, sociocultural views and values about 

food are learned and held by individauls (Shore, 1991), producing heterogeneity within 

any population group and potentially within any family or household. Therefore, 

examining whether these views and values are shared between mothers and daughters 

and what potential influence that has on the household food environment and 

adolescent daughter’s daily dietary practices is valuable.  

Finally, dietary practices among the obesity and nutrition literature has been 

primarily conceptualized as the amount and types of foods and macronutrients 

consumed along with some attention to when food is consumed. While important, this 

focus has simultaneously underestimated and under-examined the entire human 

experience around food. It is reasonable to consider that there are other aspects of our 
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food experiences relevant to not only a physical health outcome, like weight status or 

type II diabetes mellitus, but to our emotional and social health outcomes related to 

food. Moreover, evidence remains unclear which dietary practices are most relevant to 

explore among Black American adolescent females (Winkler et al., 2016). Thus, in align 

with the holistic and inclusive approaches indicated to explore everyday household and 

mother-daughter social processes around food, a similar approach was used to examine 

the adolescent daughter’s everyday dietary practices.  

4.1.1 Purpose 

The purpose of this study is to explore the food-specific, mother-daughter 

relationship and household features that contribute to adolescent daughters’ everyday 

dietary practices within the general contexts of the mother-daughter relationship and 

the social and economic dynamics of the household. The specific research questions 

addressed in this study include:  

1. What are the food-specific, mother-daughter relationship and household features 

that contribute to the everyday dietary practices of Black American adolescent 

females?  

a. Specifically, what is the role of shared (sociocultural) food meanings, 

views, and values held by mothers and daughters in contributing to 

daughter’s everyday dietary practices?  
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2. How are the patterns between food-specific, mother-daughter relationship and 

household features and the daughter’s everyday dietary practices influenced by 

other (non-food-specific) mother, daughter, and household features? 

4.1.2 Theoretical Framework and Statement of Positionality 

Bronfenbrenner’s bioecological theory of human development was used as 

guiding framework and lens for this investigation. The theory promotes understanding 

of how human development occurs through complex relationships between a person 

and the context in which the person lives. According to Bronfenbrenner (1995), these 

relationships (called proximal processes) are the engines that drive a person’s 

development and involve mutual interactions with people, objects, and symbols in a 

person’s everyday life (Bronfenbrenner & Morris, 2006; Bronfenbrenner, 1995). 

Exploring these reciprocal patterns of interactions between adolescent females, their 

mothers, and their household food and social environments is the primary aim of this 

investigation. Further, examining the views and values held about food by adolescent 

daughters and their mothers also allows for a partial view of Bronfenbrenner’s 

superordinate environmental context (the macrosystem). This environmental context 

involves culture, and by examining personally held views and values about food 

derived from this environmental context may explain how distal environmental 

contexts, such as the macrosystem, inform the contexts more immediate to the adolescent 
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daughter, such as her household and everyday relationships (Bronfenbrenner, 1994; 

Lerner, 2005).  

While Bronfenbrenner’s theory served as framework to guide this study, it is also 

important to explicate that this study’s research questions, design, analysis and 

interpretation, and description of the findings is a product and reflection of my 

perspective and social location as a White female without children, meeting the CDC 

normal weight criteria, and living in middle and upper-middle class households across 

my entire life (Allen, 2006). Possessing such a differing social location from participants 

creates unequal power relations (Smith, 1999) and must be acknowledged. Despite their 

limited ability to achieve their intended goal, methodological decisions were made in the 

study design to facilitate as much power and self-determination as feasible to remain 

with the participant. Some of the strategies used in this study include: all data collection 

occurring in participant homes; all data collection being scheduled around the needs of 

the participants’ schedules (i.e., weekends, evenings, day-of-rescheduling, multiple 

visits to collect data from separate case participants for the same data collection time 

point); the intentional postponement of one-on-one interviews until the second data 

collection time point after a beginning relationship had been established between myself 

and participants; and the regular reminder provided to participants that it is not 

expected or wanted for them to answer interview questions that make them feel 

uncomfortable. 
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4.2  Approach 

4.2.1 Design 

Daily dietary practices and interactions with household members is such a banal 

part of everyday life that, in many respects, these practices and activities may go 

relatively invisible—thus, a research methodology is required to make the familiar 

interesting and distinct again (Merriam, 1988). A mixed methods, multiple case study 

design was employed to explore the mother-daughter relationship and household 

features that influence everyday dietary practices among Black American adolescent 

females.  The case study approach is useful in areas where there is little understanding 

of how and why processes or phenomena occur (Darke, Shanks, & Broadbent, 1998; 

Stake, 1995; Yin, 2003).   Further, to explore a complex, situated issue such as mother-

daughter relationships, in-depth, person-oriented investigations are necessary to 

illuminate the particulars of the phenomenon in their real-life contexts (Stake, 1995, 

2006).   

Given these goals, an interpretive epistemological approach was used to 

approach the study (Crowe et al., 2011). This approach aims to understand individual 

and shared social meanings in the contexts and processes of the phenomenon studied. 

However, to ensure that the relevant historical, social, and political environments that 

shape many outcomes among Black American females were considered, a critical and 
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reflective perspective was also drawn upon throughout analysis and interpretation 

(Crowe et al., 2011; Doolin, 1998).  

Multiple sources of evidence, including quantitative and qualitative techniques, 

were used to promote a thorough understanding of the cases and to enable rich 

descriptions of the complex processes involved within each (Flyvbjerg, 2006). Collecting 

data from multiple sources allowed for the study’s internal validity to increase along 

with helping to developing a holistic picture of the phenomenon (Crowe et al., 2011). 

Similarly, data collection methods were repeated and multiple data collection visits 

completed to provide sufficient opportunity for in-depth data collection and 

interpretation (Stake, 2006).  

4.2.2 Sampling, Recruitment, and Case Profiles 

Stratified purposive sampling was used to select the cases for this study. This 

sampling approach strives for informational representativeness (Sandelowski, 2011) and 

uses specific characteristics thought to affect the phenomena of interest as sampling 

criteria (Sandelowski, 2000). In this study, Black American adolescent females and their 

mothers were recruited for each case, and mother was defined and identified as the 

primary female caretaker of the daughter (Brogan et al., 2012; Hooper et al., 2009; Katz et 

al., 2004; Kramer et al., 2012).   

The cases recruited varied across two categories for three sampling criteria: the 

daughter’s weight status (CDC’s criteria for childhood healthy weight [BMI-for-age 
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percentile 5th-< 85th percentile] or obesity [BMI-for-age percentile > 95th percentile]), age 

group (12-14 years or 15-17 years), and health insurance status (private health insurance 

or Medicaid/uninsured status—used as an indicator of the household’s socioeconomic 

status). Each of these sampling criteria were selected based on literature that 

demonstrated its relevance in impacting either adolescent dietary practices and/or the 

mother-daughter relationship (Fulkerson et al., 2006; Furman & Buhrmester, 1992; Jilcott 

et al., 2011; Steinberg & Morris, 2001; Wang & Beydoun, 2007). To ensure that each 

potential combination of the three sampling criteria were represented, required the 

recruitment of a minimum of eight cases. However, if possible, a second case 

representing the same criteria was also recruited. 

Cases were recruited from the Eastern, Triangle/North Central, Sandhills, and 

Piedmont Triad areas of North Carolina using multiple strategies. A combination of in-

person recruitment at primary care clinics, advertisements posted to community 

websites (i.e., Craigslist), and placement of recruitment brochures at local schools and 

businesses was used to introduce the study to potentially eligible participants. Those 

interested in the study were then were screened for eligibility (See Appendix A. 

Eligibility* Screening and Recruitment Procedures) and, if eligible, were subsequently 

scheduled for the first data collection visit at the time and date of their choosing. All 

participants who met the eligibility criteria and were recruited also completed the study. 
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A total of 14 mother-daughter cases participated in the study. As presented in 

Figure 5, these cases varied in household parent and sibling structure, mother’s age, 

mother’s type of work and weekly work schedule, and the presence of extended non-

household guests staying with the case during the data collection period. Among the 14 

cases studied, four cases were selected for this presentation as to achieve the most 

amount of information possible on the target phenomenon of daughters’ everyday 

dietary practices (Edwards, 1998; Flyvbjerg, 2006). Case descriptions of each case that 

participated in the study are provided in Appendix B. Case Descriptions. 

4.2.3 Data Collection 

Multiple data sources were necessary to adequately explore the phenomena of 

interest for each case. These data sources included semi-structured interviews, daily 

diaries, field notes, self-report questionnaires, and anthropometric data. A description of 

the schedule and observations of each specific data source involved in each case is 

provided in Table 9 and is presented by the primary constructs of interest in this study. 

(For a more detailed view of the constructs and sub-constructs collected by each data 

source please refer to Appendix C.)  Repetition of data collection methods was used to 

obtain sufficient depth and knowledge of constructs found to be challenging for 

participants to articulate in prior work (study conducted in Chapter 3) or that are 

important to assess for consistency and variation. In total, 90 interviews (103.5 hours), 

278 daily diaries, 56 field notes, 342 self-report questionnaires, and 60 measures of 
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Figure 5: Mother-Daughter Case Profiles (n = 14)
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Table 9: Data Sources by Primary Constructs of Interest for Single Case 

Data Source Schedule Observationsa 

Daughter’s Everyday Dietary Practices: Eating, Cooking, Food Purchasing  
Block Kids Food Frequency Questionnaire* 1st and 4th Home Visit 2 
Youth Impact Questionnaire* 1st and 4th Home Visit 2 
Interviews* 2nd, 3rd, and 4th Home Visit 3 
Field Notes*** 1st, 2nd, 3rd, and 4th Home Visit 4 
Daily Diaries* Between 2nd and 4th Home Visits 9c 

Food-Specific Mother-Daughter Relationship and Household Features 
Interviews*** 2nd, 3rd, and 4th  Home Visit 6 
Field Notes*** 1st, 2nd, 3rd, and 4th Home Visit 4 
Daily Diaries*** Between 2nd and 4th Home Visits 18b 
Block Food Frequency Questionnaire (adult)** 1st and 4th Home Visit 2 
Youth Impact Questionnaire* 1st and 4th Home Visit 2 
Caregiver Impact Questionnaire** 1st and 4th Home Visit 2 
Home Food Inventory** 1st and 4th Home Visit 2 
Non-Food-Specific Characteristics of the Mother, Daughter, their Relationship, & the Household  

Anthropometrics and Weight Status*** 1st and 4th Home Visit 4 
Parent-Child Relationship Questionnaire*** 1st and 4th Home Visit 4 
Parent Adolescent Communication Inventory*** 1st and 4th Home Visit 4 
Family Environment Scale*** 1st and 4th Home Visit 4 
Demographic Questionnaire** 1st Home Visit 1 
Interviews*** 2nd, 3rd, and 4th Home Visit 6 
Daily Diaries*** Between 2nd and 4th Home Visits 18b 
Field Notes*** 1st, 2nd, 3rd, and 4th Home Visit 4 
*    Daughter-only data source 
**  Mother-only data source 
*** Mother and daughter data source 
a     Observations include the number of questionnaires, diaries, interviews and/or field notes that were used as sources of 
information for the particular construct 
b    Average number of daily diaries across cases 
c    Average number of daughter’s daily diaries across cases 
 

anthropometric data were collected across 60 home data collection visits for the 14 

participating cases. Four (or more) home visits were completed for each case based on 

the participants’ preferences and availability, though compromises were made to ensure 

the time between each home visit was no greater than 4 weeks and no smaller than 1 

week apart.  
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4.2.3.1 Interviews 

Each mother-daughter case provided a total of six semi-structured interviews 

across the 2nd- 4th home visits. These interviews were critical for rendering useful data to 

explore mothers’ and daughters’ perceptions of their daily mother-daughter interactions 

around food.  Interviews were conducted in the homes of each case (except for two 

daughter interviews for Case 11 which occurred at the daughter’s grandmother’s home 

and two mother interviews for Case 14 which occurred at a local diner), and mothers 

and daughters were interviewed separately to allow for confidentially. If fatigue, illness, 

stress, or anxiety (related or unrelated to the study) was sensed by myself, I reassured 

the participant that the interview did not need to occur that day and that they could 

reschedule for another day (which some participants did select). All interviews were 

digitally recorded, and the length of interviews ranged from 21-123 minutes, with an 

average interview time of 69 minutes.  

 Interviews collected data on all theoretical constructs of interest, including 

personal attitudes, beliefs, and behavior regarding food consumption, acquisition, 

preparation, and planning; mother-daughter relationship features related to food; the 

mother-daughter relationship in general; and the household social, economic, and food 

environments. Some topic areas, such as mother-daughter relationship features related 

to food, were purposively asked across multiple interviews to promote a fuller collection 

of data and clarify information from prior interviews.  
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Interview guides (three for daughters and three for mothers) were created to 

serve as a reference to myself of the topics to aim to cover in a particular interview, a 

potential approach to guide the participant through the interview, and probes that may 

be needed if questions did not resonate with participants (Appendix D and E). However, 

participants were encouraged and allowed to move interviews to areas of relevance for 

them, and thus, no two interviews followed an identical format. In addition, topics and 

questions aimed for collection at a particular home visit were commonly postponed 

and/or rearranged to occur at subsequent interviews based on the way each interview 

developed and my assessment of participant fatigue. Lastly, tailored interview questions 

were developed from each participant’s daily diaries between the 3rd and 4th home visits 

and added to the 4th home visit’s interview guide to explore and clarify the views and 

perceptions participants had of experiences and events identified in their diary entries.    

4.2.3.2 Daily Diaries 

Daily diaries were used to capture the real-time experiences, events, and 

behaviors that occur in the everyday context of the mother-daughter relationship 

(Laurenceau & Bolger, 2005). The use of diaries with participants at different  ages, 

including adolescents, is a long-standing, recommended approach in social research 

(Csikszentmihalyi, Larson, & Prescott, 1977; Diener & Emmons, 1984; Meth, 2003) and is 

successful in producing rich data (Alaszewski, 2006) on a variety of topics (Fortenberry, 

Orr, Katz, Brizedine, & Blythe, 1997; Meth, 2003; Orr, Fortenberry, & Blythe, 1997). 
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Beginning after the initial interview (at the 2nd home visit), mothers and daughters were 

asked to complete separate diary entries each evening about their day’s dietary practices 

and mother-daughter interactions. Diary entries took approximately 10 minutes to 

complete using a combination of short-answer and free narrative space (Appendix F). 

Given the inaccuracy of estimating daily energy and macronutrient intakes from 

adolescent food diaries (Andersen, Pollestad, Jacobs, Løvø, & Hustvedt, 2005; Bandini et 

al., 1999), the purpose of using diaries was to provide a general overview of types of 

foods consumed, the time of day and typical environment the food is consumed in, and 

what particularly influenced the mothers and daughters in deciding what, when, and 

where to eat. Mothers and daughters were also asked to reflect on their general 

interactions with each other throughout the day and identify what they enjoyed most 

and/or least.  

4.2.3.3 Field Notes 

Descriptive field notes were also completed by myself immediately following 

each home visit to create an accumulating written record of the observations and 

experiences that occurred while participating in the daily lives of each case (Emerson, 

Fretz, & Shaw, 2011). I spent approximately 10-12+ hours with each case across four or 

more home visits interacting with each case’s mother, daughter, other household 

members, friends, and guests. Thus, descriptive field notes, supplemented with hand-

written jottings made during home visits, helped to capture the social life and social 
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discourses that occurred during my immersive and repetitive experiences in the homes 

of each case (Emerson, Fretz, & Shaw, 2011). A particular focus of the field notes was to 

describe my observations of and experiences with: the kitchen and food-related items in 

the kitchen; food consumption, acquisition, planning, and/or preparation behavior by 

the mother, daughter, or other household members; general behavior and mood of the 

mother, daughter, and household members; the physical space of household 

environment and any changes in the environment observed across the four home visits; 

and any interactions related or unrelated to food that occurred between mothers, 

daughters, and other household members. Brief informal interviews and interactions 

with the participants and myself that did not occur during the audio-recorded, semi-

structured interviews were also recorded in the field notes. 

4.2.3.4 Self-Report Questionnaires 

In addition to a demographic questionnaire, eight self-report questionnaires were 

used to assess the daughter’s and mother’s dietary practices, general mother-daughter 

relationship context, and household context. These measures, including the Block Kids 

2004 Food Frequency Questionnaire, Block 2005 Food Frequency Questionnaire, 

Caregiver Impact Questionnaire, Family Environment Scale, Home Food Inventory, 

Parent-Adolescent Communication Inventory, Parent-Child Relationship Questionnaire, 

and Youth Impact Questionnaire, are summarized in Appendix G. Daughters and 

mothers completed all questionnaires electronically via computers at the 1st and 4th home 
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visits using the NutritionQuest (Berkeley Analytics, Inc., Berkeley, CA, 2015) and 

REDCap (Duke University School of Medicine, 2015) websites.  

4.2.3.5 Anthropometrics 

Mothers’ and daughters’ BMIs, abdominal circumferences, and body fat 

percentages were also collected at the 1st and 4th home visits. BMI was calculated by 

kg/m2 using height and weight measurements. Height was measured by a portable 

standiometer (Seca 213) to the nearest 0.1 cm and weight by a portable digital scale 

(Tanita HD-366) to the nearest 0.1 kg. Abdominal circumference was measured with a 

tape measure following the National Health and Nutrition Examination Survey 

Anthropometry Procedure Manual guidelines (CDC, 2011). Body fat percentages were 

measured with a bioelectrical impedance analysis hand-to-hand model (Omron HBF 

306), which provides an acceptable estimate of percentage body fat in adult women and 

adolescents when compared to criterion methodologies, such as air displacement 

plethysmography (Kriemler et al., 2009; Lintsi, Kaarma, Kull, 2004; Peterson, Repovich, 

& Parascand, 2011).  

4.2.4 Ethical Conduct  

Approval for the study was obtained from the Institutional Review Board for 

Research Involving Human Subjects. Prior to initiating data collection for a case, written 

maternal consent and adolescent daughter assent was obtained. 
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4.3 Data Analysis 

A three-phased approach was used to examine the relating patterns of food-

specific, mother-daughter relationship and household features to everyday daughter’s 

dietary practices. This approach facilitated the management and analysis of a variety of 

data types, numerous data sources, and the within and across-case analyses. The first 

phase involved data preparation and familiarization techniques to examine and analyze 

data from all cases. The second phase of analysis involved within-case analysis for the 

cases that best represented the target phenomenon, and the final phase used across-case 

analysis techniques to make cross-case comparisons of the four selected cases.  

Overlaying Phase 1 and 2 of this phased-analytic approach was the Framework 

approach (Spencer, Ritchie, & O’Connor, 2003). The Framework approach helps to 

facilitate the managing and analysis of large datasets by classifying and organizing data 

according to key concepts and emergent categories (Crowe et al., 2011; Spencer et al., 

2003). The approach involves five stages of data analysis, including familiarization, 

identifying a thematic framework, indexing, sorting, and interpretation (Pope, Ziebland, 

& Mays, 2000; Spencer et al., 2003). Each stage is explained in greater detail in the 

relevant analysis phase below. 

4.3.1 Phase 1 Analysis 

The analysis began by managing the various data sources, familiarizing myself 

with the data, identifying a thematic framework, coding qualitative data using content 
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analysis techniques, calculating descriptive statistics for the quantitative data, and 

integrating and preparing food consumption data for quantitizing. All qualitative data, 

including daily diaries and field notes transcribed by myself and interviews transcribed 

by professional transcriptionists and checked for accuracy, were imported into Atlas.ti 

(version 7.5; Berlin, Germany) qualitative data analysis software. All data sources were 

read and audio recordings listened to with the purpose of becoming familiar with the 

raw qualitative data. Familiarization is the first stage of the Framework method and is a 

crucial activity to immersing one’s self in the raw data and simultaneously maintaining 

theoretical memos of key ideas and recurrent themes (Pope et al., 2000; Spencer et al., 

2003; Sandelowski, 1995).  

Through the process of familiarization, repetitive concepts and chief issues were 

noted, initiating the second stage of the Framework method—identifying a thematic 

framework. This process drew upon all a priori questions and issues derived from the 

study’s aims, as well as issues raised by the participants themselves and views that 

recurred in the data. Drawing upon these sources, and as relevant supplemented by 

literature, an initial list of concepts was generated and subsequently categorized into 

main substantive groups to create the thematic framework (Appendix H. Codebook by 

Thematic Framework).  

During this first phase, I also found it helpful to begin to use a combination of 

descriptive and process coding methods to help examine the dietary practices and food-
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specific interactions between mothers and daughters (Miles et al., 2014; Saldaña, 2016). A 

priori, descriptive codes were used to identify the topics of dietary practices for both 

mothers and daughters, including food consumption, acquisition, preparation, and 

planning (Saldaña, 2016; Sandelowski, 1995). While a lumping approach was applied to 

these codes (Saldaña, 2016), they were differentiated to clarify if the passage of 

qualitative data was a personal description, an observation made by the mother or 

daughter of the other’s dietary practice behavior, or an observation made by myself. 

Process coding is a recommended approach for examinations of the routines and rituals 

of human life, such as everyday interactions around food that occur between mothers 

and daughters (Saldaña, 2016). These inductive codes, using a splitting coding approach 

(Saldaña, 2016), were used to capture any mother-daughter interaction related to food 

that participants described or as observed by myself and documented in field notes 

(definitions of these codes can be found in Appendix H). 

Familiarization and data management was also conducted with the quantitative 

data. The Block Kids 2004 Food Frequency Questionnaire and Block 2005 Food 

Frequency Questionnaire is scored and analyzed by NutritionQuest (Berkeley Analytics, 

Inc., Berkeley, CA, 2015) which provides a nutrition report that was collected and 

reviewed for each participant. All other self-report instruments were scored with the 

assistance of Excel 2013 software (Microsoft Office, 2013). (However, the investigator-

modified Youth Impact Questionnaire and Caregiver Impact Questionnaire provided 
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quantitative and qualitative descriptive data that could not be scored and was kept in its 

original form). As change over time was not the focus of this analysis, instrument scores 

and anthropometric values for each participant were averaged across the two collected 

time points and categorized into high (top quartile), middle (between the top and 

bottom quartiles), and low (bottom quartile) scores. Examining the consistency of the 

values collected at multiple home visits, however, was of interest; hence, standard 

deviations (SDs) were also calculated for each participant and grouped into consistent 

(SD < median SD value for the sample) and inconsistent (SD > median SD value for 

sample) categories. An aggregate view of the averaged scores, standard deviations, and 

categories for the self-report questionnaires and anthropometric data for each 

participant within each case can be found in Appendix I- O. 

Additionally, after becoming familiar with the daily diaries, it was evident that 

the daughter’s dietary practices data related to food consumption should be quantitized 

to facilitate examining patterns in types of foods consumed by day and by meal. Similar 

data was collected in each interview when participants were assisted to recall the food 

and drink consumed for the previous two to three days and in field note data from 

observations made during home visits. This data was coded with the same descriptive 

code for easy retrieval. Subsequently, daily diary, field note, and interview data was 

transformed into excel files that identified the following for each occurrence of 

food/drink consumption collected: the type of weekday, whether it was a 
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school/summer camp day, the time of consumption, the type of food and drink 

consumed, and the location and with whom food was consumed. See Appendix P for an 

example. On average, 45 different food consumption occurrences across 16 days were 

collected from the daughter in each case (a total of 720 food consumption occurrences 

across 256 days of data for all cases).  

4.3.2 Phase 2 Analysis 

The focus for Phase 2 was the within-case analysis. The first step of this phase 

occurred concurrently with Phase 1 by organizing all the data sources for each case into 

a case record, facilitating review and examination all the data sources and files 

(Merriam, 1988; Yin, 2003). Additionally, through the data familiarization and analytic 

approaches of all 14 cases used in Phase 1, four typical cases best representing variations 

in the target phenomenon—daughter everyday dietary practices—were selected. Case 

selection was also informed by the daughter’s weight status, the household composition, 

and the amount of data available for the phenomena of interest.  

Analysis for Phase 2 then proceeded by focusing on the within case analysis for 

each selected case, which began by applying the third and fourth stages of the 

Framework approach—indexing and sorting—to all qualitative data. This began by 

indexing the data and systematically applying the thematic framework created in Phase 

1 (Appendix H) to all the textual data not previously coded within each case (Pope et al., 

2000; Spencer et al., 2003). Through this process modifications to the framework were 
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made and coding adjusted, as necessary. Once completed, the data were rearranged and 

sorted by the themes of the thematic framework, predominantly around the dietary 

practice outcomes of nourishment and fulfillment (definitions provided in the Results 

section). By viewing all the textual material for each theme, sorting allowed for the detail 

and distinctions within to be unpacked, while ensuring sections of material were not 

removed from their interview, diary, or field note context (Spencer et al., 2003). 

Additionally, specific guidelines were followed throughout the sorting process to retain 

the meaning of the data, which included: using the participant’s language for key 

phrases and expressions; limiting the amount of interpretation to allow for opportunities 

to revisit the original expressions and connotations during subsequent levels of analysis; 

and, maintaining all material even though its inclusion may not be immediately clear 

(Spencer et al., 2003).    

Prior to case write-ups and the final synthesis phase of the Framework approach, 

additional work was also required of the daughter’s food consumption data to complete 

quantitizing. Specifically, the types of foods consumed across each daughter’s 

consumption occurrences (average= 45 occurrences) were analyzed by four food 

categories: Protein Sources, Starches, Food Industry-Created Foods, and Fruits and 

Vegetables and their relevant sub-categories. These categories and sub-categories were 

iteratively developed based on food groups in the nutrition and obesity literature (e.g., 

Birch, 2013; Heinz & Hautzinger, 2007; USDA, 2015; USDA and HHS, 2010; WHO, 2015) 



 

  121  

and patterns observed in the data (See Appendix Q. Definitions for Types of Foods 

Consumed). Identifying new and potentially-relevant food categories to examine was 

critical, as prior work demonstrates predominantly non-significant associations between 

traditional food groups and weight status among Black adolescent females (Winkler et 

al., 2016).  While types of foods consumed were examined for their frequency overall, 

different patterns were noted during Phase 1 analysis in the types of foods consumed at 

and after the daughter’s dinner. Thus, a particular focus was also examining the types of 

foods consumed at and after the daughter’s consumption of dinner—as differences in 

dinner and evening calories by weight status have been identified (Boston, Moate, 

Allison, Lundgren, & Stunkard, 2008), Black adolescent females who are overweight 

have reported overeating after school (Cassidy, 2013), and a positive association exists 

between total daily energy intake and high evening food intake (de Castro, 2007). 

Finally, food consumption occurrence data was also examined for the actual times of 

consumption across all days along with where and with whom food consumption 

occurred.  

Subsequently, the final stage of the Framework approach was applied to all data 

sources by synthesizing and distilling the essence of the case’s data. Some researchers 

have cautioned that failing to transcend narrative description risks misinterpretation on 

the part of readers. Thus, this analysis and synthesis aimed to transcend the “merely 

descriptive” (Merriam, 1988) and focused on developing “reasonable conclusions and 
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generalizations based on a preponderance of the data” (Taylor & Bogdan, 1984, p. 139) 

to explain the data and relationships among the thematic framework’s themes within 

each case (Merriam, 1988).   

To accomplish this goal with the various types of data collected required 

organizing the data in multiple levels and groupings to search for descriptive and visual 

patterns in the data. Tables and figures were created to examine the visual patterns 

between the mother-daughter relationship and household features relevant to the 

daughter’s everyday dietary practices (particularly those related to food consumption; 

see Appendix R for an example).  Further, data within themes of the thematic 

framework were re-arranged and relevant theoretical and empirical literature on 

obesity, nutrition, and well-being was regularly referenced to enhance understanding of 

the way in which different aspects within a case was coming together to influence the 

outcome (Spencer et al., 2003).  

As a result, case write-ups integrating all sources of data, while reducing and 

consolidating the data, were created to provide qualitative explanations for why 

patterns and outcomes in the case occurred. Data within each case was compared not 

only from using information from different data collection approaches (i.e., food 

frequency questionnaire versus information reported in participant daily diaries), but by 

comparing information from the participant, their mother or daughter, and observations 

made during data collection. Further, cross verifications of data were contextualized to 
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reconcile any conflicting accounts, by stratifying the structural positions of participants 

in the case (Newman, Fox, Harding, Mehta, & Roth, 2004) keeping in my mind the role 

of authority and power within a parent-child relationship and the developmental 

capabilities of each adolescent to think abstractly versus concretely. While the write-ups 

were distilled from the raw data, they remained highly descriptive, allowing for the 

nature and interrelationships of different contributory factors or influences on the 

outcome to be clarified and the unique details to each case to remain intact (Merriam, 

1988; Spencer et al., 2003). See Appendix S for an example. 

4.3.3 Phase 3 Analysis   

During this final phase of analysis the focus became comparing findings across 

all four cases. Patterns in the data and contributing factors that influence each 

daughter’s everyday dietary practices were evaluated across all cases. For findings 

related to nourishment, tables and visual figures were created to compare similarities and 

differences in the properties for each contributing factor across the cases.  Whereas, 

dietary practice findings related to fulfillment, were compared through visual figures and 

narrative comparisons. The findings from this phase of the analysis is presented below.  

4.4 Results 

Everyday daughter dietary practices are defined as the food consumption, 

preparation, acquisition, planning, and cleanup behaviors regularly engaged in by the 

adolescent daughter. Because simply describing how and whether these daughter’s 
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engage in these practices does not indicate their value or importance, for this study these 

practices are seen as the patterned activities and behaviors that contribute to a 

daughter’s overall well-being related to food. Wellbeing related to food is defined as 

experiences with food—carried out through everyday dietary practices—that goes well 

for and/or benefits the adolescent daughter (Taylor, 2013). Well-being related to food 

findings are presented by two groups of daughters’ everyday dietary practices—those 

related to nourishment and those related to fulfillment. Both dietary practices related to 

nourishment and those related to fulfillment are important when considering an 

individual’s well-being related to food (Figure 6), as both are constituents of a person’s well-  

being, but neither alone can plausibly be all that matters for a person’s entire well- 

 

Figure 6: Well-being Related to Food Components 
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being around food. In effect, there are likely other elements and components outside 

nourishment and fulfillment contributing to a person’s wellbeing related to food; however, in 

an initial attempt to take a more-holistic lens at everyday dietary practices, I will, for this 

discussion, focus on these two aspects (Table 10 provides the definitions of the salient 

terms used across the results). 

Table 10: Salient Terms Used to Describe Daughter’s Everyday Dietary Practice 
Outcomes 

Everyday Dietary Practice Outcomes  Description 

Nourishment 

Dietary practices contributing in some way to what 
food is consumed and when it is consumed. Considers 
dietary practices to be either health-promoting or health-
restraining, and uses nutrition and obesity scientific 
evidence and dietary guidelines to make distinctions.  

Health-promoting Practices viewed as promoting or sustaining physical 
strength, health, and a normal weight status. In this 
study, the presence or absence of a primarily health-
promoting food consumption profile is of interest. 

Health-restraining Practices that potentially deprive physical strength, 
contribute to obesity-related illnesses (i.e., Type II 
diabetes mellitus), and maintain or place the daughter 
at risk for a weight status meeting the CDC obese 
criteria. 

Fulfillment A person’s level of contentment and satisfaction in 
their everyday food experiences and dietary practices  

Alignment between primarily held 
meanings of food  

The degree to which mothers and daughters align on 
their orientations to two food meanings—food as a 
source of comfort, pleasure, and/or enjoyment and 
food as a source of potential harm and health risk. 

Alignment between prioritization of 
social commitments  

The degree to which mothers and daughters align on 
their prioritization and valuing of social commitments 
and relationships in daily food experiences. 

 

To present the findings of everyday dietary practices related to nourishment and 

fulfillment across the four selected cases, I will begin by providing a short introduction to 

each case. Following, a presentation is provided of the daughter’s dietary practices 
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related to nourishment and the contributing factors from the mother-daughter 

relationship and household with salient features within and across cases reviewed. The 

subsequent section then discusses the daughter’s everyday dietary practices related to 

fulfillment and the mother-daughter and household features contributing to this 

outcome. The results section ends with a short summary of the two outcomes for each 

case.  

4.4.1 Introductions to the Cases 

4.4.1.1 Gabrielle (Daughter) and Gail (Mother) 

Gabrielle and Gail are a 13-year-old daughter and 39-year-old mother living in a 

rurally-located, economically-advantaged subdivision in Eastern North Carolina. They 

reside in an immaculate, modern home that the family purchased a few years prior with 

Gabrielle’s father and 9-year-old sister (Gail’s husband and youngest daughter). Both 

Gabrielle’s father and Gail work full-time bringing home a combined annual income 

eight times the poverty income level, allowing the family to enjoy a number of activities, 

such as taking their boat out to a nearby river every weekend; Gail and Gabrielle’s father 

taking annual vacations to locations like the Caribbean; and, Gabrielle (and her sister) 

participating in numerous extracurricular activities including 6-7 weekly dance classes 

and the school orchestra. Between Gabrielle and her sister’s weekly dance class schedule 

and Gail working as a senior manager in a large manufacturing facility (50+ hour work 
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weeks, frequent evening work calls), the family spends most of their time together on 

the weekends.  

Gabrielle possesses a BMI at the 22nd percentile for gender and age, meeting the 

CDC normal weight criteria.  Gail possessed a BMI meeting the CDC adult overweight 

category. For Gail, her current weight status was something that bothered her, and she 

frequently indicated numerous strategies she was employing to modify it. Gail’s active 

focus on modifying her weight was something Gabrielle found frustrating, “because I 

don’t think she needs to…I just think my mom’s very beautiful however she is, and I 

don’t think she needs to change anything.” 

4.4.1.2 Brianna (Daughter) and Mande (Mother) 

Brianna and Mande are a 14-year-old daughter and 32-year-old mother living in 

a suburban neighborhood in Central North Carolina. They reside in a well-loved, 1500 

square foot home that Mande purchased a few years prior with Brianna’s 12-year-old 

brother and 6-year-old sister. For part of the data collection period, Mande’s partner and 

occasionally his son lived with the family; though this relationship ended during the 

data collection period at which point the partner and son relocated. Mande works full-

time, telecommuting from home, as a quality analyst. As a single mother, Mande is the 

sole household provider, bringing home an annual income only 1.65x the poverty 

income level—barely meeting the categorization of middle income (1.3-3.49x the poverty 

income level; Ogden et al., 2010). Brianna and her siblings are not involved in any 
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extracurricular activities; however, the family regularly participates in various roles in 

their church and spends both Wednesday evenings and Sundays at the church.  

With an average BMI at the 41st percentile for gender and age, Brianna meets the 

CDC normal weight criteria and views her weight as “in good shape but a little bit 

over.” Mande possesses a BMI meeting the CDC adult normal weight category. Despite 

meeting this weight status, she remains unsatisfied as she on several occasions 

expressed her frustration with her abdominal area. Brianna explains “like me and my 

mom, we always talk about like weight and stuff…so we try to help each other…so I can 

stay healthy and so I can help my mom [stay healthy].”  

4.4.1.3 Trinity (Daughter) and Cheryl (Mother) 

Trinity and Cheryl are a 12-year-old daughter and 33-year-old mother living in a 

small community in Eastern North Carolina. They reside in a ranch-style home that the 

family is currently renting with Trinity’s 3-year-old sister, 2-year-old brother, great-

grandmother, and step-father (Cheryl’s daughter, son, maternal grandmother, and 

husband of eight years). Additionally, for part of the data collection period, Cheryl’s 

mother visited the household for two weeks. The family moved to North Carolina last 

summer in response to an opportunity for Cheryl to complete a travel nursing position 

at a substance abuse rehabilitation center. Working full-time, Cheryl works three 12-

hour night shifts every Friday, Saturday, and Sunday night. Cheryl’s husband did not 

work during the first 10 months of them moving, but recently began looking for 
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employment. As the sole household provider for the past year, Cheryl brought home an 

annual income only 1.58x the poverty income level (barely meeting the categorization of 

middle income, 1.3-3.49x the poverty income level; Ogden et al., 2010).  

Because of Trinity’s school schedule and Cheryl’s work schedule, they tend to 

spend time together on Monday-Thursday evenings. Since the move to North Carolina, 

Trinity will commonly speak by phone with her family back in their home state, 

including her biological father, his family, and Cheryl’s mother. However, Trinity, rarely 

visits her father and his family in person except for her birthday and holidays, such as 

Thanksgiving and Christmas.  Recently, the family has been attending church a two-

hour drive away on Sunday mornings and occasionally for Bible Study Wednesday 

nights. As a result, Cheryl is required to find random opportunities to nap in the car, as 

Sunday church occurs between her Saturday night and Sunday night work shifts.  

With an average BMI at the 99th percentile for gender and age, Trinity meets the 

CDC obese weight criteria. Trinity will comment on her weight saying, “I want to be a 

little bit smaller. I just don’t want to be…so big. I just want to be a little bit—like when I 

run, my feet hurt after a while. So I just want to be a little bit smaller.” Cheryl possesses 

a BMI meeting the CDC Obese Grade II adult weight criteria. Cheryl expresses 

significant dissatisfaction with her weight explaining that among all of the top stressors 

in her life “me [not] being in shape is probably the most stressful right now.” 
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4.4.1.4 Jordan (Daughter) and Monica (Mother) 

Jordan and Monica are a 15-year-old daughter and 49-year-old living in a quaint, 

middle-class neighborhood in Central North Carolina. They reside in a two-story home 

that Monica purchased 12 years ago and live in close proximity to Monica’s parents and 

cousins. Jordan and Monica live alone, though the 9-year-old daughter of one of 

Monica’s cousins stays with Jordan and Monica on a regular rotating schedule of three 

nights every week, while the cousin works the night shift as a registered nurse. Monica, 

telecommuting from home as a computer programmer, is the sole household provider 

making an annual income nearly six times (5.96) the poverty income ratio (classified as a 

high socioeconomic status; Ogden et al., 2010).  

Jordan is active in numerous extracurricular club and sport activities, resulting in 

Monica frequently driving Jordan at various times before school, in the evenings, and on 

the weekends (Jordan is currently not old enough to have a license in North Carolina). 

Additionally, Monica sings in the church choir with practice on Monday evenings, and 

both Monica and Jordan regularly attend church on Sundays. Jordan does not maintain 

any regular contact with her father who lives in another state, but given the immediacy, 

Monica and Jordan both spend a fair portion of time with Monica’s parents.  

With an average BMI at the 99th percentile for gender and age, Jordan meets the 

CDC obese weight criteria. Jordan was diagnosed several years prior with pre-diabetes, 

which initiated Monica to change several household food consumption practices. While 
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Jordan has not always felt comfortable with her weight, she describes “I’m pretty okay 

with it [now]. Like I’m active and…like judging from my family’s background I mean 

I’m not gonna get much skinnier than this. And I’ve learned to just accept that.” Monica 

possesses a BMI meeting the CDC Obese Grade II weight criteria and suffers from a 

number of chronic conditions, including multiple sclerosis, hypertension, and a thyroid 

condition. Monica is not concerned with losing weight, however, she does weigh herself 

weekly and describes modifying her food consumption practices when her weight 

increases. 

4.4.2 Mother, Daughter, and Household Factors Contributing to the 
Daughter’s Everyday Dietary Practices Related to Nourishment 

To present the dietary practices related to nourishment, an objective-list 

perspective was taken to evaluate the daughter’s well-being related to food, meaning that 

there are objective prudential goods or capabilities related to food that benefit 

individuals independent of a person’s—or in this study’s case the daughter’s—attitudes 

or feelings. Essentially, a person’s life as it relates to food is going well to the extent that 

the person possesses these prudential goods and capabilities (Taylor, 2013). Here, 

“doing well” in the nutritional sense is informed from the nutrition and obesity 

literature of food consumption practices viewed as “healthy” and “unhealthy” or what 

is referred to in this study as health-promoting and health-restraining.  

Everyday dietary practices related to nourishment focus specifically on the 

“what” and “when” of the daughter’s food consumption and is concerned with how 
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these practices may affect her physical body, including her health, growth, strength, and 

weight status. While food consumption is the primary outcome evaluated across the 

cases, other dietary practices, such as food acquisition, preparation, planning, and 

cleanup, that directly relate to what food she consumes and when she consumes it is also 

considered as an everyday dietary practice related to nourishment. Two types of dietary 

practices related to nourishment occurred among the cases—health-promoting and health-

restraining food consumption practices. Health-promoting food consumption practices are 

those behaviors viewed as promoting or sustaining physical strength, health, and a 

normal weight status. As none of the daughters met the CDC criteria for underweight, 

health-restraining food consumption practices are defined as behaviors that deprive 

physical strength, contribute to obesity-related illnesses, and maintain or place the 

daughter at risk for a weight status meeting the CDC obesity criteria. While both 

categories were identified, this study focuses on the mother, daughter, and household 

factors that contribute to a health-promoting food consumption profile among adolescent 

daughters.  

Through the exploration of mother-daughter relationship and household factors 

that contribute to daughter dietary practices related to nourishment, I developed an 

explanatory configuration that I propose helps to explain the presence of a health-

promoting food consumption profile among daughters. The factors involved in the 

configuration are considered sufficient but not necessary, as the simultaneous presence of 
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all factors will each time result in the presence of a health-promoting food consumption 

profile among the daughter; yet, they are not considered necessary as if a factor is 

absent, the presence of a health-promoting food consumption profile among the daughter 

may still be present. None of the proposed factors are in effect surprising. Rather what is 

most helpful about the proposed configuration is its ability to illuminate that it is a 

constellation of factors—not a single construct—operating together within in a case that 

produces an everyday food consumption profile that is health promoting. Moreover, the 

proposed configuration also helps to illuminate why one of more of these factors must 

be absent in cases with a daughter not demonstrating a health-promoting food 

consumption profile (typically a health-restraining profile). The three sufficient but not 

necessary factors include (Figure 7): 

- A household member (or combination of members) consistently available 

and willing to prepare, acquire, and plan household foods; 

- Consistent mindfulness among the mother regarding the healthfulness of 

foods consumed and acquired; and 

- Consistent agreement with, accommodation to, and/or acceptance of the 

household food environment among the adolescent daughter. 

To estimate the explanatory power of this configuration of factors, each factor is 

clarified, it’s properties illuminated, and is subjected to cross-case comparisons of its 

presence or absence and how that relates to the presence of a health-promoting food 
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consumption profile among the daughter. Though, first, I will define the practices that 

make-up a health-promoting food consumption profile along with presenting their 

presence across each case.   

 

 

Figure 7: Explanatory Configuration of a Daughter’s Health-Promoting Food 
Consumption Profile 

4.4.2.1 Health-Promoting Food Consumption among Adolescent Daughters 

As mentioned, health-promoting food consumption involves practices related to 

the “what” and “when” food is consumed that promotes or sustains physical strength, 

health, and a normal weight status among the adolescent daughter. These practices—

many of which are grounded in practices classified as “healthy” in the nutrition and 

obesity literature—include: 
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- Low consumption of sugar-sweetened beverages; 

- Low consumption of sweets and snacks; 

- High consumption of fruits and vegetables; 

- Low consumption of starches and high consumption of protein sources; 

- Low proportion of starches from calorically-dense, high-fat sources; 

- Low proportion of processed, deep fried, or fast food protein sources;   

- Low consumption of the top five sources of calories among children and 

adolescents identified in the USDA and HHS (2010) Dietary Guidelines for 

Americans; 

- Consistent breakfast consumer;  

- Consistent avoider of consuming food too late; and 

- Consistent avoider of consuming food after dinner; 

While it would be ideal for a person to participate in all of these health-promoting food 

consumption practices, in reality achieving that standard is practically impossible 

(Lindsay, 2010). Therefore, an overall evaluation of the presence and absence of each of 

the health-promoting practices was completed to determine whether a daughter primarily 

demonstrates a health-promoting food consumption profile. By holistically evaluating the 

food consumption practices performed by an individual allows for increased 

understanding of how different combinations of practices among individuals can both 

produce the same outcome of health-promoting food consumption.  
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Table 11 displays the presence or absence of these 10 health-promoting food 

consumption practices across the cases.  A larger quantity of health-promoting practices 

are observed among Gabrielle and Brianna compared to Trinity and Jordan, yet 

Gabrielle and Brianna do not demonstrate identical health-promoting food consumption 

practices. Brianna appears to demonstrate a more consistent pattern of health-promoting 

practices related to “when” food is consumed, whereas Gabrielle possesses a more 

consistent pattern of health-promoting practices related to “what” food is consumed.  

Further, the importance in distinguishing the types of foods consumed in the evening is 

highlighted in Figure 8. While the proportion of health-promoting sub-food group 

categories are fairly similar for overall consumption occurrences (particularly among 

Brianna, Trinity, and Jordan), stark differences are observed among the Dinner & Later 

data demonstrating the increased proportion of foods from the health-promoting sub-food 

group categories consumed by Gabrielle and Brianna. Thus, while the patterns of health-

promoting practices vary among Gabrielle and Brianna, there is sufficient evidence to 

support that both daughters demonstrate a primarily health-promoting food consumption 

profile—whereas Trinity and Jordan do not. 

4.4.2.2 Factor 1: Household Provider Available and Willing to Prepare, Acquire, and 
Plan Household Food 

Children are dependent on their parents to provide food for nourishment. This 

dependency continues through adolescence as most teens do not possess the economic 
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Table 11: Health-Promoting Food Consumption Practices across Overall Consumption 
Occurrences and across Evenings of the Dinner & Later Data 

 Gabrielle Brianna Trinity Jordan 
Low consumption of sugar-sweetened 
beveragesa  No No Yes 

(Overall only) Yes 

Low consumption of sweets and snacksa No Yes No No 
High consumption of fruits and vegetablesb 

Yes Yesc 
(Evenings only) No No 

Low consumption of starches and high 
consumption of protein sourcesd No Yes Yes 

(Evenings only) No 

Low proportion of starches come from 
calorically-dense, high fat sourcese Yes No No No 

Low proportion of processed, deep-fried, or 
fast food protein sourcesf Yes Yes 

(Evenings only) No No 

Low consumption of top 5 sources of calories 
among children and adolescentsg Yes Yes 

(Overall only) No No 

Consistent breakfast consumerh Yes Yes No Yes 
Consistent avoider of consuming too latei No Yes Yes No 
Consistent avoider of consuming after dinnerj No Yes No No 
a Consumption of foods from this sub-food group category is < 10% of all foods or drinks consumed overall and among 
evenings of the Dinner & Later data 
b Equivalent or greater consumption of vegetables alone or vegetables and fruits combined than (1) calorically-dense, high 
fat starches (sub-food group categories 5 & 8) AND (2) protein sources that are processed, deep fried, or from fast food 
c Vegetable and Vegetable/Fruit ratios were also combined with bean consumption and evaluated across all cases for how 
they compared to (1) calorically-dense, high fat starches (sub-food group categories 5 & 8) AND (2) protein sources that 
are processed, deep fried, or from fast food consumption. Brianna was only case where adding bean consumption met the 
equivalent or greater criteria, but only among evenings of the Dinner & Later data 
d Proportion of starches is < 20% and protein sources is >40% of all foods or drinks consumed overall and among evenings 
of the Dinner & Later data  
e Proportion of starches that are calorically-dense and high-fat is <33% of all starches consumed overall and among 
evenings of the Dinner & Later data  
f Proportion of protein sources that are processed, deep-fried, or from fast food is <33% of all proteins consumed overall 
and among evenings of Dinner & Later data  
g Less than 40% of all food and drink consumed overall and among evenings of the Dinner & Later data is a top source of 
calories identified in USDA and HHS (2010) Dietary Guidelines for Americans (which includes grain-based desserts, pizza, 
soda/energy/sports drinks; yeast breads; and chicken dishes modified to only count dishes with fried, processed, or fast 
food chicken) 
h Average time of first consumption is before 10:00AM and standard deviation is less than 2 hours on school/summer 
camp days 
i Average time of last consumption occurs before 8:00 PM on all days 
j Consumes food after dinner on < 10% of all days with full data (evenings of Dinner & Later data) 
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Figure 8: Proportion of Health-Promoting Sub-Food Group Categories across Overall 
Consumption Occurrences and across Evenings of the Dinner & Later Data 
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means and capabilities (i.e., ability to drive, ability to cook) to acquire and prepare food. 

As a result, parents, or some combination of household members, are needed to acquire, 

prepare, and plan food for adolescents and how consistently each of these activities is 

performed can be a significant contributor to the types of foods and times food is 

consumed by adolescent daughters. 

The first property of this factor is having a household provider available to 

acquire food for the home—this primarily means someone with the time and ability 

(money and/or transportation access) to obtain food. While some families may not have 

a consistently available provider, depending on work and other responsibilities (e.g., 

family needs, illness), all of the cases in this study demonstrated a household provider 

with the availability and capability to acquire household food and all providers 

primarily selected grocery stores as than main place of acquisition (See Table 12).  

Table 12: Factor 1: Household Provider Available and Willing to Prepare, Acquire, 
and Plan Household Food 

 Gabrielle & 
Gail 

Brianna 
& Mande 

Trinity & 
Cheryl 

Jordan & 
Monica 

Planning & Acquisition of Food for Household     
A Provider Consistently Available and 

Capable Yes Yes Yes Yes 

A Provider Consistently Willing Yes Yes No No 

Ability and/or Interest to Plan Yes Yes Partial 
evidence 

Partial 
evidence 

Meal Planning & Preparation     
A Provider Consistently Available Yes Yes Yes Yes 

A Provider Consistently Capable Yes Yes Partial 
evidence 

Partial 
evidence 

A Provider Consistently Willing Yes Yes No No 
Provider is Mother or Willing to Accept Guidance 
from Mother Yes Yes Yes Yes 
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In addition to having the ability to acquire food, a provider must be consistently 

willing to acquire it. A provider who is willing is not necessarily someone who enjoys 

acquiring food, but rather will not miss acquisition trips and ensures food is consistently 

available in the home. Often the provider acquires food on a predictable schedule that 

ensures maintenance household food availability. For instance, Mande explains that she 

goes to the grocery “once a week. Thursday is normally the day [Brianna and I] go.” 

While the schedule is predictable and rarely disrupted for Brianna and Mande, for 

Jordan and Monica this is not always the case. As Monica offers, “sometimes if it’s time 

for me to go to the grocery store and I just haven’t had the time to go…then yeah—

[Jordan and I will] go somewhere” that they can carry-out food. In Trinity and Cheryl’s 

home, grocery store trips are even less predictable as the day of the week, the persons 

acquiring the food, and the frequency of acquisition trips each week varies.  

A final characteristic to ensuring food will be available in the household is the 

ability and interest in planning the food to acquire. This requires not only interest but 

additional time on the part of one or more household members to identify what foods 

need to be acquired prior to the acquisition trip. For Gabrielle and Gail, the family 

maintains an ongoing grocery list, as Gabrielle explains, “we have one of the notecards 

and everyone will write whatever we like need. And then Daddy’ll go on Friday and 

he’ll pick it up.” Similar to Gabrielle and Gail’s household, Brianna and Mande create 

the list together every week, whereas Jordan and Monica will try to develop a list every 
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two weeks. While Jordan and Monica will try to create this list from a two-week dinner 

menu they also plan together, Monica explains this commonly does not happen as she 

did not have a list during one of her recent trips to the grocery store “cause we didn’t 

make one out. But I had a general idea of things that we needed.”  For Cheryl, a wide-

ranging display of planning practices are described by her and Trinity, from creating a 

grocery list to planning meals and grocery lists from recipes viewed online to acquiring 

unplanned food for meals during the acquisition trip.   

In addition to acquiring food for the house, the presence of a household provider 

consistently available for food preparation is an additional characteristic of this factor. 

Given the structure imposed by the daily academic schedule and the expectation most 

daughters had to prepare and/or obtain at school their own breakfasts and lunches, 

examining differences in each case’s household provider’s availability, capability, and 

willingness to prepare dinner is most fruitful. In all four cases, a household provider 

was consistently available to prepare dinner as an adult was always home with the 

daughter in the evenings; though it may have not been the primary household food 

provider. For instance, in Trinity’s case, Cheryl worked night-shift and was not always 

available to make dinner on three nights of the week; however, Trinity’s step-father was 

home and available to prepare food on the night’s Cheryl worked.  

Differences between the cases are primarily noted in the capabilities and 

willingness of the available household dinner preparer. For Monica, her willingness to 
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prepare dinner is extremely limited and her capabilities are questionable, as she 

describes “I hate cooking. I really hate cooking…before I…had Jordan I’d have a bowl of 

cereal [for dinner] and be happy. That’s how much I don’t like to cook.” Similarly, she 

explains, “I’m a perfectionist…If I can’t do it right, then I don’t want to do it. Which is 

probably why I don’t like to cook.” In Trinity’s case, Cheryl is the primary dinner 

preparer, but on nights Cheryl was at work only Trinity’s step-father was available. His 

abilities to prepare dinner are also uncertain, as Cheryl describes, “My husband will try 

[to cook] and that’s pretty much it…maybe a few times a month,” and Trinity explains 

that he can grill. However, on the weekends while Cheryl is at work, Trinity’s step-

father will mainly prepare food and dinner only for Trinity’s 2-year-old brother and 3-

year-old sister—leaving Trinity to prepare her own dinner.  

This contrasts to Gabrielle’s household, where 75% of her dinners are prepared 

by the main household dinner preparer—her father. Similarly, 60% of Brianna’s dinners 

are prepared at home by Mande. Mande also does not enjoy dinner preparation, but 

specifies the only time she does not actually prepare dinner is “if I’m too tired. That’s 

really it.” What is helpful for Mande is her ability to plan her dinners and 

telecommuting to work from home, as she explains “Normally lunchtime is when I think 

‘Okay what am I gonna cook [for dinner].’ I go ahead and get it started and usually it’s 

done by the time [my kids] get home.”  
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If the capability, willingness, and/or availability of the household provider 

responsible for food acquisition and preparation is inconsistent or non-existent, a 

number of characteristics are noted in the daughter’s dietary practices preventing her 

from demonstrating a primarily health-promoting food consumption profile. For instance, 

in households where dinner preparation is inconsistent, food consumption in the car is 

more frequent. Both Jordan and Trinity consumed food in the car, which 

characteristically involve foods from the health-restraining sub-food group categories; 

whereas, neither Gabrielle nor Brianna consumed food in a car. Additionally, in cases 

where dinner is not prepared at home by the main food provider, food for the daughter 

must be acquired or prepared through other means. In Jordan’s case, only 25% of her 

dinners were prepared by her mother at home, leaving a third of her meals to be 

acquired by her mother for Jordan’s immediate consumption (i.e., fast food, carry-out) 

and another third to be prepared at home by Jordan herself. Like Trinity, who is 

required to prepare 27% of her own dinners, both Jordan and Trinity will prepare foods 

(i.e., microwavable chicken rigatoni, bologna sandwich, ramen noodles) from health-

restraining sub-food group categories (i.e., processed, deep fried, or fast food 

establishment protein source; pizza and pasta as main meal source).   

The last property of this factor is that the provider must be the mother herself or, 

if not, someone willing to accept guidance from the mother. In three of the cases, the 

primary household food provider responsible for acquiring, planning, and preparing 
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food was the mother. For Gabrielle and Gail’s household, the primary household food 

provider was Gabrielle’s father. While nearly all of the food preparation and the 

majority of food planning and acquisition is completed by Gabrielle’s father, Gail 

explains that some meal planning each week is decided by the both of them. Yet, what 

food is prepared and acquired is something both of them agree on, and if changes are 

desired by Gail, Gabrielle’s father is amenable to making. For instance, Gail describes 

how the family regularly consumed red meat at Sunday dinner, but about a year ago “I 

read something where it takes your body so much longer to digest. And so we 

completely stopped cold turkey.” 

4.4.2.3 Factor 2: Mother’s Consistent Mindfulness of the Healthfulness of Foods 
Consumed and Acquired 

A mother’s consistent mindfulness regarding the healthfulness of food is a 

critical factor in determining what food is acquired and prepared in the home—even 

more so when the mother is also the primary household food provider in Factor 1. When 

mothers are, as Cheryl describes “more health conscious,” they have an increased 

capability to navigate the U.S. food industry environment that has for decades promoted 

population-wide obesity. The ability of a mother to accomplish this is often grounded in 

a consistent interest and engagement in being responsible for the management of her 

and her children’s health and harm and avoiding or redefining what she considers 

hedonistic foods (Lindsay, 2010).  
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Several characteristics help to distinguish whether the mother in each of the cases 

is consistently mindful of the healthfulness of food (See Table 13). First among these 

involves a mother’s ability to view “healthy eating” as a best practice of life, as Mande 

demonstrates “I tell [Brianna], ‘You know it helps you live you know a long, healthy life. 

We have to exercise. We have to eat healthy.’” Similarly, Gail describes that she 

consumes foods different than her mother, because “I plan to be around when [my 

children] have children. So I just choose to do it differently.” Framing this as a life 

practice for achieving the best health possible is different than how Cheryl frames 

“healthy eating” as she views, “people who eat healthy…they make sacrifices” and 

views people’s decisions to not consume a food item as a short-term deprivation versus 

a life-time change in consumption practices.  

Table 13: Factor 2: Mother’s Consistent Mindfulness of the Healthfulness of Foods 
Consumed and Acquired 

 Gail Mande Cheryl Monica 
Frames “healthy eating” as a best practice for life  Yes Yes No No 
Consistently limits (but not eliminates) own 
consumption of foods from health-restraining sub-
food group categories 

Yes Yes No No 

Consistently aware of the amount of food consumed 
and/or values being aware of internal fullness cues  

Yes Yes No No 

Consistently mindful of the time of day food is 
recommended to be consumed and evaluates 
whether she consistently meets those 
recommendations 

Yes 
Partial 

evidence No No 

Decisive in what is considered “healthy” and 
“unhealthy” Yes Yes No Partial 

evidence 
Desires a normal weight status and believes weight 
loss is accomplished through changes in types of 
foods consumed (with physical activity) and not diet 
industry products   

Partial 
evidence Yes No No 
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In addition to having this belief, mothers who are mindful also consistently 

demonstrate distinct mindful practices in their own food consumption. For instance, 

they limit their consumption of foods from healthy-restraining sub-food group categories 

(i.e., pasta and pizza as main meal source), as Mande explains that while Alfredo and 

spaghetti are some of her favorite foods, “I know…like all those carbs is just terrible… 

[so] I used to cook spaghetti every week, but now it’s probably like every two weeks or 

so.” Similarly, Gail will limit her consumption of these foods, as Gabrielle notices, “My 

mom will come in. She’ll sit down [and for a snack] she has like three of the little 

Pringles.” While many of the foods are limitedly consumed by Gail and Mande, they are 

not eliminated as both describe consuming these foods on occasion. This occasional and 

limited consumption of health-restraining foods was not observed among Cheryl and 

Monica—as Cheryl and Trinity described Cheryl consumes chocolate chip cookies on 

nearly a daily basis, and Monica explains consuming Coca-Cola multiple times every 

day, though “I try to stick to two or three Cokes a day…it’s a little harder when I have to 

take Jordan to school.” 

In addition to being conscious of limiting the types of foods, consistently mindful 

mothers also are reliably aware of the amount of food consumed or value listening to 

their internal cues related to fullness. For instance, Mande explains “I think it’s all in the 

amount—the portions—how you eat,” and explains how she has been working on her 

own portions—“I haven’t been eating as much…once I have my first plate, I’ve been 
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stopping.” Gail also demonstrates this increased awareness of the amount of food she 

consumes, particularly when it is a snack or fast food item, as even when she consumes 

a single chip she classifies that as “having a snack.”  Contrastingly, both Cheryl and 

Monica will describe consuming larger and/or unknown portions of food (i.e., finishing 

an entire box of Betty Crocker pasta salad, “I don’t know how many hot dogs I had,” 

and “like maybe once a day, I’ll just pig out on like cookies or something”). 

Similarly, mothers who are mindful are consistently aware of the time of day 

food is recommended to be consumed from scientific evidence and dietary guidelines 

and will evaluate whether she is consistently consuming food at those times. For 

instance, Gail explains that for a time “I wasn’t eating at all [in the morning]” and 

clarifies “I knew that was not good. So I might have periods of time…where I’ve done 

that… But I quickly will realize that okay yeah this is not healthy…I know it’s not 

healthy so let me do something.” This contrasts from Cheryl, who describes “[On my 

days off] I’ll get up with the kids. And they’ll eat cereal, and I’ll probably like make…a 

[diet] shake. And sometimes I just like do some scrambled eggs… sometimes I won’t 

eat…I’m all over the place.” While Mande never discussed being aware of the time of 

day food was recommended to be consumed, she consistently met these 

recommendations by consuming breakfast every morning before 9:00AM and serving 

dinner to her family by 6:00PM nearly every evening.  



 

  148  

One of the facilitators to helping mothers remain conscious about the 

healthfulness of food is that they have created clear definitions of what food they view 

to be “healthy” and “unhealthy.” As Gail explains “unhealthy” food “for me it’s the fast 

foods…eating too many fried foods.” Similarly, she describes that she would not 

consume food from a fast food establishment for a snack—“that’s not a healthy snack. I 

try, we try, to eat healthy. I mean…I just would never stop and just get some French 

fries…for a snack.” Being decisive is then used to determine not only what food they 

consume, but what food they acquire along with what they allow other household 

members to consume. Not all mothers were able to possess this conclusiveness, as 

Cheryl shared, “Like if [Trinity and I] are snacking on stuff you know I’ll wonder if she 

snacks on this, ‘is this a good choice?’” Differently, Monica feels there are distinctions 

between healthy and unhealthy foods as she explains, “I try to serve healthier food here 

[at home]…there’s not…as much fat. Probably fewer calories. I can control the sugar or 

the sodium. I can control all of that if I do it at home.” Despite describing clear 

differences, only 16.5% of the food Jordan consumes prepared by Monica is a food 

falling within one of the health-promoting sub-food-group categories.  

The final characteristic of a mother who is consistently mindful regarding the 

healthfulness of food is demonstrated through her desires to attain and maintain a 

normal weight status. Additionally, she views weight loss as a goal only accomplished 

through food consumption practices with physical activity and not through the use of 



 

  149  

diet industry products. Mande, while meeting a normal weight status, still desires 

changing parts of her body and decides to do this through changes in her food 

consumption practices—as Brianna observes “[my mom and I] used to eat like a lot of 

fast foods but then my mom started…to see her…gaining weight so she like 

stopped…We do still get like sometimes we still get fast foods, but not so much as we 

used to.” Gail also frequently discusses the importance of food consumption practices 

and the addition of exercise for her to re-attain her prior normal weight status. However, 

Gail also occasionally consumes diet industry products, such as protein and diet shakes; 

but discusses its use is for a quick breakfast and not for weight loss. Cheryl similarly 

would indicates a desire to re-attain a formerly smaller size as she indicates “I don’t 

want to stay this size.” Yet, Cheryl believes this can be accomplished through the use of 

diet industry products and diets, as she and Trinity listed a number of products and 

diets she has attempted and/or are considering, including a dieting system she began a 

few months prior because she “had met a guy who lost maybe 40 or 50 pounds doing 

that.” Monica, on the other hand, is not trying to lose weight but maintain her weight—

which meets the CDC obesity grade II criteria—and does so by regularly weighing 

herself and increasing her water consumption, as needed.  

While there are many ways a mother’s mindfulness for the healthfulness of food 

can affect the daughter’s everyday dietary practices (i.e., role modeling, 

communication), one of the best ways this was observed in this study was by examining 
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patterns in proportion of foods from health-promoting sub-food group categories 

consumed by the daughter when it was prepared by the mother (or in Gabrielle’s case, 

the main household food provider who is receptive to Gail’s food directions and 

perspectives). Not only did Gabrielle and Brianna demonstrate the highest rates of 

consuming food prepared by the household food provider/mother among the cases (34% 

of Gabrielle’s 47 food consumption occurrences and 22.6% of Brianna’s 31 food 

consumption occurrences), but of those consumption occurrences they also 

demonstrated the highest proportions of foods from health-promoting sub-food group 

categories (Gabrielle=54.4% and Brianna=71.4%). Thus, Trinity and Jordan both have 

fewer consumption occurrences of foods prepared by their mothers (Trinity= 19.5% of 41 

food consumption occurrences; Jordan= 7.4% of 56 food consumption occurrences), and 

when prepared less than half of their foods consumed are considered health-promoting 

(Trinity=40% and Jordan= 16.5%). 

4.4.2.4 Factor 3: Daughter Agreement, Acceptance, and Accommodation to Household 
Food 

The third factor that must be present to sufficiently explain the presence of a 

primarily health-promoting food consumption profile among daughters, is the daughter’s 

own degree of agreement, acceptance, and accommodation to the household food 

environment. Her degree of these feelings can be assessed through a number of her 

behaviors along with her perspectives (See Table 14). Daughters who agree with what 

food is available and prepared will make comments like Brianna, such as “I love the 
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food my mother cooks” and “we all eat the same thing.” Similarly, some daughters will 

describe that they are fine with what food their mother prepares and her decisions of 

whether to prepare food at home or acquire from a fast food restaurant.  However, for 

Trinity, there were several characteristics of the household food environment she did 

not agree with, such as the lack of soda and having to repeat leftovers as often as 

required. Further, as observed by Cheryl, Trinity will modify (i.e., add sugar to a diet 

industry shake) or resist (i.e., Cheryl explaining “I have to make [Trinity] eat it”) any 

household food she does not agree with.  

Table 14: Daughter Agreement, Acceptance, and Accommodation to Household Food 

 Gabrielle Brianna Trinity Jordan 
High levels of agreement with household food 
environment 

Yes Yes No Yes 

Limited complaining Yes Yes Partial 
evidence Yes 

Limited reports of being “picky” Yes No Yes Partial 
evidence 

Limited use of persuasion tactics (i.e., persistent 
requesting, manipulating) Yes Yes No Yes 

High levels of acceptance and/or accommodation 
to other household members’ preferences and/or 
expectations 

Yes Yes No Yes 

No reports of sneaking, hiding, or lying about 
food 

Yes Yes No Yes 

 

Another characteristic of daughters who agree, accept, and/or accommodate to 

the household food environment is limited complaining observed by mom. Monica, 

Gail, nor Mande reported complaining from Jordan, Gabrielle, and Brianna, and as Gail 

describes, “we must really be blessed. We just don’t have a whole lot of complaining 
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about [food] going on.” Though not a frequent occurrence, Cheryl does explain she 

sometimes hears complaining from Trinity, and it is most commonly regarding the lack 

of snack foods in the home. 

An additional feature that helps to assess the level of acceptance of 

accommodation a daughter demonstrates to the household food environment is whether 

the daughter is described as having “picky” and or selective food preferences. Both 

Trinity and Gabrielle were never described by their mothers as being a “picky” or 

“selective.” However, Mande perceives that the “pickiest eater” in her household is 

between her 6-year-old daughter and Brianna. Multiple times Mande described Brianna 

as “a really picky eater when it comes to eating.” Varyingly, Monica explains that Jordan 

is “a lot less picky [than when she was younger]. I’m not gonna say she’s not picky, but 

she’s a lot less picky.” 

Most of the daughters were described by their mothers as requesting food 

preferences, but not employing tactics of coaxing or unrelenting persistence to obtain 

their requested food. As Monica described of Jordan, “she may ask if I can buy cheese 

puffs one day when I’m going to the store. Or popcorn. And I tend to do it because she 

doesn’t ask for [foods] very often.” Contrastingly, Cheryl described several instances of 

Trinity trying to coax her mother into acquiring one of her food preferences. For 

instance, Cheryl will hear “we haven’t had this in a while” or “doesn’t this look good, 

Mom?”  Even Trinity admits persuading her mother and step-dad and describes, 
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“Yesterday I was bugging my dad about ice cream like the whole weekend. And then 

my mom was like, ‘Okay, Trinity. Just get the ice cream. Just get the ice cream so you can 

be quiet.’ We got two quarts of ice cream, so I’m happy.” 

 Though most of these daughters agreed with a high amount of the household 

foods prepared and acquired, at times they did not. Thus, an additional feature of this 

factor is a daughter who demonstrates high levels of acceptance and/or accommodation 

to preferences of other household members and/or the expectations placed on them by 

household members about food consumption. For instance, Brianna mentioned that her 

mother had in the past year “cut down on like fast foods and junk foods,” and while 

Brianna does not always enjoy the changes, she has adapted—as Mande observes 

“Brianna used to be bad. Brianna cannot stand to drink water, but now…I don’t know if 

it’s because she has no other choice, but even when there was like Hawaiian Punch in 

[the refrigerator] she drank the water.” Some mothers were so aware of the degree of 

accommodation their daughters demonstrate for their preferences, they will not share 

their preferences; as Monica explained the reason she was whispering in her interview 

about not enjoying Zaxby’s food is “cause if [Jordan] hears it, then she’s gonna stop 

going and she likes it… [She’ll stop] cause I don’t like it…she doesn’t want me to have to 

eat something that I don’t like. So she won’t go.” For Trinity, she was unable to accept or 

adapt to the expectations set on her food consumption by Cheryl. Instead, Trinity would 

either resist or find other ways to work around the expectation. Sometimes her 
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resistance was shown in mild ways such as giving Cheryl “a little puppy dog face” 

when Cheryl tells her to “slow down” and not eat fast, and at other times it was by 

ignoring what Cheryl wanted her to do.  

Likely, one of the most significant ways a daughter demonstrates her degree of 

acceptance and accommodation to the household food environment is by not feeling like 

she needs to sneak, hide, or lie about food. Neither Gail nor Mande (mothers) mentioned 

any of these behaviors about Gabrielle and Brianna (daughters). While Monica and 

Jordan both mentioned Jordan’s history of sneaking food when she was younger, “she’s 

not…hiding anything anymore.” Contrastingly, Cheryl had numerous reports of Trinity 

sneaking and hiding food, such as multiple packs of fruit snacks, packs of Ritz crackers, 

and an entire pack of pepperoni. Most commonly Cheryl finds this out by finding empty 

wrappers in her bedroom or stuffed in a chair. Additionally, Cheryl believes that Trinity 

will lie about the food that she says she consumes and does not consume, as she 

explains, “she doesn’t really like fruits and vegetables. She says she eats them at school, 

but I really don’t believe she eats it. Cause she doesn’t eat ‘em at home… ‘how are you 

eating them at school and you don’t eat them at home?’” 

How this factor relates to producing a health-promoting food consumption profile 

among the daughter is largely dependent on the household food environment created 

through the first two factors—availability and willingness of a household member to 

acquire, plan, and prepare food and a mother’s mindfulness of the healthfulness of food. 
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If both of these factors produce a household food environment that is primarily health-

promoting, then if a daughter is accepting, agreeing, and/or accommodating of this 

environment a primarily health-promoting food consumption profile among the daughter 

will be present, as is the case with Gabrielle and Brianna. If, however, the household 

food environment is not health-promoting, then even if a daughter is agreeable with the 

environment the presence of a health-promoting food consumption profile among the 

daughter is unlikely (as is the case with Jordan).  

4.4.3 Mother, Daughter, and Household Factors Contributing to the 
Daughter’s Everyday Dietary Practices Related to Fulfillment 

Identifying the contributors to everyday dietary practices related to nourishment 

can help to improve a persons’ overall well-being related to food. However, as previously 

mentioned, it is plausible that what and when food is consumed—based primarily 

dietary guidelines and scientific evidence the relates food consumption to physical 

health—is not all that matters for an entire person’s well-being related to food. This is 

particularly accurate, as the daughter’s own view of whether a dietary practice or food 

experience is “good” or “desired” is neglected and ignored (Haybron, 2011). Thus, 

considering other aspects that contribute to one’s well-being around food is essential.  

A daughter’s everyday dietary practices related to fulfillment is such an 

additional area worth exploring. In this outcome, the focus goes beyond that of 

nourishment—which viewed dietary practices as only a determinant of physical health—

and instead considers the centrality that food has in social life, pleasure, and our social 
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values and commitments. In this outcome, the degree of contentment and satisfaction a 

daughter experiences in her everyday dietary practices, including consumption 

acquisition, preparation, planning, and cleanup, is the primary concern.  

To explore a daughter’s fulfillment related to her everyday dietary practices and 

food experiences, it is essential to understand how she primarily views the meaning of 

food and observing this across two common though potentially conflicting meanings 

attached to food is helpful. On one side of the spectrum, is the meaning of food as a 

comfort, pleasure, and/or enjoyment, and on the other side of the spectrum is the 

meaning of food as potentially harmful with potential physical health risks—a 

perspective causing various levels of anxiety and guilt when it is consumed (Coveney, 

2000; Lindsay, 2010). While comparing this primary food meaning to the daughter’s 

food consumption profile may provide some insight into her fulfillment, it does not 

describe the role the mother-daughter relationship or other household features play in 

contributing to her fulfillment in her daily food experiences. Thus, examining the 

mother’s primarily held food meaning and whether it aligns with the daughter’s will 

help to illuminate the role of the mother-daughter relationship in this outcome.  

Further, while the way food is viewed and the choices made to consume food are 

deeply personal, they remain “shaped by social conditions and social relationships in 

important ways” (Lindsay, 2010, p. 484). Food is a social phenomenon, and 

understanding how much one values their everyday social commitments and 
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relationships in these food experiences is important to understanding their degree of 

fulfillment in their daily food experiences. Moreover, examining how this compares to 

the values held by others in their daily social relationships may illuminate important 

variations in how fulfilled one can feel. Therefore, daughters’ and mothers’ primary 

orientations to maintaining, prioritizing, and/or valuing social commitments in their 

food experiences versus not maintaining, prioritizing, and/or valuing commitments and 

whether these align is also examined.   

Because daughters’ everyday dietary practices related to fulfillment are highly-

nuanced and contextually-bound, a different cross-case comparison approach is 

required than that used for the nourishment findings. Instead of examining for the 

presence or absence of specified factors and their various characteristics, this cross-case 

comparison is best performed by keeping the case description and its unique context 

intact. Thus, a short summary of each case’s within-case analysis is provided below. The 

results section then concludes with a cross-case narrative comparing cases across both 

outcomes of daughter’s everyday dietary practices related to nourishment and fulfillment. 

4.4.3.1 Gabrielle (Daughter) and Gail (Mother) 

In examining the meanings about food held by Gabrielle and Gail distinct 

differences are observed. On occasion, Gabrielle describes food as a source of potential 

risk, such as certain food is considered “unhealthy” and “if you overuse it then it could 

be bad for your health;” however, the majority of her expressions view food as 
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connected to people she cares about and how that connection makes her food 

experiences a source of comfort and pleasure. For instance, one of Gabrielle’s favorite 

foods is cabbage because “my mom makes it and my grandma makes it and it’s just 

really good whenever both of them make it.” In effect, most of Gabrielle’s favorite foods 

were connected to people, and she frequently associated people in her life with some of 

their favorite foods—such as identifying two of her mother’s top four favorite foods 

(black eyed peas and cabbage). Similarly, Gabrielle places high value on her father’s 

food preparation and how it is a source of energy, enjoyment, and comfort after she 

arrives home from evening dance classes exhausted, “when I get home then I can smell 

food and it makes it all better.”  

From Gail’s descriptions, it is apparent she primarily views food from a risk 

perspective and its ability to potentially harm her and other’s health. For example, Gail 

was consistently adamant that foods, such as fast food and fried food, “is just not 

healthy.” Similarly, on the occasion Gail would consume food she classifies as 

“unhealthy,” such as Pringles and pizza, she would describe these experiences in terms 

of guilt, as it is an experience “off the beaten path” and “off my goal and target.”  

In terms of the importance of maintaining daily social relationships and 

commitments in everyday food experiences, Gabrielle highly values these commitments. 

For instance, Gabrielle’s favorite food memory is “whenever we [my mother, sister, and 

father] all eat together. I like it when we do that ‘cause we get to see everybody,” 
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particularly “cause we don’t’ get to do that a whole lot.” Likewise, Gabrielle will 

frequently describe instances of prioritizing her social relationships through honoring 

their particular preferences and/or values, such as consuming her sister’s preferred type 

of macaroni and cheese (Kraft) over her own (Velveeta); avoiding pork consumption to 

respect her father’s religious practice; and following the food consumption and cleanup 

rules and expectations, valuing cleanliness and organization, placed on her by Gail.  

For Gail, maintaining social relationships around food is less valued and as a 

result little is done to maintain these in her household food experiences. Every night 

Gail consumes her dinner in her bedroom, while Gabrielle and her sister sit at the dining 

room table, and Gabrielle’s father sits in the living room. Gail explains, “I just have some 

downtime. For a few minutes I’m undisturbed.” As a result, the family rarely consumes 

food together, except on special occasions, because, as Gail explains, Gabrielle’s father 

“mandates it”—an experience Gail does not find enjoyable as “it’s more rigid.” Despite 

not desiring or enjoying food consumption with her family, Gail does feel “a little 

guilty” and “selfish” for not eating with them, because “I don’t wanna disappoint 

them.” Yet at the same time Gail explains that she feels “relaxing in my bed and 

watching TV while I eat…[is] not bad either” and clarifies “as long as they [my family] 

don’t make me feel bad about it, I’m good.”  

As demonstrated in Figure 9, Gabrielle and Gail have diverging views on the 

meaning of food and the importance of maintaining social relationships in their food 
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experiences. It is important to understand that this divergence does not consider one 

person as “right” and the other “wrong,” but that these views are simply incompatible 

and as a result someone inevitably has desires unmet. In this case, Gabrielle’s desires to  

 

Figure 9: Gabrielle and Gail’s Food Views and Values 

share food experiences with her mother is entirely unmet, as Gabrielle explains the 

person she would like to be with more often during her food experiences is her 

“Mom…I like hanging out with her.” However, Gabrielle’s fulfillment with her food 

experiences is not entirely absent, as she consumes all her meals at home with her sister 

and enjoys her company—particularly since Gabrielle’s least favorite food consumption 

experience is when she is eating “by myself…it’s not fun. Just sitting there” “without 

someone else to talk to.” 

In addition to examining the presence of divergence or agreement in food 

meanings and social values, it is also critical to consider the reasons why Gail may or 

may not be able to meet Gabrielle’s desires for her food experiences. Likely, one of the 
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greatest contributors to Gail being unable to prioritize her household’s social 

relationships around food is because of the amount of pressure and stress she 

experiences every day in her job. As Gail noted, “when we first moved into the house, 

we all used to sit at that [dining room] table;” however, since they moved into their 

home, Gail has received multiple job promotions resulting in increased responsibilities, 

a work environment that has a “continuous level of stress,” and longer workdays 

ranging from 10-12 hours a day five days a week. For Gail, she has equated many of the 

changes in her work to how it influences her own food consumption, health, and weight; 

yet, it appears these work changes also have important implications for her ability to 

prioritize social commitments with eating.  

4.4.3.2 Brianna (Daughter) and Mande (Mother) 

In examining the meanings about food held by Brianna and Mande, many 

similarities are observed. While not identical both Brianna and Mande demonstrate 

greater orientations to viewing food as potentially harmful with physical consequences. 

As Brianna describes, “we used to always eat like bad stuff and I used to feel like more 

lazier and stuff” and “now I know like what’s good to eat and what’s bad to eat.” Mande 

demonstrates her primary orientation to this meaning by commonly sharing statements, 

such as “pasta itself is not good for me,” “I think about [the fast food I used to eat] 

now…all the grease and everything it’s just disgusting,” “it wasn’t healthy at all,” and 

“all those carbs is just terrible.” Additionally, both Brianna and Mande view the amount 
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of food consumed as also having health consequences and share their feelings of guilt 

and anxiety when they engage in this practice—“I know it’s kind of bad but like 

sometimes when I’m full I still keep eating” (Brianna) and “just greedy I guess…I mean 

because I can say that for myself…I definitely eat more than I probably should eat at 

times” (Mande). While they are similar in framing food this way, it is clear Mande more 

consistently frames food from this meaning than Brianna. 

 In terms of the relative value each sees for maintaining social relationships and 

commitments around foods, both are nearly identical in placing high value and 

prioritization in maintaining these. One of the facilitators that helps them possess 

aligning values is because they both enjoy similar social aspects in their food 

experiences. For example, Brianna describes “my favorite part of eating…is like being 

together…like sitting at the table with a full table.” This is also Mande’s favorite part of 

eating “cause we’ll sit down. We’ll talk about something or laugh about something.” In 

addition to enjoying the experiences of consuming food together and enjoying similar 

foods, such as Red Robin’s burgers, they also enjoy acquiring food together. Brianna is 

always the first in the household willing to go with Mande, and as a result Mande 

identifies the grocery store as a place of importance and value to her “cause that’s kind 

of when me and Brianna get together…everybody else don’t really like to go. So that’s 

kinda a lot of the time—when we spend a lot of time together.”  
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Additionally, both Brianna and Mande demonstrate their high value for social 

commitments in their everyday food experiences through differing approaches. For the 

past several months Mande has been making household food changes to modify the 

household’s food consumption. While Brianna would not have preferred to make all of 

the changes, she consistently supports and agrees with them out of the deep respect and 

admiration she holds for her mother. This respect is reciprocated by Mande, as even 

with making household changes she consistently prioritizes and accommodates in some 

way each of her loved ones preferences for food. At times, she demonstrates this 

through preparing their favorite foods at holiday dinners, and at others it is changing 

her food desires to match the food restaurant her children have selected. Even when the 

food preference is at odds with Mande’s value of consuming “healthy” foods, she will 

find a solution—“I have to make sure I incorporate something that Brianna likes. Cause 

she’s really not a big vegetable person… She don’t like the zucchini and squash so I have 

to I guess make baked beans. You know something—I have to make sure there’s a 

vegetable of some type in there for her to eat…that she likes.” While, at times, both 

Brianna and Mande do not prioritize social relationships first (i.e., when Brianna naps 

during family dinner, when Mande becomes impatient with Brianna’s lack of confidence 

and disinterest with learning to prepare food), these experiences are few and far 

between.  
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Thus, from Figure 10, it is quite evident that the views and values Brianna and 

Mande prioritize the most are highly aligned. Because of demonstrating such similar 

values it is unsurprising that Brianna experiences such high levels of satisfaction and 

fulfillment with her food experiences. While there are likely many facilitators to this 

outcome, one of the greatest is the type of relationship Brianna and Mande possess 

 

Figure 10: Brianna and Mande’s Food Views and Values 

overall—one with great affection (Mande describes that Brianna “is really my best 

friend, really—next to my mom”) and great similarity (Brianna describes “we’re 

basically like one person”). With these traits, both not only enjoy spending time together 

no matter the experience (i.e., Brianna helping her mom, Mande, each week with 

Mande’s homework), but are frequently willing, able, and comfortable accommodating 

each other’s preferences and desires on the occasional instance they differ.  
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4.4.3.3 Trinity (Daughter) and Cheryl (Mother) 

For Trinity and Cheryl, their primary meanings held about food and abilities and 

desires to maintain social commitments in food experiences largely diverge (See Figure 

11). Trinity mainly views food as something that brings pleasure, enjoyment, and 

comfort, explaining that to her the way somebody consumes food can express “’I’m sad’ 

or ‘I’m happy’ or it’s like emotions they’re feeling—that’s how they eat.”  Even non-food 

items during her food experiences, such as the living room chair she regularly sits in to 

consume dinner, make her feel “comfortable, relaxed.” Trinity rarely speaks about food 

from a perspective of risk, and on the occasional occurrence she does, she only considers 

the amount and not the type of food as having risk. These views differ from Cheryl, who 

often finds herself caught in between competing views of food being both a comfort and 

a risk. At times, Cheryl will demonstrate how these views are difficult for her to 

navigate, “Like I’ll say [to Trinity and the rest of the family], ‘We need to start eating like 

fruits and vegetables instead of chips and cookies.’ You know cause I love cookies—

that’s my weakness” and “You know I like my Twix and my cookies and you know 

sometimes Reese’s Cups and stuff like that. But I don’t eat a whole lot of chips.” While 

Cheryl consistently views food from both meanings, she leans more towards viewing 

food from a risk perspective and demonstrates this through the ways she discusses food 

with Trinity and by regularly reading dietary recommendations—“I read a lot of 

different things…as far as eating… like what’s good to eat, what’s not good to eat.”  
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Figure 11: Trinity and Cheryl’s Food Views and Values 

In terms of social commitments, Trinity places high value on maintaining social 

relationships and commitments. For instance, when asked why her favorite food 

memory was celebrating her previous birthdays with her family she explains, “that’s the 

number one thing in my heart—that I love with my family. Cause my family’s there—

when we’re all together [my biological dad’s side and my mom’s side]. And that’s 

mostly the only time we’re all getting along together. So I just love that.” Similarly, 

Trinity repeatedly connected people to food and explained that the reason Cheryl’s 

mother is one of her favorite people to consume food with is “because we have an actual 

conversation. Like we talk when we are eating.” 

This sharply contrasts to the experiences Trinity has with her mother during food 

consumption, as Trinity describes “[Me and my mom] didn’t talk. We just ate…my mom 

and [step] dad talk when we’re eating. I just sit there.” At other times, Trinity explains 

that during dinner “my mom is asleep and she doesn’t want to get up yet” or she’s “on 
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her phone while she’s eating. Mostly on her phone.” Moreover, many of the statements 

made by Cheryl to Trinity involves directions and restrictions, such as “slow down” and 

“you’ve eaten enough.” As a result, Cheryl demonstrates an inability to consistently 

maintain social relationships and commitments to Trinity when they consume food.   

Correspondingly, Cheryl explains that she and Trinity rarely have meals one-on-

one and that these have only occurred twice since moving to North Carolina a year ago. 

As Cheryl explains, “[Trinity] always says [she and I] don’t do a lot of things together or 

a lot of times she gets home from school and we’ve [my husband, 3-year-old daughter, 

and 2 year-old son] already done stuff. So I kind of wanted to try to do that more often 

with her. So I said ‘Okay we’ll try to do something at least once a week, just you and 

me.’” While this was Cheryl’s goal and Cheryl observed Trinity “was happy… 

giggling... talking” and “enjoyed” their last one-on-one meal, Cheryl has been unable to 

provide another experience for more than five months.  

Despite Cheryl being unable to prioritize her social relationship with Trinity 

during food consumption, Cheryl attempts to maintain her social commitment to Trinity 

through other approaches. For instance, Cheryl describes that she frequently will “give 

in” to Trinity’s food requests. Sometimes this is allowing Trinity to consume additional 

candy and cheesecake beyond the original limit Cheryl set for Trinity to other times 

acquiring the food Trinity wants. However, Cheryl is inconsistent in the times she 

accommodates Trinity’s desires, as Trinity observed at a recent interaction when asking 
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Cheryl for another sandwich Cheryl handed Trinity her sandwich and said, “’Please eat. 

I’ll make another one.’…I love how she did that cause she normally if I ask for 

something, she’s like ‘Make it yourself.’ But she just gave it to me.”  

The reasons Cheryl is unable to consistently maintain her social commitments to 

Trinity during food experiences is multi-fold. First, Cheryl’s attention is constantly 

pulled from Trinity to Trinity’s 2-year-old brother and 3-year-old sister who, as Cheryl 

describes, are “just all over the place….food is all over the high chairs…they are just 

looking around at everything.” Additionally, Cheryl works weekend night shift—the 

only time every week that Trinity is not in school. As a result, Trinity is limited to 

spending time with her mother Monday-Thursday evenings, whereas the rest of the 

household is able to spend significant portions of time together (as Cheryl’s husband 

spent most of the year in North Carolina not employed). Moreover, Cheryl may be 

entirely unaware of how Trinity feels about their restricted time, the move, and her 

satisfaction with their food experiences, as Trinity explains, “I don’t really express my 

feelings…I just like keep my stuff to myself. So I won’t cause a problem….cause when I 

end up saying something like how I feel, my mom is like, ‘okay.’ More pressure on her. I 

don’t want too much pressure on her cause she has to work and on the weekends she’s 

tired and then my dad doesn’t really help that much and then my brother and sister. So 

I’m like, ‘I might be a little bit too much.’ So I just end up just keeping everything to 

myself.”  
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4.4.3.4 Jordan (Daughter) and Monica (Mother) 

In examining the meanings primarily ascribed to food by Jordan and Monica, 

many similarities are apparent. Both Jordan and Monica view food consumed primarily 

as a source of comfort, pleasure, and/or enjoyment. Few if any views are expressed 

about food being potentially harmful, and instead both express extensive enjoyment 

over Italian foods and pasta, as Monica explains “we’re both big Carb eaters.” For 

instance some of this delight is observed in how they communicate to each other about 

food, as Monica proudly announced to Jordan “I brought you a present from lunch” 

(bread from The Cheesecake Factory) and moments after Jordan extensively thanked 

Monica she exclaimed, “I just got the best idea… I’m gonna heat up some tortellini and 

put the bread in it. Oh it’s gonna be so good!” Similarly, Monica shares that she is a 

stress eater and has observed Jordan engage in similar behavior; however, Monica 

specifies “it’s nothing bad,” as long as they both are aware.  

Comfort and familiarity also appear to be very important to Jordan and Monica, 

as both describe that they “tend to get the same foods.” Similarly, both can predict what 

the other one will order at a restaurant and occasionally it will be the same dish they 

also choose to order. Moreover, both describe in great detail many of the other food 

experiences that bring them joy and comfort, such as annually baking Christmas cookies 

together and their large familial Thanksgiving gathering they attend every year.  
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Similar to the aligning views on the meaning of food, both Jordan and Monica 

describe placing high value on maintaining social relationships and commitments in 

their food experiences. One way they demonstrate this is through the numerous food 

experiences they socially share. Unless Jordan has an over-abundance of homework, as 

Monica explains “at some point [every evening] we have dinner…we always eat 

together,” and as Jordan explains, “[food] does bring us together, like cause that really is 

the only time we have—like we eat dinner together even if it’s like a cheeseburger on a 

drive.” Even their boundaries of food are fairly relaxed as at every meal Jordan will “get 

a forkful of [my food] just because she has to eat some of my food.” Likewise, they share 

some food preparation and cleanup activities as Jordan describes, “We tag-team…when 

[Mom will] call me for dinner, I’ll come downstairs. She’s making the plates, while I get 

the salad, the dressings, the forks, napkins.”  While Jordan no longer acquires food for 

the household with Monica through grocery shopping, Monica explains Jordan will 

“run in for me to pick up like if we need milk” and together they make a grocery list.  

Monica appears keenly oriented to Jordan’s preferences and describes honoring 

her preferences as it makes her lack of interest in food preparation that much more 

tolerable—“I try to fix things I know [Jordan] likes—fix things I know she’ll eat. 

Especially since I don’t like to cook anyway. I don’t want to fix something and then…her 

not eat it. Cause then we’re both screwed.” Monica also accommodates Jordan, by 

providing options to her on most evenings. “I’ll say [to Jordan], ‘Okay, I can do this, this, 
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or this.’ And she’ll tell me which one she likes better than the other ones or hates least of 

the three. And that’s what I’ll do.” Jordan recognizes and appreciates her mother’s 

willingness to accommodate her requests and preferences, as she describes “I’d 

definitely say if like I request something, [my mom will] say, ‘Okay—if it can’t be 

tonight, how about next week or how about tomorrow?’”  

Additionally, Monica has learned over time to adapt her parental approach 

around Jordan’s personality and needs. For example, Monica describes, “I remember the 

pediatrician telling me that because [Jordan] was such a strong-willed child, I had to 

pick my battles or everything was gonna be a battle. So as long as she was eating, I 

didn’t fight with her about food.” Jordan also explains that along with her mother’s 

parenting around food evolving during her younger years, she also evolved—“I 

wouldn’t say [my mom] criticizes anything I eat. I mean she used to…I remember like 

her yelling at me cause I couldn’t eat that or like I had eaten something and then I went 

in the pantry to get something else and she said no I can’t do that…now I kinda stay 

away doing that although [now]… she doesn’t care.” Similarly, because Jordan is 

amenable to the preferences of Monica in terms of foods to consume and whether 

Monica prepares food at home or they acquire it from a fast food locale, Monica has 

modified how often she shares her preferences with Jordan. For instance, Monica 

explains, “I don’t say, ‘I don’t like this place.’ Cause then…instead of…keeping going 

[Jordan will] go that way [towards stopping] instead.” As this has happened in the past, 
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Monica has decided to accommodate Jordan not only by withholding her preference, but 

by, “I just find something that I will eat there and continue on.” 

From Figure 12 it is clear there is great alignment between Monica and Jordan in 

terms of their values and meanings held around their food experiences. Some of their 

alignment may be related to having such similar preferences across many areas of their 

life, as Jordan explains they share many similar interests and “we have a lot of 

personality traits that are the same.” However, it is also likely that their orientations to 

maintaining their social relationships is because for the past 14 years it has just been the 

 

Figure 12: Jordan and Monica’s Food Views and Values 

two of them. As a result, their relationship has evolved to one more resembling friends 

or sisters, as Monica observes “as [Jordan] gets older, it’s becoming more you know 

friends instead of parent/child.” Yet, the parent-child dynamic is still present, as Jordan 

explains in their decision making about any topic, “at the end of the day, it’s [my 

mom’s] decision.”  
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4.4.4 Summary  

In the case presentations above, diverse findings are noted across daughter’s 

everyday dietary practices related to nourishment and fulfillment. For Gabrielle and Gail, 

it is evident that Gabrielle’s dietary practices related to nourishment are primarily health-

promoting, which is sufficiently explained by the presence of all three explanatory 

configuration factors (i.e., a household member or combination of members consistently 

available and willing to prepare, acquire, and plan household foods; consistent 

mindfulness among the mother regarding the healthfulness of foods consumed and 

acquired; and consistent agreement with, accommodation to, and/or acceptance of the 

household food environment among the adolescent daughter). Yet, the dissimilar 

meanings and social values Gabrielle and Gail hold about food have important 

implications for Gabrielle’s degree of fulfillment. Thus, Gabrielle’s well-being related to food 

can be described as one with health-promoting nourishment and restricted fulfillment.  For 

Brianna and Mande, not only were all factors contributing to a health-promoting food 

consumption profile present, but both highly aligned on their meanings held about food 

and in their maintenance of social relationships in their food experiences. As a result, 

Brianna’s well-being related to food can be portrayed as one with health-promoting 

nourishment and prominent fulfillment.    

However, the opposite appeared to occur for Trinity and Cheryl. Two of the 

three factors (consistent mindfulness among the mother regarding the healthfulness of 
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food and consistent agreement with, accommodation to, and/or acceptance of the 

household food environment among the adolescent daughter) to explain a health-

promoting food consumption profile were missing, and only limited evidence existed for 

the first factor (a household member consistently available and willing to prepare, 

acquire, and plan household food). Additionally, Trinity and Cheryl demonstrated 

diverging orientations to the meaning of food and in their ability to prioritize social 

commitments in food experiences. Consequently, Trinity’s well-being related to food is one 

described as health-restraining nourishment and limited fulfillment. Finally, while two 

factors to explain a health-promoting food consumption profile are absent or limitedly 

present for Jordan and Monica, they revealed high-aligning meanings and values held 

around food. Thus Jordan’s well-being related to food can be classified as one with health 

restraining nourishment and prominent fulfillment.  

4.5 Discussion 

This mixed method, multiple case study of four Black American adolescent 

females and their mothers reveals the multiple and complex mother, daughter, and 

household contributors to everyday dietary practices. By examining daughter’s 

everyday dietary practices from two perspectives nourishment and fulfillment and 

understanding how these both contribute to a daughter’s overall wellbeing related to food, 

facilitated a holistic examination of daily dietary practices and the dynamic and varying 

outcomes that are possible. The findings suggest that depending on the outcomes of 
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interest and the way dietary practices are framed and explored can produce a diverse 

range of well-being outcomes related to food.  

While mother, daughter, and household contributors were examined and 

described separately for each outcome of interest, it is important to note that patterned 

relationships exist across the contributors to nourishment and fulfillment. For instance, 

mothers who held a primary orientation to viewing food as a source of potential harm 

and physical risk (Gail and Mande), were also the mothers who demonstrated consistent 

mindfulness regarding the healthfulness of food (Nourishment Factor 2). Similarly, cases 

where daughters agreed, accepted, and/or accommodated the household food 

environment (Nourishment Factor 3), were also the cases where the mother and 

daughter both highly valued and prioritized social relationships in their food 

experiences (Brianna and Mande, Jordan and Monica)—except in the case of Gabrielle 

and Gail. Thus, it is evident that while it is helpful to conceptually examine different 

aspects of well-being related to food, mother, daughter, and household contributors may be 

able to contribute to more than one everyday dietary practice outcome. 

Additionally, each case demonstrated a varying presentation of daughter’s well-

being related to food, which has important implications as we think about potential obesity 

interventions, dietary recommendations, and nutritional guidelines. Findings from 

Jordan and Monica’s case highlight the importance of understanding everyday dietary 

practices related to both nourishment and fulfillment. Jordan did not demonstrate a 
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primarily health-promoting food consumption profile and one sufficient (but not 

necessary) factor—consistent mindfulness regarding the healthfulness of food among 

the mother—was missing. When looking at the mother and daughter contributors to 

Jordan’s dietary practices related to fulfillment a potential reason for the missing 

nourishment factor becomes clear, as Monica demonstrated a primary orientation to 

viewing food as a source of comfort, pleasure, and enjoyment. It is reasonable to assume 

that most obesity health providers and nutritionists would feel that an intervention was 

necessary for Monica and Jordan to improve Jordan’s nourishment outcomes, which 

traditionally means patient and family education on dietary (and activity) guidelines 

associated with maintaining a normal weight status; specifically, what food is reasonable 

to consume, when foods should be consumed and avoided, along with training in 

reading nutrition labels and understanding macro- and micro-nutrients. Yet, because the 

framing of these interventions and dietary guidelines are incompatible with Monica and 

Jordan’s desires and held food meanings, any improvement in Jordan’s nourishment may 

simultaneously place her prominent fulfillment outcome at risk.  

 Thus, here is a case example of the complexity of creating nutrition interventions 

that can improve dietary practices related to nourishment and those related fulfillment.  

As Lindsay (2010) notes, there is a disconnect between the nutrition recommendations 

and guidelines we use to educate people and the ways in which people live their daily 

lives. One of the primary ways this is demonstrated is in how nutrition guidelines 
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individualize the responsibility for food consumption and health and simultaneously 

disregard people’s intimate lives with food and their various social connections around 

such experiences.  

The disconnect between everyday life and dietary guidelines stressing individual 

responsibility seems highly apparent when examining the case of Trinity and Cheryl. 

While Cheryl’s orientation towards food leans towards viewing food as potentially 

harmful, it is clear she prominently holds both discordant views of food (food as 

potentially harmful and as pleasurable). As a result, her ability to consistently be 

mindful of the healthfulness of food (Nourishment Factor 2) and potentially improve 

Trinity’s outcomes related nourishment is absent. Yet, intervening on this case and 

mother by sharing dietary recommendations and guidelines seems limited at best—as 

Cheryl already engages in some of this self-management behavior (i.e., reading dietary 

literature, using apps to help her understand which foods are considered “healthy”). 

Similarly, sharing dietary guidelines emphasizing self-control and personal 

responsibility for navigating a food landscape dominated by market-driven pressures to 

consume hedonistically and excessively, unintentionally raises anxiety, blame, shame, 

and guilt for those who are unsuccessful (Lindsay, 2010)—like Cheryl. Therefore, as 

health providers and scientists, we must ask ourselves if these harmful outcomes are the 

“side effects” we are willing to tolerate from our current dietary and obesity education 

interventions.  
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Moreover, the set of circumstances in Cheryl and Trinity’s household plays a 

critical role in understanding Cheryl’s limited ability to be dependably mindful of food’s 

healthfulness. As the family’s sole economic provider, the primary household food 

provider, flipping between day and night wake cycles, and raising two young children 

and an adolescent, Cheryl possesses a number of daily burdens on her time and energy. 

Thus, it is unsurprising that Cheryl would seek food as a source of intermission or short 

vacation from her daily demanding schedules and responsibilities—particularly given 

“food pleasures are woven into acts of caring, part of the tedium of coping with the 

economic and day-to-day necessities of work, family and relationships” (Bissell, 

Peacock, Blackburn, & Smith, 2016, p. 20). Not understanding and or addressing these 

household contextual circumstances when intervening upon Cheryl and Trinity’s 

dietary practices related to nourishment likely sets up any effort to undeniably fail.  

However, in contrast to Jordan and Trinity’s nourishment outcomes, Gabrielle 

demonstrated a primarily health-promoting food consumption profile, allowing her to 

align well with current dietary recommendations. In Gabrielle and Gail’s case, enduring 

reciprocal patterns of social interaction in the immediate household environment that 

help contribute to a daughter’s outcome of a primarily health-promoting food 

consumption profile are highlighted. Not only does Gabrielle’s home consist of a reliable 

household food provider (Nourishment Factor 1) receptive to feedback from Gail—a 

mother consistently mindful of food’s healthfulness (Nourishment Factor 2)—but 
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Gabrielle accepts the health-promoting household food environment created by Gail and 

the household food provider (Nourishment Factor 3). These repetitive patterns over time 

help Gabrielle to maintain a normal weight status and thus can be viewed as social 

interactions and processes protective of the development of obesity. However, the 

amount of time, effort, and strategies to produce a health-promoting household food 

environment are also illuminated; as in this case, two adults—both contributing in 

different yet active ways—are required to achieve such a nourishment outcome.  

While Gabrielle’s nourishment adds to her overall well-being related to food, her 

level of fulfillment indicates a different site of nutritional intervention compared to other 

cases. For Gabrielle and Gail, an intervention is needed to address the other human 

aspects of food experiences than simply what food is consumed and when. Gabrielle 

and Gail’s diverging meanings held about food along with their differing values in 

maintaining social commitments in food experiences, creates a restricted fulfillment 

outcome for Gabrielle. However, Gail’s ability to value and maintain her social 

commitments in food experiences to Gabrielle and the rest of the household are 

reasonably a product of the ever-increasing work demands placed on Gail—limiting her 

time and energy. Interestingly, this case demonstrates that having family meals in the 

traditional sense on most days is not a necessary factor to achieve or maintain a normal 

weight status for Gabrielle (Hammons & Fiese, 2011; Taveras et al., 2005); yet, its lack of 

presence does indicate important implications for her fulfillment. Thus, knowing what 
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kind or type of intervention is needed for this family that will also address the 

contextual elements of Gail’s work, at this time appears unclear.  

Among the four case presentations in this study, Brianna demonstrates the 

highest levels of overall well-being related to food, as she demonstrates both a health-

promoting food consumption profile and prominent fulfillment in her everyday dietary 

practices. Not only is Brianna’s outcome unique, but Mande’s ability to consistently 

provide household food, consistently be mindful of food’s healthfulness, and 

consistently maintain her social commitments to her family in their food experiences is 

extremely unique; particularly given Mande, as a single working mother, is able to 

accomplish this despite having restricted resources of time and money. While these 

outcomes are extraordinary, it is important we temper our expectations and hopes that 

others will be able to follow a similar resilient suit. Davis (2014) explains resiliency is 

important, as identifying what makes a person resilient and helping others to attain the 

same personal and or immediate environmental features helps individuals and/or 

families to “beat the odds” and withstand hardships. Yet, Davis (2014) also emphasizes 

that perhaps the helpfulness of resiliency has been taken too far, given “at times, it 

seems as though we have lost sight of why people need to be resilient in the first place” 

(Davis, 2014, p. 1).  

In terms of “resiliency” in one’s dietary intake, studies indicate that very few 

individuals are capable of following the daily dietary recommendations. As noted by 
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Krebs-Smith and colleagues (2010), “nearly the entire U.S. population consumes a diet 

that is not on par with recommendations” (p.1832), and similar findings are observed in 

other industrialized nations (Australian Government, 2007; Ball, Mishra, Thane, & 

Hodge, 2004). Correspondingly, rates of obesity doubling among U.S. adults and 

tripling among children and adolescents in the past 35 years (Fryar, Carroll, & Ogden, 

2014), indicate that something has changed in our environment to make cases like 

Jordan and Trinity seem like “the norm” and cases like Gabrielle and Brianna to see like 

the unique and resilient.   

Further, when considering the extraordinary inequalities in obesity among 

socially and economically marginalized populations, such as Black American females, 

the importance of examining the environment becomes dramatically apparent. With the 

highest rates of obesity, overweight, and obesity development in adolescence (Huh et 

al., 2012; Ogden et al., 2014), it is hard to ignore how the U.S. obesogenic environment is 

affecting this group in disproportionate ways. As Antin and Hunt (2012) note, the idea 

that food consumption can bring about enjoyment and pleasure is particularly relevant 

for groups, such as Black American females, “who are faced daily with multiple forms of 

discrimination as a result of their race, gender, and [in some cases] social class” (p. 862). 

Moreover, others point to the lack of historical analysis performed across racial heath 

disparities research (Chowkwanyun, 2011), which has critical implications for 

understanding the abundant socio-structural constraints (i.e., lowest wages, higher 
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likelihood of living in obesogenic environments, and higher rates of single motherhood; 

BLS, 2016; Kwate, Yau, Loh, & Williams, 2009; Morland & Filomena, 2007; U.S. Census, 

2016) that have been placed upon Black women for centuries. Therefore, a focus on 

practices related to nourishment alone and expecting Black American women and 

adolescents to (1) ignore their important food meanings and outcomes related to 

fulfillment and (2) rise above their historical and structural circumstances they find 

themselves in, appears dismally ineffective (Antin & Hunt, 2012; Bissell et al., 2016; 

Lindsay, 2010).  

Yet, what this study also provides is the view that diverse, heterogeneous 

outcomes exist among Black American females. Varied sets of food practices, 

preferences, and/or skills exist among the households, mothers, and daughters in each of 

these cases demonstrating a vast array of outcomes. Moreover, by deeply examining the 

social processes involved to produce different but related everyday dietary practice 

outcomes, helps to illuminate the complex inter-relationships that exist between mother, 

daughter, and household contributors and how these interact to produce the varied 

outcomes observed. Finally, by using the case study approach, a holistic view of a 

daughter’s everyday dietary practices was maintained helping to inform the majority of 

childhood obesity research, which commonly examines the effects of single (diet, 

activity and familial) variables, constructs, and behaviors in predicting obesity. By 

examining patterns of multiple dietary practices across weight statuses, allowed for 
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interesting features to be observed and helped to clarify that commonly recognized 

practices associated with obesity (i.e., sugar-sweetened beverage consumption, snacks 

and sweets consumption) may not have as critical a role in producing obesity in 

adolescence as previously thought. As Eysenck (1976) notes “sometimes we simply have 

to keep our eyes open and look carefully at individual cases—not in the hope of proving 

anything, but rather in the hope of learning something!” (p. 9). 

4.6 Limitations 

Despite the extensive concrete, context-dependent knowledge provided about 

the role of mother, daughter, and household contributors to daughter’s everyday dietary 

practices, some limitations remain. In one out of all 14 cases, an additional household 

member outside the mother or daughter played a central role in contributing to 

household food acquisition, planning, and preparation, and data was not directly 

collected from this member. Additionally, in terms of generalizability, this study is 

restricted to Black American adolescent females and their mothers living in North 

Carolina. Specifying the state is particularly relevant in an investigation of everyday 

food practices as food practices across the United States are importantly geographically-

informed (region, community, and state), producing extraordinary diversity in food 

preferences and practices (Williams-Forson, 2015). Unfortunately, because this aspect of 

dietary practices is frequently under-examined and under-explicated, stereotypes and 

biases are too often placed on entire racial groups. Despite generalizability being limited 
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in this one specific way, the stratified sampling approach and selecting the four cases 

strategically based on their varied presentations helped to increase the idiographic 

generalizability of this study and maximized the utility of information on the 

phenomena of interest (Flyvbjerg, 2006; Sandelowski, 2011) . 

4.7 Implications for Practice and Research 

Findings from this study offer a number of insights for health providers, 

dieticians, and nutrition and obesity scholars. First, as evidenced by the findings, a 

diverse range of everyday dietary practice outcomes contribute to one’s overall well-

being related to food. Some of these outcomes prioritize dietary practices related to 

physical health, while others highlight dietary practices related to social and emotional 

health. Without understanding of the multiple health outcomes affected by food, health 

providers and dieticians will not only experience limited effectiveness in their nutrition 

and obesity interventions, but may inadvertently cause patients potential harm (i.e., 

shame, stigma; Lindsay, 2010). Thus, it is essential for practitioners and dieticians to 

consider integrating intervention and education approaches that center on a patient’s or 

family’s strengths and avoid approaches “proselytizing based on universal assumptions 

about good food” (Guthman, 2008, p. 395). Further, it is important that we understand 

that while we, as health professionals, want the “best” physical health outcomes for our 

patients, these outcomes may not be what “is best” for each individual patient. Simply, 

our desires and views cannot trump our patients’.  
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Further, it is necessary that we begin to identify approaches that can facilitate the 

presence of factors producing both a health-promoting food consumption profile and 

prominent fulfillment among Black American adolescent females. While beneficial to 

addressing a more holistic view of well-being related to food, these approaches are 

however limited to tackling the factors and characteristics of individuals and 

households—and not necessarily the underlying factors contributing to Black American 

female’s disproportionate obesity burden. To resolve their unequal prevalence requires 

that the larger structural, cultural, economic, and historical barriers contributing to their 

disproportionate burden be identified, named, and, most importantly, addressed.  

Finally, work is profoundly needed to understand how we can begin to create 

U.S. food environments that supports and promotes a mother’s mindfulness of the 

healthfulness of food without simultaneously stripping individuals of their self-

determination. Intimately collaborating with the population and community groups we 

aim to help to develop interventions and research investigations, may be one way to 

address this important need. Noticeably, none of these questions or recommendations 

are easy to answer or implement. However, creating space and opportunity for more 

holistic and inclusive views and approaches that incorporates the full human experience 

with food appears to be an essential way to begin to address obesity among this specific 

population and the nation.   



 

  186  

4.8 Conclusion 

The everyday dietary practices—food consumption, acquisition, preparation, 

and planning—among Black American adolescent females are fashioned by a complex 

and dynamic set of mother, daughter, and household contributors that are contextually-

bound. Investigations that help to illuminate concrete, context-dependent knowledge, as 

performed here, are a critical part of the scientific evidence for any public or social 

health challenge. Thus, when research from a range of methodologies are not only 

accepted but incorporated to inform interventions and public policies, we just might 

finally be able to create effective obesity interventions that not only improve our goals of 

physical health but that correspond with the lived experiences of our patients. 
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5. Dissertation Conclusion 

5.1 Introduction 

This dissertation aimed to advance understanding of the contributors to obesity 

among Black American adolescent females—particularly examining the role social 

influences from the household and mother play in their everyday dietary practices. To 

achieve this overall goal, certain approaches were used to guide the work in each of the 

dissertation’s projects and investigations. An inclusive and holistic approach, for 

example, was taken to inform the literature review conducted in Chapter 2, by creating 

few if any exclusionary rules regarding the content and types of research included, and 

in the study conducted in Chapter 4, by examining other aspects that constitute a 

person’s overall well-being and health as it relates to food.  Additionally, an approach 

favoring depth (i.e., multiple case study) was required in Chapter 4 to reveal novel and 

essential information for explaining why certain family variables previously identified 

in the literature are associated with certain dietary practices among the adolescent 

daughters.  

Overall, findings from this dissertation offer a number of new and interesting 

insights. Some of these include new awareness about: the quality and availability of 

literature examining factors associated with obesity and overweight among Black 

American adolescent females; the diverse types of social influences occurring from 

parents to adolescent daughters with obesity and from children to mothers during food 
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experiences; and the complex and nuanced ways patterned interactions among 

household members, mothers, and daughters create a diverse range of everyday dietary 

practice outcomes among Black American adolescent females. A summary of the specific 

and relevant findings to each chapter are highlighted below followed by 

recommendations for future research, practice, and policy. 

5.2 Systematic Literature Review: Factors related to Obesity 
among Black American Adolescent Females 

Conclusions from the systematic literature review revealed a number of valuable 

understandings regarding the obesity literature available for Black American adolescent 

females. Primarily, a restricted volume of literature exists that specifies the role of 

certain individual, interpersonal, community, and societal factors in contributing to 

obesity among Black American adolescent females. While a vast aggregate of obesity 

literature abounds, many of these findings examine only one leading category of social 

position, such as examining findings by race or by gender, and do not consider how 

these may vary when both race and gender are simultaneous considered (Bauer, 2014; 

Hancock, 2007). Moreover, relevant literature is further constricted when age is also 

considered, as the review aimed to examine the factors that relate to obesity during the 

developmental period of adolescence. 

Of the literature reporting findings specific to Black American adolescent 

females, the large majority explored proximal factors of obesity and overweight, such as 

individual behaviors and psychosocial perceptions. Despite this being the primary focus 
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of the available literature, many individual-level factors (i.e., food types, macronutrients, 

sedentary activity, and sleep practices) associated with obesity in other populations 

groups were either inconclusive among Black American adolescent females or a limited 

number of investigations existed. The findings were further indeterminate when 

examining more distal factors, such as interpersonal, community, and societal factors. 

Thus, while the results helped to indicate some potentially relevant lines of inquiry—

which were examined in the study conducted in Chapter 4—in general, a significant gap 

remains in recognizing the factors associated with obesity and overweight among Black 

adolescent females. 

5.3 Interpersonal Social Influences on Dietary Practices: The 
Role of Reciprocal Relationships between Parents and Children 

In the first investigation conducted for this dissertation, focus groups were held 

among a sample of multi-ethnic adolescent females with obesity and their mothers to 

discuss social influences on their everyday dietary practices. By initially exploring these 

interpersonal social influences from the relationship participants’ identified as most 

influential, a number of important features were observed. First, adolescent females 

identified parents, primarily mothers, as the most influential relationship on their 

everyday food consumption, acquisition, and preparation practices, and identified a 

diverse and extensive variety of influences ranging from supportive and cultivating to 

overlooking and tempting. Additionally, mothers perceived that children were the most 

influential relationship on their daily practices of food acquisition, preparation, and 
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consumption—highlighting a number of intentional approaches children use to 

influence the types of foods their mothers would prepare and acquire and ultimately 

influencing what their mothers would also consume.  

Of distinct significance, was the child-to-parent influences described by the 

mothers of adolescent females with obesity. Revealing the influences these mothers 

experienced from their children advances the understanding of the reciprocal social 

dynamics occurring within these relationships, which is often overlooked in the 

childhood obesity literature. Examining the ways children actively contribute to their 

environments is essential to understanding how children by socially influencing their 

parents ultimately affect the foods available to them to consume. Yet, given the 

methodological approach used in this study, findings could only provide and describe 

the types of social influences occurring, and could not help to illuminate which parent 

and child influences consistently occur together or why certain influences occurred. 

5.4 Mother, Daughter, and Household Contributors to Everyday 
Dietary Practices among Black American Adolescent Females 

The work conducted in Chapter 3 was essential to informing the data collection 

for the study conducted in Chapter 4, which aimed to deeply understand the reciprocal 

patterns of everyday interactions between Black adolescent females, their mothers, and 

other household members and how these cooperatively contributed to various outcomes 

of the daughter’s everyday dietary practices. The findings from this investigation 

illuminated the unique and diverse outcomes possible depending on the household, 
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mother, and daughter contributors present for each case and helped to illustrate what 

Flyvbjerg (2006) refers to as context-dependent knowledge necessary to understanding 

human behavior. Behavior, such as everyday dietary practices, “cannot be meaningfully 

understood as simply the rule-governed acts found at the lowest levels of the learning 

process and in much theory” (p. 223), and given that a predictive theory in social science 

does not and probably cannot exist, highlights the necessity of work that can elucidate 

concrete, particular, context-dependent knowledge (Flyvbjerg, 2006).  

The findings from this study demonstrate the importance of considering: the way 

researchers frame what is considered “good” for a person, group, or population; the 

other areas of dietary practices that deserve attention—past simply what, when and how 

much food is consumed—to understand (and increase) overall well-being in food 

experiences among adolescent females; and, the complex relationship and household 

processes at play that can contribute to adolescent daughters’ dietary behavior and 

experiences. Further, this study helps to clarify the value of closely examining why 

certain contributors or factors that may aid a daughter in consuming “healthy” food are 

absent. Simply telling parents and families that certain contributors and factors need to 

be present does not address the social inequalities and structural barriers mothers and 

other household food providers may face every day. 
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5.5 Implications for Research 

There are a number of important implications the findings from this dissertation 

indicate for future research. The first is remedying the enormous gap that exists in 

understanding the factors that contribute to obesity and overweight among Black 

adolescent females. Not examining population groups at the intersection of their unique 

social locations—particularly those reflecting systems of privilege and oppression at the 

social-structural level (Bowleg, 2012)—impairs “efforts to understand the health of 

people whose lives cut across these diverse realms of experiences” (Krieger, 1993, p.99). 

Therefore, wide opportunity exists to better understand the intervenable factors 

contributing to obesity and overweight among Black American adolescent females and 

help to creating more effective individual, family, community, and societal 

interventions.  

Additionally, by contextualizing the daughter’s everyday dietary practice 

outcomes and mother, daughter, and household contributors—both present and absent 

within each case—helped to elucidate critical circumstances contributing to their 

presence and/or absence. The majority of these circumstances (e.g., work responsibilities 

and opportunities, work shifts, child care) operate and function outside of the full 

controls and abilities of the household and family unit; yet, they have profound 

consequences for the amount of resources (e.g., time, money, energy) necessary to 

navigate the U.S. obesity-promoting food industry and create a “healthy” home food 
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environment for themselves and their families. In fact, it is likely that addressing the 

socio-structural barriers to these resources and identifying why these barriers occur 

more frequently among Black American females is what will most effectively begin to 

resolve their disproportionate burden of obesity.  

Lastly, it is hoped that by illuminating the unique contributions the studies in 

Chapter 3 and 4 provided, that the value of a range of methodologies will be more 

accepted and employed among nutrition and obesity researchers. Currently, the 

childhood obesity literature is heavily favored towards large samples and quantitative 

approaches. While extremely valuable for understanding the prevalence of certain 

phenomena in a given group or how they vary across groups and characteristics 

(Flyvbjerg, 2006), they cannot provide the depth of knowledge necessary to fully 

understand all the complexity that exists to produce childhood obesity.  The types of 

knowledge produced from a range of methodologies are all valuable; however, the 

under-utilization of approaches and methodologies typically thought of as “qualitative,” 

such as the multiple case study approach employed in Chapter 4, is problematic for ever 

being able to fully and effectively correct the childhood and adult obesity epidemic. For 

as noted by Flyvbjerg (2006) in speaking to the insights of Kuhn (1987), “a discipline 

without a large number of thoroughly executed case studies is a discipline without 

systematic production of exemplars, and that a discipline without exemplars is an 

ineffective one” (p. 242). 
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5.6 Implications for Practice 

While many of the implications for health providers and nutritionists have been 

previously noted, a few bear repeating here. The first is that providers need to be aware 

of the vast and diverse social influences potentially at play within a parent-child 

relationship as elucidated in Chapter 3. Developing strategies and approaches to equip 

parents and children with managing and negotiating these daily social dynamics is 

critical, if desired nutritional and activity recommendations are to be integrated into the 

daily lives and homes of the patients we hope to help most. 

Additionally, the varied findings identified in Chapter 4 highlight the value in 

understanding a diverse range of “good” or “positive” outcomes related to one’s 

everyday dietary practices. For instance, providers’ and patients’ goals around food may 

often be completely different—a provider may be focused on dietary practices that 

promote physical health, whereas a patient may prioritize dietary practices that promote 

emotional or social health. If these different goals are never identified and thus 

acknowledged, intended strategies to improve one’s physical health will likely be 

ineffective. However, in the instance such strategies are effective, the risk of reducing 

one’s overall health (or referred to as wellbeing related to food in Chapter 4) will 

subsequently exist—especially if the social and emotional food experiences that provide 

satisfaction and fulfillment to the patient are reduced and/or removed from daily life for 

the sake of physical health.  
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Finally, health providers working with individuals, families, and/or the public 

must understand that if we continue to promote dietary guidelines that stress individual 

responsibility and ignore the everyday human experiences people have with food 

(Lindsay, 2010)—despite however well-intended these guidelines may be—some people  

will be helped while many others will be harmed. When self-management 

recommendations are provided to individuals already trying and unable to successfully 

navigate obesogenic environments outcomes of shame, stigma, and guilt are likely to be 

produced (Lindsay, 2010)—which does nothing to assist individuals in creating effective 

changes towards their physical health. It is essential that practitioners and nutritionists 

examine the degree to which only self-management is stressed in their approaches and 

work towards modifying and identifying approaches that may better serve all people. 

5.7 Implications for Policy 

One of the most effective approaches to dismantle the obesogenic environments 

in the U.S. is through policy. Most of the policy work to date has attended to the 

educational, behavioral, and clinical issues related to obesity with very little focus on the 

environmental drivers of obesity (Novak & Brownell, 2012). Clinical guidelines and 

educational programs produced from these policies are important; however, the 

idiographic findings from Chapters 3 and 4 demonstrate that the potential physical 

health outcomes from these policies can be either heightened or hindered due to a 

number of other social, cultural, and structural factors influencing the food a person 
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consumes. Therefore, policymakers will be better served to generate policies that 

address the environmental drivers of obesity rather than continuing to create programs 

that rely on individuals to prevail over the obesogenic food environments they live in.  

While federal and local policies are beginning to show a shift towards these 

environmental drivers (Novak & Brownell, 2012), the effect of these policies remains 

limited in two important ways. First, many of these policies do not address the 

disproportionate burden obesity has among population groups, such as Black American 

females. Policies should be developed to not only improve the food environment for all 

Americans, but to correct the obesogenic environmental factors (currently known and 

unknown) that inequitably impact Black American women and adolescent females.  

Second, some policies directed at modifying the environment, such as taxes on sugary 

drinks, are gaining traction (Novak & Brownell, 2012); however, these policies lack the 

comprehensive approach necessary to modify health outcomes. As the findings indicate 

in Chapter 4, many other types of food and drink contribute to the health-restraining 

dietary practices among adolescent females with obesity. Therefore, focusing solely on 

one type of food and drink (i.e., sugary beverages) may have little if any effect on 

reversing the obesity trends across the nation. 

5.8 Conclusion 

The findings from the multiple projects and investigations completed in this 

dissertation help to provide rich insight into the social dynamics and processes that 
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contribute to everyday dietary practices—predominantly among Black American 

adolescent females. Social influences in our human experiences with food have critical 

implications for our physical and emotional well-being—both important aspects in a 

holistic view of health. Identifying approaches that best address both and not one of 

these important aspects is essential. Equally essential, is the need for scientists, health 

providers, and policymakers to continue to question what in our environments has 

contributed to such world- and nationwide obesity epidemics and why these epidemics 

have disproportionately burdened certain population groups. 
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Appendix A. Eligibility* Screening and Recruitment 

Procedure 

For Recruitment via Community Websites, Local Schools, & Local Businesses 

1. Interested community participant (mother) contacts researcher from website 
advertisement or study brochure 

2. Brochure/information sheet sent via email and time scheduled to talk by phone.  
a. Say: “Best to schedule a time that both you and your daughter are 

available to be on phone. I expect the phone call to take about 10 
minutes.” 

3. Phone Procedures & Eligibility Screening: 
a. Introduce self 
b. Explain study procedures 
c. Assess interest 
d. Assess eligibility by obtaining: 

i. From Mother and/or Daughter: 
1. Daughter’s age and DOB 
2. Daughter’s health insurance status (must report 

Medicaid/uninsured or private health insurance) 
3. Daughter’s self-reported height 
4. Daughter’s self-report weight 

a. Calculate self-report body mass index (BMI) and 
determine percentile during phone call at: 
https://nccd.cdc.gov/dnpabmi/calculator.aspx  

ii. From Daughter: 
1. Ask (and confirm) if mother is primary female caregiver of 

daughter (must report yes) 
2. Ask (and confirm) if daughter lives with mother (must 

report yes) 
3. Daughter’s self-identified race/ethnicity: Please share with 

me how you would identify your race/ethnicity (must 
report Black/African American) 

e. Collect participant information from Mother: 
1. Mother’s DOB 
2. Mother’s self-identified race/ethnicity: Please share with 

me how you would identify your race/ethnicity 
f. Collect additional contact information 

https://nccd.cdc.gov/dnpabmi/calculator.aspx
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i. Home address 
1. Where to park? 

ii. Email addresses 
iii. Other phone numbers (PRN): Home and/or daughter’s cell 

g. Inquire about the availability of wireless internet in the home 
h. Inquire about gift card preferences  
i. Schedule 1st data collection home visit as soon as possible based on 

participants’ preference (within 7 days preferred) 
j. Send study consents and Non-Duke Patient Agreement via email 

immediately after phone call for participants to review prior to 1st data 
collection visit 

________________________________________________________________________ 

For Recruitment via Primary Care Pediatric Clinic 

Eligibility Screening: 
 Prior to recruitment clinic days, identify eligible patients on clinic’s Electronic 

Health Records by examining:  
o Patient’s Gender (must list female) 
o Patient’s Age (must list 12-17 years) 
o Patient’s Race/ethnicity (must list Black/African American) 
o Patient’s last measured BMI-for-age percentile (must list either 5th- 84th or 

> 95th percentile) 
 On recruitment days, introduce self to health staff caring for patient prior to 

patient’s visit. Wait for health staff to collect eligible patient’s BMI-for-age 
percentile (must measure 5th- 84th or > 95th percentile) before having the health 
staff ask the patient for their interest in talking to the recruiter. 
 

If patient meets eligibility, have health staff ask patient about their interest in 
speaking with recruiter. If yes, then follow the following recruitment procedures:  

1. Introduce self  
2. Introduce study and provide recruitment brochure 
3. Provide consent forms 

a. Inquire: Mother are you a Duke Patient?  
i. If not- provide Non-Duke Patient Agreement Form 

4. Collect contact information 
a. Two phone numbers (minimum) 

i. Mother’s cell phone 
ii. Daughter’s cell phone and/or home number 
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b. Email (if time) 
5. Arrange date/time for follow-up telephone call in next 2-3 days 

 

Telephone Follow-Up (2-3 days after In-Person Recruitment) Procedures:  
1. Explain study procedures 
2. Reassess interest and eligibility:  

a. Inquire that daughter is between 12-17 years of age? (must report yes) 
b. Daughter: Please share with me how you would identify your 

race/ethnicity (must report Black/African American) 
3. Review consent forms 
4. Collect additional contact information 

a. Home address 
i. Where to park? 

b. Email addresses 
c. Other phone numbers (PRN): Home and/or daughter’s cell 

4. Inquire about the availability of wireless internet in the home 
5. Inquire about gift card preferences  
6. Schedule 1st data collection home visit as soon as possible based on participants’ 

preference (within 7 days preferred) 
 

* Eligibility follows the purposive sampling design. If two cases representing the same 
sampling criteria have already been recruited, then the interested mother and daughter 
are no longer eligible. 
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Appendix B. Case Descriptions 

Cases ordered by four selected cases followed by cases in numerical order. 

Case Description- Case 10 (Gabrielle and Gail) 

Case NUMBER 10 10 
Acronym Gabrielle Gail 
Daughter or Mother Daughter Mother 
Daughter wt. status: obese v. Normal Weight (NW) NW NW 
Daughter’s Age Range (Age): 12-14 or 15-17 12-14 12-14 
Insurance: Medicaid or Private Private Private 
 Annual Income  $200,000 $200,000 
# of non-tax-status household members 0 0 
# of tax-status household members 4 4 
Poverty Income Ratio (PIR)- 2015 8.25 8.25 
PIR Tertiles (Low < 1.23; Middle 1.39-2.39; High > 3.51) High High 
Ogden (2010) classification >350% >350% 
 Rent v. Own house (Trulia.com- property taxes and 
assessment or zillow estimate)  Own- $387,291 

Own- 
$387,291 

 In-School  T4 - 
 Out of School (spring or summer break, suspension)  T1, T2, T3 - 
 North Carolina (NC) Region Eastern Eastern 
 Recruitment site  local business local business 

Dates of Visits:  Time 1 (T1): mid-summer  
   Time 2 (T2): 7 days following Time 1  
   Time 3 (T3): 22 days following Time 2   
   Time 4 (T4): 22 days following Time 3   
 
Daughter’s Age: 13 years  
Mother’s Age:  39 years 

Daughter’s Info: Height (measured average): 162.2 cm 
   Weight (measured average): 44.65 kg 
   Estimated (Est.) Body Fat (measured average): 16.6% 
   Waist circumference (measured average): 63.3 cm 

Body Mass Index (BMI; measured average): 17; 22nd percentile  
Height (self-reported Block Food Frequency Questionnaire 
[FFQ] @ T1):  63 inches 

   Weight (self-reported FFQ @ T1): 96 pounds (lbs) 
   BMI (self-reported FFQ @ T1):  17.0; 22nd percentile BMI-for-age 
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Mother’s Info:  Height (measured average): 164.5 cm 
   Weight (measured average): 73.25 kg 
   Est. Body Fat (measured average): 34.8% 
   Waist circumference (measured average): 87.9 cm 

BMI (measured average):    27.1; overweight Centers for Disease 
Control and Prevention weight category (category) 

   Height (self-reported FFQ @ T1):  65 inches 
   Weight (self-reported FFQ @ T1): 160 lbs 
   BMI (self-reported FFQ @ T1):       26.8; overweight 
 

Mother grew up: GAIL’s mother lives nearby/locally in city in Eastern NC; population= 50,000-
100,000. GABRIELLE’s dad’s family lives in a city about an hour away from current residence in 
Eastern NC  

 
Family household structure (from demographic questionnaire, interviews, field notes): 

• Married  
• According to interviews, diaries, home visit observations/field notes 

o Mom works 45-50 hours a week at an office 
o She is a Quality Assurance Senior Manager 

• GAIL states 4 family members reside in home:  
o GAIL,  
o GABRIELLE,  
o Dad/Husband 
o Younger sister/ youngest daughter 

• Currently live in two-story home in the nicest neighborhood I went to; very secluded 
area out in the country with approximately 10 large homes with square footage that’s 
somewhere between 3500-5000+ square (sq) feet for each home 

• Dad/Husband is Muslim and he was observing Ramadan during home visits 1 & 2 
• Dad/Husband is the sole parent responsible for grocery shopping & cooking for the 

entire 4 member household 
 
Type of weight-loss/ weight-maintenance activities completed (reported by GAIL’s 
demographic questionnaire/field notes): 
 

• Mother: 
o Past month: “exercise protein shakes eating regularly” 
o Past year: “exercise protein shakes eating regularly” 

• Daughter: 
o Past month: N/A 
o Past year: N/A 

• Daughter is in multiple dances classes and during summertime (during the study period) 
she had summer dance camp during visit 2 and had started dance classes at visit 4; 
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however, most of the dance is Monday-Friday nights during the school year.  
 

Health issues (reported across interviews and field notes): 

Daughter and mother have high cholesterol issues (unclear what the problem is); 
daughter also has Vitamin D deficiency and is lactose intolerant 
 

____________________________________________________________________________________ 

Case Description- Case 2 (Brianna and Mande) 

Case NUMBER 2 2 
Acronym Brianna Mande 
Daughter or Mother Daughter Mother 
Daughter wt. status: obese v. Normal Weight (NW) NW NW 
Daughter’s Age Range (Age): 12-14 or 15-17 12-14 12-14 
Insurance: Medicaid or Private Medicaid Medicaid 
 Annual Income  

$     40,000 
$                 

40,000 
# of non-tax-status household members 0 0 
# of tax-status household members 4 4 
Poverty Income Ratio (PIR)- 2015 1.65 1.65 
PIR Tertiles (Low < 1.23; Middle 1.39-2.39; High > 3.51) Middle Middle 
Ogden (2010) classification 130-349% 130-349% 
 Rent v. Own house (Trulia.com- property taxes and 
assessment or zillow estimate)  Own- $109,090 

Own- 
$109,090 

 In-School  T1, T2 - 
 Out of School (spring or summer break, suspension)  T3, T4 - 
 North Carolina (NC) Region 

North Central 
North 

Central 
 Recruitment site  Clinic Clinic 

Dates of Visits:  Time 1 (T1): early spring  
   Time 2 (T2): 5 days following Time 1  
   Time 3 (T3): 8 days following Time 2   
   Time 4 (T4): 6 days following Time 3   
 
Daughter’s Age: 14 years  
Mother’s Age:  32 years 

Daughter’s Info: Height (measured average): 159.5 cm 
   Weight (measured average): 47.75 kg 
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   Est. Body Fat (measured average): 20.7% 
   Waist circumference (measured average): 66.0 cm 

BMI (measured average): 18.75; 40.5th percentile  
   Height (self-reported FFQ @ T1):  63 inches 
   Weight (self-reported FFQ @ T1): 104 lbs 
   BMI (self-reported FFQ @ T1):  18.4; 36th percentile BMI-for-age 
 
Mother’s Info:  Height (measured average): 159.5 cm 
   Weight (measured average): 63.3 kg 
   Waist circumference (measured average): 82.75 cm 

Est. Body Fat (measured average): 31.8% 
BMI (measured average):    24.9; Normal weight 
Height (self-reported FFQ @ T1):  62 inches 

   Weight (self-reported FFQ @ T1): 139 lbs 
   BMI (self-reported FFQ @ T1):       25.6; overweight 
 

Mother grew up: Mande is from North Carolina. Her mother and sister currently live near her in 
Central North Carolina. Brianna’s paternal grandmother also lives near the family in Central 
North Carolina 

 
Family household structure (from demographic questionnaire, interviews, field notes): 

• Cohabitating with partner for visits 1-3 and by visit 4 their relationship had ended and 
the partner had moved out 

• According to interviews, diaries, home visit observations/field notes 
o Mom works 50 hours a week at home 
o She is a Quality Analyst for an insurance company 

• Mande states 5 family members reside in home at Time 1 though this changes to 4 at 
Time 4:  

o Mande,  
o Brianna,  
o 6 years old (y.o.) sister/daughter 
o 12 y.o. brother/son 
o Mande’s partner for the 1st 3 visits and was no longer in the household at time 4; 

his 5 y.o. son also stayed with them on the weeks Mande’s partner has custody 
(every other week) 

• Currently live in a two-story home in a neighborhood and Mande owns/mortgage; 3-
bedroom 1500 square foot home 

 
Type of weight-loss/ weight-maintenance activities completed (reported by Mande’s 
demographic questionnaire/field notes): 
 

• Mother: 
o Past month: “21 day exercise” 
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o Past year: “none” 
• Daughter: 

o Past month:  “21 day exercise” 
o Past year: “none”  

 
Health issues (reported across interviews and field notes): 

Brianna is allergic to peanuts 
 

____________________________________________________________________________________ 

Case Description- Case 4 (Trinity and Cheryl) 

Case NUMBER 4 4 
Acronym Trinity Cheryl 
Daughter or Mother Daughter Mother 
Daughter wt. status: obese v. Normal Weight (NW) Obese Obese 
Daughter’s Age Range (Age): 12-14 or 15-17 12-14 12-14 
Insurance: Medicaid or Private Medicaid Medicaid 
 Annual Income   $         45,000  $     45,000 
# of non-tax-status household members 0 0 
# of tax-status household members 5 5 
Poverty Income Ratio (PIR)- 2015 1.58 1.58 
PIR Tertiles (Low < 1.23; Middle 1.39-2.39; High > 3.51) Middle Middle 
Ogden (2010) classification 130-349% 130-349% 
 Rent v. Own house (Trulia.com- property taxes and 
assessment or zillow estimate)   Rent- house  Rent- house 
 In-School  T1, T2, T3, T4 - 
 Out of School (spring or summer break, suspension)  - - 
 North Carolina (NC) Region  Eastern  Eastern 
 Recruitment site   Craigslist  Craigslist 

Dates of Visits:  Time 1 (T1): late spring  
   Time 2 (T2): 7 days following Time 1  
   Time 3 (T3): 7 days following Time 2   
   Time 4 (T4): 7 days following Time 3   
 
Daughter’s Age: 12 years  
Mother’s Age:  33 years 

Daughter’s Info: Height (measured average): 151 cm 
   Weight (measured average): 74.05 kg 
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   Est. Body Fat (measured average): 37.0% 
Waist circumference (measured average): 92.5 cm  

 BMI (measured average): 32.5; 98th percentile  
   Height (self-reported FFQ @ T1):  62 inches 
   Weight (self-reported FFQ @ T1): 186 lbs 
   BMI (self-reported FFQ @ T1):  34.0; 99th percentile BMI-for-age 
 
Mother’s Info:  Height (measured average): 160.75 cm 
   Weight (measured average): 96.65 kg 

Est. Body Fat (measured average): 40.8%     
Waist circumference (measured average): 105.6 cm  
BMI (measured average):    37.4; Obese Grade II 
Height (self-reported FFQ @ T1):  64 inches 

   Weight (self-reported FFQ @ T1): 215 lbs 
   BMI (self-reported FFQ @ T1):       37.1; Obese Grade II 
 

Mother grew up: Cheryl is from a town in Southeaster Virginia; she and the whole family moved 
to this home location in Eastern NC (city population <10,000) 10-11 months prior to data 
collection 

 
Family household structure (from demographic questionnaire, interviews, field notes): 

• Married 
• According to interviews, diaries, home visit observations/field notes 

o Mom works 36 hours a week at a substance abuse rehabilitation center in nearby 
city with population of 50,000-100,000 in Eastern NC; works weekend night shift 
(Friday, Saturday, and Sunday 7pm-7am) 

o She is a Registered Nurse 
• Cheryl states 6 family members reside in home:  

o Cheryl,  
o Trinity,  
o Cheryls Husband/ Trinity’s dad (step-father) 
o 3 y.o. sister/daughter 
o 2 y.o. brother/son 
o Cheryl’s grandmother/ Trinity’s great-grandmother 

• Currently live in a one-story ranch home that they rent 
• During data collection Cheryl’s mother came to visit for 2 weeks 

 
 
Type of weight-loss/ weight-maintenance activities completed (reported by Mande’s 
demographic questionnaire/field notes): 
 

• Mother: 
o Past month: “herbalife- meal replacement shakes and vitamin supplements” 
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o Past year: “herbalife-meal replacement shakes and vitamin supplements 
probioslim-pills that are to be taken before 2 meals and/or working out” 

• Daughter: 
o Past month: “none” 
o Past year: “none”  

 
Health issues (reported across interviews and field notes): 

Trinity describes being lactose intolerant to some dairy products (i.e., cheese); consumes 
ice cream and fried jalapeno poppers  

 

____________________________________________________________________________________ 

Case Description- Case 13 (Jordan and Monica) 

Case NUMBER 13 13 
Acronym Jordan Monica 
Daughter or Mother Daughter Mother 
Daughter wt. status: obese v. Normal Weight (NW) Obese Obese 
Daughter’s Age Range (Age): 12-14 or 15-17 15-17 15-17 
Insurance: Medicaid or Private Private Private 
 Annual Income   $     95,000   $      95,000  
# of non-tax-status household members 1 1 (niece) 
# of tax-status household members 2 2 
Poverty Income Ratio (PIR)- 2015 5.96 5.96 
PIR Tertiles (Low < 1.23; Middle 1.39-2.39; High > 3.51) High High 
Ogden (2010) classification >350% >350% 
 Rent v. Own house (Trulia.com- property taxes and 
assessment or zillow estimate)   Own- $200,050  

 Own- 
$200,050  

 In-School  T1, T2, T3, T4 - 
 Out of School (spring or summer break, suspension)  - - 
 North Carolina (NC) Region 

North Central  
North 

Central 
 Recruitment site   Clinic   Clinic  

Dates of Visits:  Time 1 (T1): early fall  
   Time 2 (T2): 6 days following Time 1  
   Time 3 (T3): 13 days following Time 2   
   Time 4 (T4): 9 days following Time 3   
 
Daughter’s Age: 15 years  
Mother’s Age:  49 years 
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Daughter’s Info: Height (measured average): 169.25 cm 
   Weight (measured average): 112.5 kg 
   Est. Body Fat (measured average): 43.9% 
   Waist circumference (measured average): 119.3 cm 
   BMI (measured average): 39.3; 99th percentile  
   Height (self-reported FFQ @ T1):  67 inches 
   Weight (self-reported FFQ @ T1): 246 lbs 
   BMI (self-reported FFQ @ T1):   38.5; 99th percentile BMI-for-age 
 
Mother’s Info:  Height (measured average): 164.25 cm 
   Weight (measured average): 104.25 kg 

Est. Body Fat (measured average): 46.3% 
   Waist circumference (measured average): 121.3 cm 
   BMI (measured average):    38.6; obese grade 2 

Height (self-reported FFQ @ T1):  64 inches 
   Weight (self-reported FFQ @ T1): 225 lbs 
   BMI (self-reported FFQ @ T1):       38.8; obese grade 2 
 

Mother grew up: Very small town in Central NC (local population= <1,000). Monica’s parents 
live in same town as Monica and are ~10 minutes away. Monica has other family (cousins) in the 
area as well. 

 
Family household structure (from demographic questionnaire, interviews, field notes): 

• Not currently married or cohabiting with a partner 
o Monica divorced Jordan’s father when Jordan was 20 months old 
o Moved back to NC from Ohio after that; moved back to be near parents in NC 

• According to interviews, diaries, home visit observations/field notes 
o Mom works 40 hours a week from home 
o She is a Computer Programmer 

• Monica states 3 family members reside in home:  
o Monica,  
o Jordan,  
o 9-10 year old female cousin in 3rd grade (who lives with them typically at most 3 

nights a week) 
 She is NOT claimed as dependent, though this is a regular pattern and 

the cousin does have her own room at their house (the cousin’s mother 
works nightshift at a hospital) 

• Currently live in two-story home in a nice development (some owners do not tend to 
their homes as much as others with gardens, etc.); the development is a little older —
potentially 1970-1980 built homes. Lived in current home for 12 years 

 
Type of weight-loss/ weight-maintenance activities completed (reported by Mande’s 
demographic questionnaire/field notes): 
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• Mother: 

o Past month: “none” 
o Past year: “none” 

• Daughter: 
o Past month: “diet and exercise” 
o Past year: “diet and exercise”  

Jordan participates in her school’s Frisbee team; she practices twice a week with games 
occasionally on weekends 
 

Health issues (reported across interviews and field notes): 

Monica has multiple sclerosis, a thyroid condition and hypertension; Jordan was 
formerly diagnosed with pre-diabetes  
 
 

____________________________________________________________________________________ 

Case Description- Case 1  

Case NUMBER 1 1 
Acronym DYAD AD DYAD AM 
Daughter or Mother Daughter Mother 
Daughter wt. status: obese v. Normal Weight (NW) NW NW 
Daughter’s Age Range (Age): 12-14 or 15-17 15-17 15-17 
Insurance: Medicaid or Private Private Private 
 Annual Income   $      103,257   $       103,257  
# of non-tax-status household members 0 0 
# of tax-status household members 2 2 
Poverty Income Ratio (PIR)- 2015 6.48 6.48 
PIR Tertiles (Low < 1.23; Middle 1.39-2.39; High > 3.51) High High 
Ogden (2010) classification >350% >350% 
 Rent v. Own house (Trulia.com- property taxes and 
assessment or zillow estimate)   Own- $187,650  

 Own- 
$187,650  

 In-School  T1, T3, T4 - 
 Out of School (spring or summer break, suspension)  T2 - 
 North Carolina (NC) Region 

 North Central 
North 

Central 
 Recruitment site   Clinic   Clinic  

Dates of Visits:  Time 1 (T1): early spring  
   Time 2 (T2): 21 days following Time 1  
   Time 3 (T3): 14 days following Time 2   
   Time 4 (T4): 7 days following Time 3   
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Daughter’s Age: 15 years  
Mother’s Age:  51 years 

Daughter’s Info: Height (measured average): 165 cm 
   Weight (measured average): 50.85 kg 
   Est. Body Fat (measured average): 16.9% 

Waist circumference (measured average): 65.8 cm  
 BMI (measured average): 18.65; 29th percentile BMI-for-age 

   Height (self-reported FFQ @ T1):  65 inches 
   Weight (self-reported FFQ @ T1): 109 lbs 
   BMI (self-reported FFQ @ T1): 18.1; 21st percentile BMI-for-age 
 
Mother’s Info:  Height (measured average): 162.45 cm 
   Weight (measured average): 91.25 kg 

Est. Body Fat (measured average): 38.8%     
Waist circumference (measured average): 102.5 cm 
BMI (measured average):    34.6; obese grade 1 
Height (self-reported FFQ @ T1):  64 inches 

   Weight (self-reported FFQ @ T1): 198 lbs 
   BMI (self-reported FFQ @ T1):       34.2; obese grade 1 
 

Mother grew up: While unclear, it appears to be North Carolina or at least southern-based; both 
spend a fair amount of time with AD’s godparents; AM’s parents have passed. 

 
Family household structure (from demographic questionnaire, interviews, field notes): 

• Not currently married or cohabiting with a partner 
• According to interviews, diaries, home visit observations/field notes 

o Mom works 40 hours/ week 
o She is Program Management Analyst 

• AM states 2 family members reside in home  
o AM,  
o AD,  

• They live in a large upper-middle class neighborhood in a duplex/condominium  
 
Type of weight-loss/ weight-maintenance activities completed (reported by Mande’s 
demographic questionnaire/field notes): 

• Mother: 
o Past month: “Weight Watchers” 
o Past year: “Weight Watchers” 

• Daughter: 
o Past month: “Basketball” 
o Past year: “Basketball”  
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AD plays basketball (though basketball season had finished at the time of data collection) 
 

Health issues (reported across interviews and field notes): 
Health issues were not reported or mentioned for either AD or AM 

 

____________________________________________________________________________________ 

Case Description- Case 3  

Case NUMBER 3 3 
Acronym DYAD CD DYAD CM 
Daughter or Mother Daughter Mother 
Daughter wt. status: obese v. Normal Weight (NW) Obese (OW) Obese (OW) 
Daughter’s Age Range (Age): 12-14 or 15-17 12-14 12-14 
Insurance: Medicaid or Private Medicaid Medicaid 
 Annual Income   $           30,000  $           30,000 
# of non-tax-status household members 1 1 (brother) 
# of tax-status household members 4 4 
Poverty Income Ratio (PIR)- 2015 1.22 1.22 
PIR Tertiles (Low < 1.23; Middle 1.39-2.39; High > 3.51) Low Low 
Ogden (2010) classification <130% <130% 
 Rent v. Own house (Trulia.com- property taxes and 
assessment or zillow estimate)   Own- $129,374  

Own-  
$129,374 

 In-School  T1, T2, T3, T4 - 
 Out of School (spring or summer break, suspension)  - - 
 North Carolina (NC) Region 

North Central  
North 

Central 
 Recruitment site   Craigslist  Craigslist 

Dates of Visits:  Time 1 (T1): mid-spring  
   Time 2 (T2): 7 days following Time 1  
   Time 3 (T3): 7 days following Time 2   
   Time 4 (T4): 7 days following Time 3   
 
Daughter’s Age: 12 years  
Mother’s Age:  33 years 

Daughter’s Info: Height (measured average): 161 cm 
   Weight (measured average): 65.4 kg 
   Est. Body Fat (measured average): 32% 

Waist circumference (measured average): 91.2 cm  
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 BMI (measured average): 25.2; 93rd percentile  
   Height (self-reported FFQ @ T1):  59 inches 
   Weight (self-reported FFQ @ T1): 145 lbs 
   BMI (self-reported FFQ @ T1):  29.3; 97th percentile BMI-for-age 
 
Mother’s Info:  Height (measured average): 169.8 cm 
   Weight (measured average): 102.5 kg 

Est. Body Fat (measured average): 42.0%     
Waist circumference (measured average): 115.5 cm 
BMI (measured average):    35.6; obese grade 2 
Height (self-reported FFQ @ T1):  66 inches 

   Weight (self-reported FFQ @ T1): 222 lbs 
   BMI (self-reported FFQ @ T1):       35.8; obese grade 2 
 

Mother grew up: Eastern NC in a city with currently 5,000-10,000 residents; father grew up in a 
city near mother also in Eastern NC. The head back to the father’s home on a fairly regular basis 
on the weekends. 

 
Family household structure (from demographic questionnaire, interviews, field notes): 

• Not currently married; Cohabiting with a partner/ children’s father 
• According to interviews, diaries, home visit observations/field notes 

o Mother’s employment varies- was doing temp work as dental receptionist at T1 
(worked full-time as a dental receptionist until the previous November; did not 
have a job at T3 and was having interviews for full-time/temp jobs at T4) 

• CM states 4 family members reside in home:  
o CM,  
o CD,  
o partner/father, and  
o son/brother 

• CM’s brother/ CD’s uncle was also staying in house during study (slept on front living 
room couch) for the majority of the study T1 through T3. At T4 he was at CM’s and his 
mom’s house (city that CM grew up); unclear if that was permanent/long-term or 
temporary  

 
Type of weight-loss/ weight-maintenance activities completed (reported by Mande’s 
demographic questionnaire/field notes): 

• Mother: 
o Past month: “jogging, walking, diet tea” 
o Past year: “exercise & cutting back” 

• Daughter: 
o Past month: “Exercise” 
o Past year: “Exercise”  
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Daughter is involved in cheerleading and occasionally has practice after school, but not 
daily  
 

Health issues (reported across interviews and field notes): 
No chronic health conditions mentioned. CM did get acutely ill during data collection 
time period and visited a primary care physician 

 
 
 

____________________________________________________________________________________ 

Case Description- Case 5  

Case NUMBER 5 5 5 
Acronym DYAD EDB DYAD EM DYAD EDA 
Daughter or Mother Daughter Mother Daughter 
Recruited based on purposive sampling 
design 

Yes -- No 

Daughter wt. status: obese v. Normal Weight 
(NW) 

Obese Obese NW 

Daughter’s Age Range (Age): 12-14 or 15-17 15-17 15-17 15-17 
Insurance: Medicaid or Private Medicaid Medicaid Medicaid 
 Annual Income  $15,500 $15,500 $15,500 
# of non-tax-status household members 0 0 0 
# of tax-status household members 4 4 4 
Poverty Income Ratio (PIR)- 2015 0.77 0.77 0.77 
PIR Tertiles (Low < 1.23; Middle 1.39-2.39; 
High > 3.51) 

Low Low Low 

Ogden (2010) classification <130% <130% <130% 
 Rent v. Own house (Trulia.com- property 
taxes and assessment or zillow estimate)  

Rent-Duplex 
Rent-

Duplex 
Rent-Duplex 

 In-School  T1, T2, T3 - T1, T2, T3, T4 
 Out of School (spring or summer break, 
suspension)  

T4 - - 

 North Carolina (NC) Region Piedmont 
Triad 

Piedmont 
Triad 

Piedmont 
Triad 

 Recruitment site  Craigslist Craigslist Craigslist 

Dates of Visits:  Time 1 (T1) for EDA: late-spring  
   Time 1 for EDB: 13 days following Time 1 for EDA 
   Time 2: 7 days following Time 1 for EDB  
   Time 3: 7 days following Time 2 

Time 4: 20 days following Time 3 



 

  214  

 
Daughter’s Age: EDA: 16 years 
   EDB: 17 years 
Mother’s Age:  36 years 

Daughter’s Info: EDB: 
Height (measured average): 161.3 cm 

   Weight (measured average): 98.3 kg 
   Est. Body Fat (measured average): 41.2% 

Waist circumference (measured average): 104.4 cm  
 BMI (measured average):  37.8; 98th percentile  

   Height (self-reported FFQ @ T1):  62 inches 
   Weight (self-reported FFQ @ T1): 220 lbs 

BMI (self-reported FFQ @ T1): 40.2; 98th percentile BMI-for-age 
 
EDA: 
Height (measured average): 167.7 cm 

   Weight (measured average): 54.5 kg 
   Est. Body Fat (measured average): 19.1% 

Waist circumference (measured average): 67.3 cm  
 BMI (measured average): 19.4; 30th percentile  

   Height (self-reported FFQ @ T1):  65 inches 
   Weight (self-reported FFQ @ T1): 140 lbs 

BMI (self-reported FFQ @ T1): 23.3; 75th percentile BMI-for-age 
 
Mother’s Info:  Height (measured average): 162.9 cm 
   Weight (measured average): 114.35 kg 

Est. Body Fat (measured average): 46.0%     
Waist circumference (measured average): 114.2 cm 
BMI (measured average):    43.1; obese grade 3 
Height (self-reported FFQ @ T1):  63 inches 

   Weight (self-reported FFQ @ T1): 247 lbs 
   BMI (self-reported FFQ @ T1):       44.0; obese grade 3 
 

Mother grew up: NC in North Central/Piedmont Triad. EM’s mother lives nearby 20-30 minutes 
away. EDB spends quite a bit of time with EM’s mother. 

 
Family household structure (from demographic questionnaire, interviews, field notes): 

• Not currently married or cohabitating with partner 
• According to interviews, diaries, home visit observations/field notes 

o Mother’s employment varies  
o She reports working as a custodian a few days a week cleaning businesses; she 

describes completing this work with her father. 
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• EM states 4 family members reside in home:  
o EM,  
o EDA,  
o EDB 
o son/brother 

 EM’s son was home from college for the summer and was living with 
mother and sisters during data collection visits Time 1 for EDB through 
Time 4 

• EM’s partner does not officially live with the family but regularly spends the night at 
their home 

 
Type of weight-loss/ weight-maintenance activities completed (reported by Mande’s 
demographic questionnaire/field notes): 

• Mother: 
o Past month: “working out, walking, swimming, exercise machine” 
o Past year: “working out, walking, exercise machines, exercise classes, running, 

lifting weights” 
• Daughter: 

o EDA: 
 Past month: None 
 Past year: None 

o EDB: 
 Past month: Exercise classes, exercise machines, walking 
 Past year: Exercise classes, exercise machines, walking 

EDA plays basketball but the sport was currently out of season at the time of data 
collection   
 

Health issues (reported across interviews and field notes): 
No chronic health conditions mentioned and no acute health conditions for EM, EDA, 
EDB. EM’s son did have oral/nasal surgery during the data collection period  
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____________________________________________________________________________________ 

Case Description- Case 6  

Case NUMBER 6 6 
Acronym DYAD FD DYAD FM 
Daughter or Mother Daughter Mother 
Daughter wt. status: obese v. Normal Weight (NW) NW NW 
Daughter’s Age Range (Age): 12-14 or 15-17 12-14 12-14 
Insurance: Medicaid or Private Medicaid Medicaid 
 Annual Income   $  13,379  $  13,379 
# of non-tax-status household members 0 0 
# of tax-status household members 3 3 
Poverty Income Ratio (PIR)- 2015 0.67 0.67 
PIR Tertiles (Low < 1.23; Middle 1.39-2.39; High > 
3.51) Low Low 
Ogden (2010) classification <130% <130% 
 Rent v. Own house (Trulia.com- property taxes and 
assessment or zillow estimate)  

 Rent-
townhouse/apt  

 Rent-
townhouse/apt  

 In-School  T1, T2, T3 - 
 Out of School (spring or summer break, suspension)  T4 - 
 North Carolina (NC) Region  North Central  North Central 
 Recruitment site   Craigslist  Craigslist 

Dates of Visits:  Time 1 (T1): late spring  
   Time 2 (T2): 14 days following Time 1  
   Time 3 (T3): 8 days following Time 2   
   Time 4 (T4): 12 days following Time 3   
 
Daughter’s Age: 13 years  
Mother’s Age:  49 years 

Daughter’s Info: Height (measured average): 169.4 cm 
   Weight (measured average): 63.15 kg 
   Est. Body Fat (measured average): 26.4% 

Waist circumference (measured average): 75.3 cm   
BMI (measured average):  22; 81st percentile  

   Height (self-reported FFQ @ T1):  67 inches 
   Weight (self-reported FFQ @ T1): 137 lbs 
   BMI (self-reported FFQ @ T1): 21.5; 78th percentile BMI-for-age 
 
Mother’s Info:  Height (measured average): 178.25 cm 
   Weight (measured average): 105.6 kg 

Est. Body Fat (measured average): 42.8%     
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Waist circumference (measured average): 118.8 cm 
BMI (measured average):    33.25; obese grade 1 
Height (self-reported FFQ @ T1):  71 inches 

   Weight (self-reported FFQ @ T1): 235 lbs 
   BMI (self-reported FFQ @ T1):       33.0; obese grade 1 
 

Mother grew up: South central North Carolina County with currently 50,000-100,000 residents. 
No longer can visit often because of lack of money to travel. 

 
Family household structure (from demographic questionnaire, interviews, field notes): 

• Not currently married or cohabiting with a partner 
• According to interviews, diaries, home visit observations/field notes 

o Mom works approx. 20 hours/week 
o She is a dietician primarily preparing foods for a client that had Crohn’s Disease; 

the client is wealthy and FM prepares meals for her Tuesday-Thursday for 
approximately 4-8 hours day; occasionally, she will assist the family with other 
non-food related tasks (i.e. filing)  

• FM states 3 family members reside in home, however only 2 are present  
o FM,  
o FD,  

• FM claims son as dependent though son does not currently live with FM and was in 
Arizona at college for entire data collection period  

 
Type of weight-loss/ weight-maintenance activities completed (reported by Mande’s 
demographic questionnaire/field notes): 

• Mother: 
o Past month: None (“trying to get membership back at YMCA”) 
o Past year: Walking 

• Daughter:  
o Past month: None 
o Past year: None 

 
FD runs track and recently finished track for school (Monday-Thursday) and now only 
runs track for Boys & Girls club only on Fridays  
 

Health issues (reported across interviews and field notes): 
No chronic health issues noted; mother has a history of depression/suicide 
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____________________________________________________________________________________ 

Case Description- Case 7  

Case NUMBER 7 7 
Acronym DYAD GD DYAD GM 
Daughter or Mother Daughter Mother 
Daughter wt. status: obese v. Normal Weight (NW) Obese Obese 
Daughter’s Age Range (Age): 12-14 or 15-17 15-17 15-17 
Insurance: Medicaid or Private Medicaid Medicaid 
 Annual Income  $       13,000 $      13,000 
# of non-tax-status household members 0 0 
# of tax-status household members 2 2 
Poverty Income Ratio (PIR)- 2015 0.82 0.82 
PIR Tertiles (Low < 1.23; Middle 1.39-2.39; High > 
3.51) 

Low Low 

Ogden (2010) classification <130% <130% 
 Rent v. Own house (Trulia.com- property taxes and 
assessment or zillow estimate)  

Rent- Apt. Rent- Apt. 

 In-School  T1 - 
 Out of School (spring or summer break, suspension)  T2, T3, T4 - 
 North Carolina (NC) Region North Central North Central 
 Recruitment site  Craigslist Craigslist 

Dates of Visits:  Time 1 (T1): early summer  
   Time 2 (T2): 15 days following Time 1  
   Time 3 (T3): 7 days following Time 2   
   Time 4 (T4): 7 days following Time 3   
 
Daughter’s Age: 17 years (turned 17 during study period) 
Mother’s Age:  59 years 

Daughter’s Info: Height (measured average): 164.35 cm 
   Weight (measured average): 121.95 kg 
   Est. Body Fat (measured average):  43% 

Waist circumference (measured average): 122.3 cm   
BMI (measured average):  45.15; 99th percentile  

   Height (self-reported FFQ @ T1):  64 inches 
   Weight (self-reported FFQ @ T1): 269 lbs 
   BMI (self-reported FFQ @ T1): 46.2; 99th percentile BMI-for-age 
 
Mother’s Info:  Height (measured average): 163.25 cm 
   Weight (measured average): 82.35 kg 

Est. Body Fat (measured average): 40.3%     
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Waist circumference (measured average): 105.3 cm 
BMI (measured average):    30.9; obese grade 1 
Height (self-reported FFQ @ T1):  64 inches 

   Weight (self-reported FFQ @ T1): 184 lbs 
   BMI (self-reported FFQ @ T1):       31.8; obese grade 1 
 

Mother grew up: North Central region of NC. 
 

Family household structure (from demographic questionnaire, interviews, field notes): 

• Not currently married or cohabiting with a partner 
o Single-mom raised her two sons and daughter (all adults) and then this grand-

daughter 
o Is legal guardian of GD; GD has lived the majority of time with GM- but has 

spent periods of time living with her biological mother in Michigan (however 
mother is in NC) 

 GM is GD’s grandmother through GM’s son (who GD has never lived 
with) 

 GM’s daughter (who is grown with 2 children living elsewhere) says she 
also feels like she has raised GD 

• According to interviews, diaries, home visit observations/field notes 
o Mom/Nana works 5+ days a week; doesn’t know schedule until the week before 

for the following week 
o She is a baker/etc. at The Fresh Market; typically works evening shifts 
o One of the weeks I collected data, she worked six days in a row of 8-hour shifts 

• GD states 2 family members reside in home:  
o GM,  
o GD,  

• GM and GD had lots of family in their 2-bedroom apartment at visits 2-4  
o GM’s daughter had her 2nd baby and so GM’s daughter, her new grandbaby, her 

5 y.o. grand-daughter, and her daughter’s partner/husband all moved in during 
this period so GM could help her daughter 

• GD’s mom and dad live in the state of North Carolina 
o Neither calls or sees her very much; sounds like the dad (GM’s son) calls more 

reliably (like once every 3 weeks) and will come and see her (at family 
gatherings/celebrations) 

 
Type of weight-loss/ weight-maintenance activities completed (reported by Mande’s 
demographic questionnaire/field notes): 

• Mother/Nana: 
o Past month: Exercise and no starches 
o Past year: same exercise and watching starches 

• Daughter:  
o Past month: watching portion sizes 
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o Past year: exercise, weight watchers, and doctors 
 

Health issues (reported across interviews and field notes): 
Daughter/GD is currently taking Metformin. No other chronic issues for GM or GD were 
specified 
 
 

____________________________________________________________________________________ 

Case Description- Case 8  

Case NUMBER 8 8 
Acronym DYAD HD DYAD HM 
Daughter or Mother Daughter Mother 
Daughter wt. status: obese v. Normal Weight (NW) NW NW 
Daughter’s Age Range (Age): 12-14 or 15-17 15-17 15-17 
Insurance: Medicaid or Private Medicaid Medicaid 
 Annual Income  $ 28,000 $ 28,000 
# of non-tax-status household members 0 0 
# of tax-status household members 3 3 
Poverty Income Ratio (PIR)- 2015 1.39 1.39 
PIR Tertiles (Low < 1.23; Middle 1.39-2.39; High > 
3.51) Middle Middle 
Ogden (2010) classification 130-349% 130-349% 
 Rent v. Own house (Trulia.com- property taxes and 
assessment or zillow estimate)  Rent- Trailer Rent- Trailer 
 In-School  - - 
 Out of School (spring or summer break, suspension)  T1, T2, T3, T4 - 
 North Carolina (NC) Region Sandhills Sandhills 
 Recruitment site  Craigslist Craigslist 

Dates of Visits:  Time 1 (T1): early summer  
   Time 2 (T2): 18 days following Time 1  
   Time 3 (T3): 8 days following Time 2   
   Time 4 (T4): 16 days following Time 3   
 
Daughter’s Age: 16 years  
Mother’s Age:  34 years 

Daughter’s Info: Height (measured average): 166.8 cm 
   Weight (measured average): 60.1 kg 
   Est. Body Fat (measured average): 21.4% 
   Waist circumference (measured average): 70.4 cm 

BMI (measured average):  21.6; 61st percentile  
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   Height (self-reported FFQ @ T1):  67 inches 
   Weight (self-reported FFQ @ T1): 125 lbs 
   BMI (self-reported FFQ @ T1):   19.6; 35th percentile BMI-for-age 
 
Mother’s Info:  Height (measured average): 167.75 cm 
   Weight (measured average): 94.45 kg 

Est. Body Fat (measured average): 38.7%     
Waist circumference (measured average): 101.8 cm 
BMI (measured average):    33.55; obese grade 1 
Height (self-reported FFQ @ T1):  67 inches 

   Weight (self-reported FFQ @ T1): 217 lbs 
   BMI (self-reported FFQ @ T1):       34.2; obese grade 1 
 

Mother grew up: in large metropolis city in Florida (population 100,000-250,000) 

- Mom and daughter were in Florida before they moved to NC; been in NC for ~5 years 
o Son joined when they moved to NC 
o Grandma (HM’s mother) also moved up north at the same time 

 
Family household structure (from demographic questionnaire, interviews, field notes): 

• Not currently married or cohabiting with a partner 
o HM had a new boyfriend and relationship begin during the data collection 

period  
o HM had been single/not cohabitating for 3-4 months before new relationship. 

Had ended a relationship 3-4 months prior after being with a boyfriend/partner 
for 10 years 

• According to interviews, diaries, home visit observations/field notes 
o Mom works at minimum 36 hours/ week; however, towards end of study she 

worked full and part-time shifts (4-16 hour shifts) for about 14 days straight as 
she was trying to save up enough money to take HD, her son, and herself on a 
cruise for HD’s modeling opportunity (this was the 1st vacation in 5 years) 

o She is a CNA at a nearby hospital in the ED 
o She is also taking classes to become a registered nurse; will restart classes in the 

fall semester 
• HD states 3 family members reside in home (for 5 years):  

o HM,  
o HD,  
o Adolescent son/brother 

• Currently live in a trailer they rent in a very rural area; both HD and HM don’t like this 
place and HM shared she is currently in the process of trying to get approved for a home 
loan so they can buy their own place 

o HM’s sister and mother (and niece) live down a few trailers in this trailer park 
o They are 10 minutes away from the nearest fast-food and gas station 
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o There is only 1 car (that mom owns) for both HM’s household and her 
mother/sister’s household 

 
Type of weight-loss/ weight-maintenance activities completed (reported by Mande’s 
demographic questionnaire/field notes): 

• Mother: 
o Past month: N/A 
o Past year: “just watching what I eat and how much I eat” 

• Daughter:  
o Past month: “No special diet” 
o Past year: “Just exercising to maintain weight”  

 
Health issues (reported across interviews and field notes): 
None reported. 
 

____________________________________________________________________________________ 

Case Description- Case 9  

Case NUMBER 9 9 9 
Acronym DYAD IDA DYAD IM DYAD IDB 
Daughter or Mother Daughter Mother Daughter 
Recruited based on purposive sampling 
design 

Yes -- No 

Daughter wt. status: obese v. Normal Weight 
(NW) 

NW NW 
NW 

(Overweight) 
Daughter’s Age Range (Age): 12-14 or 15-17 12-14 12-14 (15-17) 
Insurance: Medicaid or Private Private Private Private 
 Annual Income   $ 85,000  $ 85,000  $ 85,000  
# of non-tax-status household members 0 0 0 
# of tax-status household members 4 4 4 
Poverty Income Ratio (PIR)- 2015 3.51 3.51 3.51 
PIR Tertiles (Low < 1.23; Middle 1.39-2.39; 
High > 3.51) High High High 
Ogden (2010) classification >350% >350% >350% 
 Rent v. Own house (Trulia.com- property 
taxes and assessment or zillow estimate)  

 Own- 
$144,385  

 Own- 
$144,385  

 Own- 
$144,385  

 In-School  - - - 
 Out of School (spring or summer break, 
suspension)  

 T1, T2, T3, 
T4  - 

 T1, T2, T3, 
T4  

 North Carolina (NC) Region  North 
Central  

 North 
Central  

 North 
Central  

 Recruitment site   Craigslist   Craigslist   Craigslist  
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Dates of Visits:  Time 1: early-summer   
   Time 2: 10 days following Time 1  
   Time 3: 17 days following Time 2 

Time 4 for IDA & IDB: 9 days following Time 3 
Time 4 for IM: 8 days following Time 4 for IDA & IDB 

 
Daughter’s Age: IDA: 14 years 
   IDB: 16 years 
Mother’s Age:  39 years 

Daughter’s Info: IDA: 
Height (measured average): 160 cm 

   Weight (measured average): 58.8 kg 
   Est. Body Fat (measured average): 29.1% 

Waist circumference (measured average): 76.5 cm  
 BMI (measured average):  23.0; 81st percentile  

   Height (self-reported FFQ @ T1):  62 inches 
   Weight (self-reported FFQ @ T1): 123 lbs 

BMI (self-reported FFQ @ T1):  22.5; 79th percentile BMI-for-age 
 
IDB: 
Height (measured average): 162.2 cm 

   Weight (measured average): 67.2 kg 
   Est. Body Fat (measured average): 32.5% 

Waist circumference (measured average): 82.8 cm  
 BMI (measured average):  25.6; 87th percentile  

   Height (self-reported FFQ @ T1):  64 inches 
   Weight (self-reported FFQ @ T1): 142 lbs 

BMI (self-reported FFQ @ T1):  24.4; 82nd percentile BMI-for-age 
 
Mother’s Info:  Height (measured average): 166.1 cm 
   Weight (measured average): 116.6 kg 

Est. Body Fat (measured average): 47.1%     
Waist circumference (measured average): 116.6 cm 
BMI (measured average):    42.3; obese grade 3 
Height (self-reported FFQ @ T1):  66 inches 

   Weight (self-reported FFQ @ T1): 255 lbs 
   BMI (self-reported FFQ @ T1):       41.4; obese grade 3 
 

Mother grew up: IM grew up in Pennsylvania. She lived with her White mother and her 
mother’s entire family. 

 
Family household structure (from demographic questionnaire, interviews, field notes): 
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• Married 
• According to interviews, diaries, home visit observations/field notes 

o Mother works 40 hours a week  
o She works as a staff assistant at a university in the Triangle 
o Mothers commute is long, ranging from 45-90 minutes depending on traffic and 

the time of day 
• IM states 4 family members reside in home:  

o IM,  
o IDA,  
o IDB 
o Husband/father 

 
Type of weight-loss/ weight-maintenance activities completed (reported by Mande’s 
demographic questionnaire/field notes): 

• Mother: 
o Past month: decrease food portions, increase activity 
o Past year: decrease food portions, increased activity, joined a gym 

• Daughter:  
o IDA: 

 Past month: exercise 
 Past year: exercise 

o IDB: 
 Past month: regular exercise 
 Past year: regular exercise 

IDB was considering a dance class during the upcoming school year 

 
Health issues (reported across interviews and field notes): 

IM had gastric bypass surgery several years before data collection period. For past couple 
of years she will get into bouts of cyclical vomiting requiring her to go to the ED and 
hospital to rehydrate with intravenous fluids. These bouts occur every 1-2 months. IM 
had a bout during the data collection time period that required two temporary 
hospitalizations.  
No chronic or acute conditions were reported for the either daughter.  
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____________________________________________________________________________________ 

Case Description- Case 11  

Case NUMBER 11 11 
Acronym DYAD KD DYAD KM 
Daughter or Mother Daughter Mother 
Daughter wt. status: obese v. Normal Weight (NW) NW NW 
Daughter’s Age Range (Age): 12-14 or 15-17 15-17 15-17 
Insurance: Medicaid or Private Medicaid Medicaid 
 Annual Income  $   35,000 $   35,000 
# of non-tax-status household members 

2 

2 
(roommate & 

BF) 
# of tax-status household members 5 5 
Poverty Income Ratio (PIR)- 2015 1.23 1.23 
PIR Tertiles (Low < 1.23; Middle 1.39-2.39; High > 
3.51) Low Low 
Ogden (2010) classification <130% <130% 
 Rent v. Own house (Trulia.com- property taxes and 
assessment or zillow estimate)  Rent- house Rent- house 
 In-School  T4 - 
 Out of School (spring or summer break, suspension)  T1, T2, T3 - 
 North Carolina (NC) Region North Central North Central 
 Recruitment site  Craigslist Craigslist 

Dates of Visits:  Time 1: mid-summer  
   Time 2 for KM: 9 days following Time 1  

Time 2 for KD: 10 days following Time 1 
   Time 3 for KM: 7 days following Time 2 for KM 

Time 3 for KD: 8 days following Time 2 for KD    
 Time 4: 17 days following Time 3 for KD  

 
Daughter’s Age: 18 years (17 years at Time 1; turned 18 years old during data 

collection) 
Mother’s Age:  38 years 

Daughter’s Info: Height (measured average): 157.7 cm 
   Weight (measured average): 56.1 kg 
   Est. Body Fat (measured average): 28.0% 
   Waist circumference (measured average): 84.3 cm 

BMI (measured average):  22.6; 64th percentile*  
*pregnant at both measurements; unknown by KD and KM at 
Time 1 
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   Height (self-reported FFQ @ T1):  63 inches 
   Weight (self-reported FFQ @ T1): 124 lbs 
   BMI (self-reported FFQ @ T1): 22.0; 58th percentile BMI-for-age 
 
Mother’s Info:  Height (measured average): 159.9 cm 
   Weight (measured average): 77.6 kg 
   Est. Body Fat (measured average): 36.4% 
   Waist circumference (measured average): 102.1 cm 

BMI (measured average):    30.4; obese grade 1 
   Height (self-reported FFQ @ T1):  62 inches 
   Weight (self-reported FFQ @ T1): 175 lbs 
   BMI (self-reported FFQ @ T1):       32.2; obese grade 1 
 

Mother grew up: KM grew up in New England area and left home as a teenager; spent time 
living in Georgia before moving to NC several years before. KM has limited contact with 
mother (KM was raised by stepfather she did not have a good relationship with). KM 
remains in contact with her older sister 
 

Family household structure (from demographic questionnaire, interviews, field notes): 

• Single, never married 
• According to interviews, diaries, home visit observations/field notes 

o Mom works 50 hours a week at an office and at business facilities 
o She is a case worker M-F and works as a custodian T-R evenings at business 

offices  
• KM states 6 household members reside in home:  

o KM,  
o KD,  
o KM’s 15 y.o. son 
o KM’s 12 y.o. son 
o KD’s baby (KM’s grand-daughter) 
o KM’s Roommate 

• Currently live in ranch style home KM is renting with roommate 
• KM’s boyfriend has also been living with the household for approximately 6 months 
• KD lived with her paternal grandmother and aunt (15 minute drive from KM) for a large 

portion of summer with her baby; moved back in with KM prior to school starting in fall 
o KD will be a senior; KD’s boyfriend (father of her daughter) was released from 

detention center during data collection 
 

Type of weight-loss/ weight-maintenance activities completed (reported by Mande’s 
demographic questionnaire/field notes): 

• Mother: 
o Past month: walking 
o Past year: walking 
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• Daughter:  
o Past month: none 
o Past year: none  

 
Health issues (reported across interviews and field notes): 
No chronic conditions reported. The day of the 2nd data collection KD and KM found out KD is 
pregnant with her second child (current daughter is 8 months old). 
 
 

____________________________________________________________________________________ 

Case Description- Case 12  

Case NUMBER 12 12 
Acronym DYAD LD DYAD LM 
Daughter or Mother Daughter Mother 
Daughter wt. status: obese v. Normal Weight (NW) Obese Obese 
Daughter’s Age Range (Age): 12-14 or 15-17 12-14 12-14 
Insurance: Medicaid or Private Private Private 
 Annual Income   $    38,000  $    38,000 
# of non-tax-status household members 1 1 (son) 
# of tax-status household members 2 2 
Poverty Income Ratio (PIR)- 2015 2.39 2.39 
PIR Tertiles (Low < 1.23; Middle 1.39-2.39; High > 
3.51) Middle Middle 
Ogden (2010) classification 130-349% 130-349% 
 Rent v. Own house (Trulia.com- property taxes and 
assessment or zillow estimate)   Own- $159,426   

 Own- 
$159,426   

 In-School   T1, T2, T3, T4  - 
 Out of School (spring or summer break, suspension)  - - 
 North Carolina (NC) Region  North Central   North Central  
 Recruitment site   Clinic   Clinic  

Dates of Visits:  Time 1: early fall  
   Time 2: 7 days following Time 1 
   Time 3: 7 days following Time 2  
   Time 4: 16 days following Time 3  
 
Daughter’s Age: 12 years  
Mother’s Age:  43 years 

Daughter’s Info: Height (measured average): 160.0 cm 
   Weight (measured average): 89.4 kg 
   Est. Body Fat (measured average): 40.6% 
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   Waist circumference (measured average): 100.0 cm 
BMI (measured average):  34.9; 99th percentile  

   Height (self-reported FFQ @ T1):  62 inches 
   Weight (self-reported FFQ @ T1): 194 lbs 
   BMI (self-reported FFQ @ T1): 35.5; 99th percentile BMI-for-age 
 
Mother’s Info:  Height (measured average): 155.4 cm 
   Weight (measured average): 83.9 kg 
   Est. Body Fat (measured average): 39.2% 
   Waist circumference (measured average): 107.7 cm 

BMI (measured average):    34.8; obese grade 1 
   Height (self-reported FFQ @ T1):  61 inches 
   Weight (self-reported FFQ @ T1): 184 lbs 
   BMI (self-reported FFQ @ T1):       35.0; obese grade 2 
 

Mother grew up: LM grew up in North Carolina. Family is still nearby in North Central/Triangle 
area. 
 

Family household structure (from demographic questionnaire, interviews, field notes): 

• Not currently married 
• According to interviews, diaries, home visit observations/field notes 

o Mom works 37.5 hours a week  
o She is a senior medical laboratory assistant at the public health department 

• LM states 3 household members reside in home:  
o LM,  
o LD,  
o LM’s 23 y.o. son 

• Currently live in two-story home in a low-middle income neighborhood 
• LM’s son moved back in with LD and LM during summer as he started graduate school 

at a nearby university. Also plans to help LM with taking care of LD 
o LM’s ex-husband (LD’s father) no longer are married; they divorced a couple 

years prior. LD regularly sees her father. Occasionally he comes to the house for 
dinners or breakfast. LM speaks with him almost daily to work out financial 
needs for food. Ex-husband will occasionally pick up LD from school for the 
afternoon; LD’s father currently lives with his mother (LD’s paternal 
grandmother) 
 

Type of weight-loss/ weight-maintenance activities completed (reported by Mande’s 
demographic questionnaire/field notes): 

• Mother: 
o Past month: walking, dance, drinking water, eating less and smaller portions, 

exercise tape 
o Past year: none 
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• Daughter:  
o Past month: walking, dance, exercise, drinking water no sodas, cut back on juice 

intake and snacks, watch portion size 
o Past year: change food she eats, water intake, dance, exercise 

 
Health issues (reported across interviews and field notes): 
No chronic conditions reported. 
 
 
 

____________________________________________________________________________________ 

Case Description- Case 14  

Case NUMBER 14 14 
Acronym DYAD ND DYAD NM 
Daughter or Mother Daughter Mother 
Daughter wt. status: obese v. Normal Weight (NW) Obese Obese 
Daughter’s Age Range (Age): 12-14 or 15-17 15-17 15-17 
Insurance: Medicaid or Private Private Private 
 Annual Income  $ 35,000 $ 35,000 
# of non-tax-status household members 1 1 (BF) 
# of tax-status household members 3 3 
Poverty Income Ratio (PIR)- 2015 1.74 1.74 
PIR Tertiles (Low < 1.23; Middle 1.39-2.39; High > 
3.51) Middle Middle 
Ogden (2010) classification 130-349% 130-349% 
 Rent v. Own house (Trulia.com- property taxes and 
assessment or zillow estimate)  Own- $115,563 Own- $115,563 
 In-School  T1, T2, T3, T4 - 
 Out of School (spring or summer break, suspension)  - - 
 North Carolina (NC) Region North Central North Central 
 Recruitment site  Clinic Clinic 

Dates of Visits:  Time 1: early fall  
   Time 2: 10 days following Time 1 
   Time 3: 14 days following Time 2  
   Time 4: 5 days following Time 3  
 
Daughter’s Age: 16 years  
Mother’s Age:  39 years 

Daughter’s Info: Height (measured average): 165.8 cm 
   Weight (measured average): 128.5 kg 
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   Est. Body Fat (measured average): 45.1% 
   Waist circumference (measured average): 128.7 cm 

BMI (measured average):  46.8; 99th percentile  
   Height (self-reported FFQ @ T1):  71 inches 
   Weight (self-reported FFQ @ T1): 283 lbs 
   BMI (self-reported FFQ @ T1) 39.5; 99th percentile BMI-for-age e 
 
Mother’s Info:  Height (measured average): 165.3 cm 
   Weight (measured average): 71.7 kg 
   Est. Body Fat (measured average): 29.7% 
   Waist circumference (measured average): 90.4 cm 

BMI (measured average):    26.3; overweight 
   Height (self-reported FFQ @ T1):  65 inches 
   Weight (self-reported FFQ @ T1): 155 lbs 
   BMI (self-reported FFQ @ T1):       25.9; overweight 
 

Mother grew up: NM grew up in New York City for most of her childhood; her young childhood 
she lived in South America and her family immigrated when she was school-age. NM’s 
mother and father and family are also in NC. 
 

Family household structure (from demographic questionnaire, interviews, field notes): 

• Married; currently separated 
o NM’s husband recently moved out a few months prior after a domestic abuse 

incident 
• According to interviews, diaries, home visit observations/field notes 

o Mom works 40 hours a week  
o She is a nursing assistant at a local veteran facility 

• NM states 3 household members reside in home:  
o NM,  
o ND,  
o NM’s 12-13 y.o. son 

• Currently live in ranch home that they’ve been in for several years 
• NM’s husband is local but does not come to house 
• At data collection time 3, NM’s boyfriend (and friend) at the facility she works at began 

living with NM and her family as he lost his housing; NM was working with him in 
finding a new place to live 

 
 

Type of weight-loss/ weight-maintenance activities completed (reported by Mande’s 
demographic questionnaire/field notes): 

• Mother: 
o Past month: Herbal life; healthy weight loss 
o Past year: workout with family around Duke park 
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• Daughter:  
o Past month: Herbal life and healthy weight loss at Duke 
o Past year: nothing 

 
Health issues (reported across interviews and field notes): 
ND had high glucose readings. NM had gastric bypass surgery several years earlier and has 
remained this weight for a couple years. 
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Appendix C. Data Sources by Primary Constructs and 

Sub-Constructs of Interest for Each Case 

(SUB) CONSTRUCTS OF INTEREST DATA SOURCE 
PARTICIPANT 

SOURCE 
Daughter Everyday Dietary Practices: Food Consumption 

Food Types & Drink Types (What) by date 
Particularly sweets, F&Vs, Fast food, SSBs 

Block FFQs (QN)  
Interviews (QL)  

Diaries (QL) 
Field Notes (QL) 

Daughter 
Daughter 
Daughter 

Me 

Meal & Snack frequency by date 
Particularly breakfast frequency 

Interviews (QL)  
Diaries (QL) 

Daughter 
Daughter 

Meal & Snack Times (When) by date 
Particularly breakfast and dinner 

Interviews (QL)  
Diaries (QL) 

Field Notes (QL) 

Daughter 
Daughter 

Me 

Where food was eaten by date? 
Interviews (QL)  

Diaries (QL) 
Field Notes (QL) 

Daughter 
Daughter 

Me 

Who food was eaten with by date? 
Interviews (QL)  

Diaries (QL) 
Field Notes (QL) 

Daughter 
Daughter 

Me 

Daughter Everyday Dietary Practices: Food Acquisition, Preparation, and Planning  

Own Cooking in the past year (including food 
clean-up after meals) 

Interviews (QL)  
Diaries (QL) 

YIQ (QL&QN) 
Field Notes (QL) 

Daughter 
Daughter 
Daughter 

Me 

Own Grocery Shopping Behavior in the past 
year 

Interviews (QL)  
Diaries (QL) 

YIQ (QL&QN) 
Field Notes (QL) 

Daughter 
Daughter 
Daughter 

Me 

Food Planning/ Gardening/ Farming/ Etc. Interviews (QL) 
Field Notes (QL)  

Daughter 
Me 

FOOD-SPECIFIC Mother-Daughter Relationship and Household Aspects 
Enduring reciprocal patterns of interaction between daughters and mothers and daughters and the household 

regarding food that occur with some consistency in the adolescent daughter’s environment. Includes recent [< 1 
year] and previous aspects. 

Communication: Verbal & Non-Verbal 
Interactions 
Mother Daughter Processes; Daughter  Mother 
Processes; Mutual Mother & Daughter Processes 

Interviews (QL)  
Interviews (QL)  

Diaries (QL) 
Diaries (QL) 

Field Notes (QL) 

Daughter 
Mother 

Daughter 
Mother 

Me 
Role Modeling: Observations of Other (the 
receiver’s view of sender’s behavior) 
Daughter’s Dietary Practices (as perceived by 

Interviews (QL)  
Diaries (QL) 

CIQ (QL&QN) 

Mother 
Mother 
Mother 
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(SUB) CONSTRUCTS OF INTEREST DATA SOURCE PARTICIPANT 
SOURCE 

mother); Mother’s Dietary Practices (as perceived by 
daughter) 

Interviews (QL)  
Diaries (QL) 

YIQ (QL&QN) 

Daughter 
Daughter 
Daughter 

Shared Cultural Understandings About Food 
Particularly Social Connections; Gender Roles & 
Responsibilities; Cultural Heritage; Basic 
Need/Survival/ Hunger; Meal Structure (3 
Meals/Day); Western/ Reflections of Capitalistic 
Values; My well-being, health, body image 

Interviews (QL)   
Interviews (QL)  

Diaries (QL) 
Diaries (QL) 

Field Notes (QL) 

Mother 
Daughter 
Mother 

Daughter 
Me 

Food Environment 
Particularly Food Availability & Accessibility; other 
household members’ food consumption, acquisition, 
preparation, and planning behavior 

Home Food Inventory 
(QN) 

Interviews (QL)   
Interviews (QL) 

Field Notes (QL) 
YIQ (QL&QN)  
CIQ (QL&QN) 

Mother/Me 
 

Mother 
Daughter 

Me 
Daughter 
Mother 

General Mother-Daughter Relationship Context 

Mother-Daughter Relationship Quality 
Perceptions, descriptions, observations 

Interviews (QL)   
Interviews (QL)  

Diaries (QL) 
Diaries (QL) 

Field Notes (QL) 
PCRQ (QN) 
PCRQ (QN) 

Mother 
Daughter 
Mother 

Daughter 
Me  

Daughter  
Mother 

Mother-Daughter Communication 
Perceptions, descriptions, observations 

Interviews (QL)   
Interviews (QL)  

Diaries (QL) 
Diaries (QL) 

Field Notes (QL) 
PACI (QN) 
PACI (QN) 

Mother 
Daughter 
Mother 

Daughter 
Me  

Daughter  
Mother 

Physical Activity & Weight/Body Image-Specific 
Relationship Features  
Observations, perceived communications, etc. 

Interviews (QL)   
Interviews (QL)  

Diaries (QL) 
Field Notes (QL) 

Mother 
Daughter 

Mom/Daughter 
Me 

Modeling of Behavior (unrelated to food, 
weight, or activity) 

Interviews (QL)   
Interviews (QL)  

Field Notes (QL) 

Mother 
Daughter 

Me 
Personally-held Values (unrelated to food, 
weight, or activity) 

Interviews (QL)   
Interviews (QL)  

Mother 
Daughter 

Mother & Daughter’s Weight Status* and 
Anthropometrics 

Measured (QN)  
Measured (QN) 

Me/Mother 
Me/Daughter 

Mother & Daughter’s Age Demographic 
questionnaire (QN) 

Mother 

Daughter’s Sibling Position/Mother’s Prior 
Experience with Parenting 

Interviews (QL)   
Interviews (QL) 

Mother 
Daughter 
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(SUB) CONSTRUCTS OF INTEREST DATA SOURCE PARTICIPANT 
SOURCE 

Field Notes (QL) Me 

Mother’s Occupation/Work Status and 
Work/Weekly Schedule 

Demographic 
questionnaire (QN) 

Interviews (QL)   
Interviews (QL) 

Field Notes (QL)  

Mother  
 

Mother 
Daughter 

Me 

Daughter’s School Status and Weekly Schedule  
During past year and data collection period 

Interviews (QL)   
Interviews (QL) 

Field Notes (QL) 

Mother 
Daughter 

Me 
Social and Economic Household Context  

Social Environment 
Descriptions of overall household socialization, of 
specific household members (not mother or 
daughter); household member status (partner status, 
extended guests, number of household members) 
 

Family Environment 
Scale (QN) 

Family Environment 
Scale (QN) 

Demographic 
questionnaire (QN) 

Interviews (QL)   
Interviews (QL) 

Field Notes (QL) 

Mother 
 

Daughter 
 

Mother 
 

Mother 
Daughter 

Me 

Economic/Class Status and Environment 
Annual income, Health insurance status, number 
and types of cars, rent or own, house estimate if own, 
poverty-income-ratio, vacations, hobbies, economic 
status items [i.e., braces/cosmetic surgery, stainless-
steel appliances granite countertops] 

Demographic 
questionnaire (QN) 

Interviews (QL) 
Interviews (QL) 

Field Notes (QL) 
Zillow/Trulia estimated 

values via address 
obtained for home visits 

Mother 
 

Mother 
Daughter 

Me 
Me 

Note. CIQ, Caregiver Impact Questionnaire; FFQs, Food frequency questionnaires; PACI, Parent-Adolescent 
Communication Inventory; PCRQ, Parent-Child Relationship Questionnaire; QL, Qualitative data source; QN, 
Quantitative data source; YIQ,  Youth Impact Questionnaire 
a Sub-constructs were developed from the Framework approach used in the study’s data analysis phase. Please 
see section 4.3 Data Analysis for additional information. 
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Appendix D. Interview Guides for Daughters 

Interview Guide for Time 2 Data Collection: Daughter 
 

Thank you again for agreeing to participate in this research study. Today we will talk 
about your mother-daughter relationship and some of your current food and eating 
practices. While we all eat multiple times every day (including myself) and I also was 
once a teenager living with my mom, I want to know about YOUR experience of eating 
every day and YOUR experience of interacting with your mom on a daily basis. I want 
to learn from you.  
 
Your privacy and freedom to speak what is on your mind is what is most important to 
me during these interviews, and many participants prefer a location that other people 
can’t over hear us talking. Is this location (name location) the best place for you to speak 
freely about what is on your mind? If this is not, then I think we should move to another 
location that you will be the most comfortable to speak freely.  
 
As you can see the conversation is being tape-recorded so I can transcribe what we 
talked about later. However, it is only myself and other members of my small research 
team who will ever hear the tape, and you will not be named or identified on the 
transcript. I should also emphasize I am not testing you; there are no “right” or “wrong” 
answers. Accurate responses are not as important to me as is your sense of freedom to 
speak what’s on your mind. So whatever comes to mind is what I’d like for you to share. 
However, if you ever feel uncomfortable or do not want to answer a question that is 
asked, that is okay, and if you don’t understand a question please let me know.  
 
 
Question 1: First, in general, tell me about your relationship with your mother. 
Probes:   

1. What’s your favorite part about your relationship? 
2. What’s your least favorite part about your relationship? 
3. Do you feel supported by your mother? Tell me more about that. 
4. Do you feel like you support your mother? Tell me more about that. 
5. How close do you feel to your mother? How much do you feel you can 
confide or share personal thoughts and concerns with your mother?  
6. Some people believe the values that parents hold can influence their 
relationship with their children.  

a. What types of values does your mother hold? For instance, does 
she value hard work, being thrifty, obedience, self-expression, etc.?  
b. How do those compare to the values you hold?  
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c. Do you feel as though holding those values influences your 
relationship with your mother? 

i. Tell me more. 
7. Has your relationship with your mother changed since you became a 
teenager?  

a. Tell me more. 
8. Tell me what it is like to talk with your mom on a daily basis. 

a. What do you like? Not like? 
b. Is it easy or hard to talk with your mom?  

i. What kinds of things are easy to talk about with your 
mom? What kinds of things are hard to talk about with your 
mom?  

c. Tell me about what you and your mother talked about last night. 
i. Tell me about what you and your mother talked about this 

morning.  
ii. Are these types of things typical of what you two talk 

about?  
d. How do you feel about your daily communication with your 
mother? 

i. Is there anything you would like to change? 
9. Some mothers and daughters argue. Do you and your mom ever argue? 

a. Tell me about it. 
b. What types of things do you argue about?  
c. How long do your arguments last?  
d. How often have you argued in the past week? Past month? 

i. Tell me about how it makes you feel that you argue at that 
frequency. 

e. How do your arguments typically end?  
f. How do you feel during an argument with your mom? 
g. How do you feel after an argument with your mom?  

10. Do you feel like your mother serves as a role model for you? 
a.  In what ways? 

 
 
Question 2: Now, let’s talk a little about your own eating and food practices. “Sometimes 
it is hard to remember…it’s okay…Take your time” 
Probes: 

1. Walk me through all the times you ate yesterday.  
a. Tell me about: When you ate? What you ate? Where you ate it? 
Who was with you?  



 

  237  

i. Why you ate when, what, where, and with whom? 
b. Probe for SNACKS/drinks 

2. Walk me through all the times you ate the day before yesterday (say day 
of the week).  

a. Tell me about: When you ate? What you ate? Where you ate it? 
Who was with you?  

i. Why you ate when, what, where, and with whom? 
b. Probe for SNACKS/drinks 

3. Walk me through all the times you ate two days before yesterday (say 
day of the week).  

a. Tell me about: When you ate? What you ate? Where you ate it? 
Who was with you?  

i. Why you ate when, what, where, and with whom? 
b. Probe for SNACKS/drinks 

4. How many meals do you typically eat during a week day?  
a. How many meals do you typically eat during a weekend day?  

5. How many snacks do you typically eat during a week day? 
a. How many snacks do you typically eat during a weekend day? 

 
 
Question 3: Let’s talk a little about the things that can influence our own eating and food 
practices. 
Probes: 

1. In general, when do you feel like eating or cooking?  
a. What influences you feeling that way? 

2. What’s your favorite part of cooking/ eating?  
a. Is there anything you do not like about it? 

3. Some of the mothers and daughters I have talked to believe culture or 
their heritage influences them in many ways, including their food and 
cooking choices.  

a. First, please tell me your definition of the word “culture.” (What 
do you consider to be cultural?) 

i. Are there any parts of your life that you consider to be 
influenced by culture? By your heritage? (Family) traditions?  

b. Do you believe culture or your heritage influences your eating 
and food practices?  

i. Tell me more. 
ii. If yes (1st question): 

1. What foods do you consider to be a part of your 
heritage and culture?  
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a. When do you eat those foods?  
b. How do you feel when you eat those foods? 

iii. If no (1st question)/If yes (2nd question): 
1. Are there any foods you commonly make at 
holidays, family gatherings, or other special events? 

a. Tell me about those. 
b. What are some of the reasons you make 
those foods at that time?  
c. Do you think any of those foods may be 
related to culture?  

c. Do you believe the influence of culture on our lives, such as what 
we eat, is generational? Meaning do you think people from certain 
generations display more cultural behaviors, such as eating certain 
foods, than people from other generations? 

i. Tell me more.  
4. Now I’d like to know what food means to you in your life. What does 
food mean to you? 

a. What meaning does food have for you? What does food represent in your 
life? 
b. Are there certain foods with a special meaning to you? What are 
they? 
c. Is this meaning in anyway influenced by the people in your life? 

i. Your mother?  
ii. Your mother’s mother (your grandmother)? 

5. In these interviews, many of the mothers and daughters have talked 
about how they feel about their bodies, in other words how they feel about 
their weight.   

a. Do you think, in general, women are satisfied with their bodies?   
i. Do you think the food that women eat is related to how 

they feel about their bodies? 
b. What about men? 

i. Do you think the food that men eat is related to how they 
feel about their bodies? 

c. What about you?  How do you feel about your body?  
i. Are you satisfied with your body weight? 

ii. Do you think the food you eat is related to how you feel 
about your body? 
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iii. Do you think how you feel about your body influences 
what you eat? 

d. Tell me how your body weight (your weight status) has changed 
over time. 

i. Are there times in your life you have gained or lost 
weight?  

1. What was going on during those periods? 
2. How did your eating change during those periods?  

 
Question 4.  Please tell me about your experience of eating and/ or cooking with your 
mother, specifically. 
Probes: 

1. Do you typically eat meals together during the week?  
a. On the weekend?  
b. Who is the person you most commonly eat with?  

2. Who typically does the cooking?  
a. What does that look like? 
b. Do you feel like you have a say? 

3. Who typically does the food shopping? 
a. What does that look like? 
b. Do you feel like you have a say?  

4. Are meals typically planned? If so, who typically does this?  
a. How does your mother influence meal planning? 
b. Do you feel like this is a shared decision? Do you feel like you 
have a say?  

5. I’d like for you to describe the last meal you ate with your mother and if 
you helped with its preparation in any way. 

a. Where? When? What? How long?  
i. What things influenced those decisions? 

b. How did you feel?  
c. What did you talk about during the meal?  
d. Did your mother say anything to you about your cooking/eating?  

i. What was said and how did that make you feel? 
e. Did you notice anything about your mother while eating/cooking 
with her?  

i. What was it? 
6. Now I’d like to ask a similar set of questions, but want you to think about 
these generally. In general: 
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a. How do you feel when you cook or eat with your mother?  
b. What influences how cooking and eating occurs with your 
mother? 
c. What kind of things do you talk about when cooking or eating 
with your mother?  
d. How often do you and your mother discuss eating habits?  

i. What types of things are said?  
e. Do you ever discuss the idea of “healthy” eating?  

i. How often does that occur? 
ii. What types of things are said? 

iii. When you talk about “healthy” eating, how does the 
conversation go? (quality) 

1. Do you and your mother talk about it openly and 
each say what you think?  
2. Or do you and/or your mother avoid discussing 
this topic? 

f. In general, does your mother ever say anything to you about your 
cooking/ eating? 

i.  What is said and how does that make you feel?  
g. In general, what kind of things do you notice about your mother 
when cooking or eating with her? 

7. In what ways do you think your mother’s cooking and eating influences 
your eating, cooking, or food purchasing?  

a. IF PARTICIPANT DOES NOT THINK SHE INFLUENCES: 
i. What kinds of things would your mother have to do for 

you to consider her an influence on your eating, cooking, or 
food purchasing?  

8. Do you feel like your mother serves as a role model for your eating?  
a. How so? 

9. Thinking about some of the questions I previously asked about culture 
and heritage, I’d like for you to again think about how your mother might 
answer those questions for you.  

a. Do you believe your mother thinks there are parts of her life that 
are influenced by culture? By her heritage? By traditions? 

i. Tell me more 
b. Do you believe your mother thinks that her eating or cooking is 
influenced by her culture or heritage? 

i. Tell me more 
c. If yes: 

i. What foods do you think your mother considers to be a 
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part of her culture and heritage? 
1. Why do you think she considers those to be 
cultural? 

d. Now, how (if at all) would your answers change if you were 
thinking about your mother’s mother (your grandmother)?  

i. Do you believe your mother’s mother (grandmother) 
would think there are parts of her life that were/are influenced 
by culture? By her heritage? By traditions? 

1. Tell me more 
ii. Do you believe your mother’s mother would think that her 

eating or cooking was/is influenced by her culture or heritage? 
1. Tell me more 

iii. If yes: 
1. What foods do you think your grandmother would 
consider to be a part of her culture and heritage? 

a. Why do you think she would consider those 
to be cultural? 

10. Previously, you said that your attitude towards weight [did/ did not] 
influence your eating.  

a. Do you think your mother’s attitude towards her weight 
influences her eating? 

i. Tell me more 
b. How do you and your mother communicate about food and 
weight? 

i. How do you think this influences your eating? 
ii. How do you think this influences your mother’s eating? 

 
 
Question 5: WRAP-UP: 

1. Is there anything else you think is important that I didn’t ask you?  
2. Is there anything you would like to ask me?  
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Interview Guide for Time 3 Data Collection: Daughter 
 

Thank you again for agreeing to participate in this research study. Today we will again 
talk about your mother-daughter relationship and some of your current food and eating 
practices. As you may remember, my purpose for these interviews is to learn about 
YOUR experience of eating every day and the kinds of things in your life that influence 
what you eat and how you think about food.  Many questions are similar to those I 
asked you at the last visit, so we will explore a little about how your answer may differ 
or be the same today from your answers last time.  
 
Again, your privacy and freedom to speak what is on your mind is what is most 
important to me during these interviews, and many participants prefer a location that 
other people can’t hear us talk. Is this location (name location) the best place for you to 
speak freely about what is on your mind? 
 
As you can see, the conversation is being tape-recorded again so I can transcribe what 
we talk about later. However, it is only myself and other members of my small research 
team who will ever hear the tape, and you will not be named or identified on the 
transcript. I want to also emphasize I am not testing you; there are no “right” or 
“wrong” answers. Accurate responses are not as important to me as is your sense of 
freedom to speak what’s on your mind. So whatever comes to mind is what I’d like for 
you to share. However, if you ever feel uncomfortable or do not want to answer a 
question that is asked, that is okay, and if you don’t understand a question please let me 
know.  
  

 
 
Question 1: First, let’s talk a little about your own eating and food practices. “Sometimes 
it is hard to remember…it’s okay…Take your time” 
Probes: 

6. Walk me through all the times you ate yesterday.  
a. Tell me about: When you ate? What you ate? Where you ate it? 
Who was with you?  

i. Why you ate when, what, where, and with whom? 
b. Probe for SNACKS/drinks 

7. Walk me through all the times you ate the day before yesterday (say day 
of the week).  

a. Tell me about: When you ate? What you ate? Where you ate it? 
Who was with you?  

i. Why you ate when, what, where, and with whom? 
b. Probe for SNACKS/drinks 
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8. Walk me through all the times you ate two days before yesterday (say 
day of the week).  

a. Tell me about: When you ate? What you ate? Where you ate it? 
Who was with you?  

i. Why you ate when, what, where, and with whom? 
b. Probe for SNACKS/drinks 

9. Do you eat fast food? 
i. What are some restaurants that you consider fast food? 

ii. How often do you eat fast food?  [Probe for fast food, take 
out]  

iii. What types of fast foods do you eat most frequently?  
iv. How do you decide where to eat fast food? 
v. How do you decide when you are going to eat fast food?   

1. What do you eat then?  
vi. Do you eat fast food alone? In what situations?  

1. What do you eat then? 
vii. Do you eat fast food for meals?  …for snacks? 

viii. In general, why do you think people eat fast food? 
10. How often do you eat at home? [Probes: Do you eat meals at home? …snacks 
at home?  What’s a meal? …a snack?]  

i. Who cooks at home?  [Probes: what is prepared, where do you 
eat the food? With whom do you eat?  

ii. Why do you eat at home rather than eat out? 
iii. Do you eat fast food at home?  When?  
iv. How do you decide between eating fast food at home and 

cooking food at home?   
11. In your opinion, what’s the difference for you between eating a home 
cooked meal and eating fast food?  
 

 
 
Question 2: Let’s talk again a little about the things that can influence our own eating 
and food practices. 
Probes: 

6. In general, when do you feel like eating or cooking?  
a. What influences you feeling that way? 
b. What are some other times you feel like eating or cooking? 

7. What’s your favorite part of cooking/ eating?  
a. Is there anything you do not like about it? 

8. What are your 4 favorite foods? 
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a. Why are they your favorite? 
b. How often do you get these? (Why that frequency?) 
c. What influences whether you eat this food or not?  
d. Is there ever a time you do not want this food?  

9. Let’s talk a little about how your eating habits may have changed over 
time?  

a. Has anything recently changed in your eating? 
i. What is the change and what brought about the change?  

ii. How has your eating changed since you’ve become a 
teenager versus when you were younger (in elementary 
school)?  

10. Food Memories and Rituals:  
a. Tell me about any food rituals you have or had. Meaning, do you 
always go to the same restaurant/get the same food when you go to a 
certain place? For instance, some people may have a ritual that they 
always go to McDonald’s before school every Friday morning or go 
out to eat at the same restaurant after church. Is there something in 
your life that reflects a food ritual?  

i. How do you feel before you do the food ritual? 
ii. How do you feel after? Why? 

b. Now I’d like to ask you about some of your food memories. 
i. What is your favorite food memory?   

1. Describe:  who was there, what you were eating, why 
this event happened; 
2. Does this memory describe a typical occasion or a special 
occasion? 
3. Why is this memory important to you? 

ii. Are there any other foods that make you think of a certain 
memory?  

1. What are they?  
2. Why do you think those foods make you think of 
that memory?  

11. Now, I’d like for you to list 3 places OR things related to food that are 
important to you. 

a. For each identified item: 
i. Explain to me how this is related to food.  

ii. Tell me why you selected this item. 
iii. Tell me why this item is important to you. 
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12. Do you think any of your favorite foods or the items, places, and 
memories we just discussed are influenced by the people in your life? How 
so?  

a. Are they in anyway influenced by your mother?  
b. Are they in anyway influenced by your mother’s mother (your 
grandmother)? 

13. In general, are there any foods that make you think of your mom? 
a. What are they?  
b. Why do you think they make you think of her? 

14. In general, are there any foods that make you think of your grandma 
(your mom’s mom)? 

a. What are they?  
b. Why do you think they make you think of her? 

15. Next I’d like us to talk about personal beliefs we all hold about food. We 
don’t always recognize these, so it’s okay if you need some time to think 
about the questions. 

a. First, what do you think someone’s cooking say about who they 
are?  

i. Does the fact that someone cooks say anything about who 
they are as a person? 

b. What does the food that someone eats OR the way they eat (i.e., 
their eating behaviors- times of day, skipping meals, eating quickly, 
etc.) say something about who they are? Do you think that the food that 
someone eats says something about who they are?  

i. Do you think the food that you eat says something about 
who you are?   

1. List some foods that, you think, say something 
about who you are?  

a. What do those foods say about you? 
ii. How about where someone eats? To what extent does: 

1. Eating at home say something about a person?  
What about you?  
2. Eating out in fast food restaurants say something 
about a person?  What about you? 

c. Do you believe some foods are “good” foods and some foods are 
“bad” foods? 

i. What do you consider to be “good” foods? What’s your 
definition of a “good” food? 

1. When do you choose to eat “good” foods? 
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2. Why do you choose to eat “good” foods? 
ii. What do you consider to be “bad” foods? 

1. When do you choose to eat “bad” foods? 
2. Why do you choose to eat “bad” foods? 

iii. Do you think your mother believes some foods are “good” 
and some foods are “bad?” 

1. What foods do you think she’d consider “good?” 
2. What foods do you think she’s consider “bad?” 
3. Does her believing this in any way influence your 
choices to eat these foods? How so? 

 
Question 3.  Now let’s talk a little about your experience of eating and/ or cooking 
specifically with your mother. 
Probes: 

11. Do you typically eat meals together during the week?  
a. How often do you typically eat meals together?  

i. Just the two of you?  
b. Who is the person you most commonly eat with?  

12. Who typically does the cooking?  
a. What does that look like? 
b. Do you feel like you have a say? 

13. Who typically does the food shopping? 
a. What does that look like? 
b. Do you feel like you have a say?  

14. Are meals typically planned? If so, who typically does this?  
a. How does your mother influence meal planning? 
b. Do you feel like this is a shared decision? Do you feel like you 
have a say?  

15. I’d like for you to describe the last meal you ate with your mother and if 
you helped with its preparation in any way. 

a. Where? When? What? How long?  
i. What things influenced those decisions? 

b. Did you help with its preparation in any way? 
c. What did you talk about during the meal?  
d. Did anyone say anything to you about your cooking/eating?  

i. What was said and how did that make you feel? 
ii. Did your mother say anything? 

e. Did you notice anything about anyone while eating/cooking with 
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them?  
i. What was it? 

ii. What about your mother? Did you notice anything about 
her? 

f. How did you feel during the meal? 
16. (AS APPLICABLE) Now I’d like for you to describe the last meal you ate with 
ONLY your mother.  

a. Where? When? What? How long?  
i. What things influenced those decisions? 

b. Did you help with its preparation in any way? 
c. What did you talk about during the meal?  
d. Did your mother say anything to you about your cooking/eating?  

i. What was said and how did that make you feel? 
e. Did you notice anything about your mother while eating/cooking with 
her?  

i. What was it? 
f. How did you feel during the meal? 

17. In general, who do you think serves as a role model for your eating?  
a. How so? 
b. Do you think your mom serves as a role model? 

18. In what ways do you think your mother’s cooking and eating influences 
your eating, cooking, or food purchasing?  

a. IF PARTICIPANT DOES NOT THINK SHE INFLUENCES: 
i. What kinds of things would your mother have to do for 

you to consider her an influence on what you eat, cook, or 
buy?  

19. Now I’d like to ask you a set of questions about some of the ways that 
other adolescent girls I’ve spoken to feel like their mother influences their 
eating, cooking, and/or food purchasing. I’d like you to tell me if you feel like 
your mother ever influences you in similar ways.  

a. Do you ever feel like your mother tries to restrict or direct the 
types of foods you eat? 

i. When does this happen? How often? 
ii. How does this make you feel? 

iii. How do you typically respond? 
iv. How does this influence your eating? 

b. Do you ever feel like your mother criticizes the types of foods you 
eat? 

i. When does this happen? How often? 
ii. How does this make you feel? 
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iii. How do you typically respond? 
iv. How does this influence your eating? 

c. Do you ever feel like your mother supports the types of foods you 
eat? 

i. How does she show you her support? (tell you, or pick-up 
similar behaviors, etc.) 

ii. When does this happen? How often? 
iii. How does this make you feel? 
iv. How do you typically respond? 
v. How does this influence your eating? 

d. Do you ever feel like your mother tries to 
cultivate/develop/encourage your cooking skills? 

i. When does this happen? How often? 
ii. How does this make you feel? 

iii. How do you typically respond? 
iv. How does this influence your eating? 

e. Do you ever feel like your mother fails to notice or consider your 
desires to eat a certain way, such as eat healthier, etc.? 

i. When does this happen? 
ii. How does this make you feel? 

iii. How do you typically respond?  
iv. How does this influence your eating? 

f. Are there times you try to persuade your mother to buy or cook 
certain foods? 

i. What types of foods do you do this for? 
ii. How does she typically respond? 

iii. Does she ever allow you to get these foods after you 
persuade her? 

1. When does this happen? How often? 
2. How does this make you feel? 
3. How do you typically respond?  
4. How does this influence your eating? 

g. If you had to choose, do you feel like your mother influences you 
more to eat healthy or unhealthy?  

i. Tell me more about this. 
h. Do you ever feel like your mother is aware and attentive to your 
eating likes/dislikes, preferences? 

i. When does this happen? How often? 
ii. How does this make you feel? 

iii. How do you typically respond?  
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iv. How does this influence your eating? 
i. Are all your meals prepared for you by your mother?  

i. Which meals are? Are not? 
ii. Do you ever have to cook for yourself?  

1. What are the circumstances that lead to this? 
2. When does this occur? How often? 
3. How does that make you feel? 

iii. Do you  ever have to  plan your meals for yourself/ go get 
food for yourself? 

1. What are the circumstances that lead to this? 
2. When does this occur? How often? 
3. How does that make you feel? 

 
 
Question 4: Finally, I’d like to ask you a little about any of the stress you may experience 
in your life. 
Probes: 

1. What are the top 3 stressors in your life currently? 
2. Tell me more about hose. 
3. Describe how stressful you identify each of those to be. 
4. How do each of these stressors affect you? (Mentally, physically, etc.)  
5. What things do you do to reduce the amount stress associated with each 
of those stressors? 
6. Some people believe stress makes them eat differently than they normally 
do. 

a. Do you believe this is true for you? How so?  
b. IF PARTICIPANTS AGREE THEY EAT DIFFERENTLY:  

i. Why do you think your eating changes when you 
feel stressed? 

ii. How does eating this way make you feel?  
iii. Is your mother aware that your eating changes 

with stress? If so, how do you think she feels about the 
way your eating changes related to stress? If not, how 
you think she’d feel about the way your eating changes 
related to stress? 

iv. How do you think other women in your life would 
feel about the way your eating changes related to stress?  
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Question 5: WRAP-UP: 
3. Is there anything else you think is important that I didn’t ask you?  
4. Is there anything you would like to ask me?  

 
 
 
 

 
Interview Guide for Time 4 Data Collection: Daughter 

 
 

Thank you again for agreeing to participate in this research study. Today we will again 
talk about your mother-daughter relationship and some of your current food and eating 
practices. As you may remember, my purpose for these interviews is to learn about 
YOUR experience of eating every day and the kinds of things in your life that influence 
what you eat and how you think about food.  A number of questions are similar to those 
I asked you at the last two visits, so we will explore a little about how your answer may 
differ or be the same today from your answers last time.  
 
Again, your privacy and freedom to speak what is on your mind is what is most 
important to me during these interviews, and many participants prefer a location that 
other people can’t over hear us talking. Is this location (name location) the best place for 
you to speak freely about what is on your mind? 
 
As you can see, the conversation is being tape-recorded again so I can transcribe what 
we talk about later. However, it is only myself and other members of my small research 
team who will ever hear the tape, and you will not be named or identified on the 
transcript. I want to also emphasize I am not testing you; there are no “right” or 
“wrong” answers. Accurate responses are not as important to me as is your sense of 
freedom to speak what’s on your mind. So whatever comes to mind is what I’d like for 
you to share. However, if you ever feel uncomfortable or do not want to answer a 
question that is asked, that is okay, and if you don’t understand a question please let me 
know.  

 
 
Question 1: First, let’s talk a little again about your own eating and food practices. 
“Sometimes it is hard to remember…it’s okay…Take your time” 
 
Probes: 

12. Walk me through all the times you ate yesterday.  
a. Tell me about: When you ate? What you ate? Where you ate it? 
Who was with you?  
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i. Why you ate when, what, where, and with whom? 
13. Walk me through all the times you ate the day before yesterday (say day 
of the week).  

a. Tell me about: When you ate? What you ate? Where you ate it? 
Who was with you? Why you ate when, what, where, and with 
whom? 

14. Walk me through all the times you ate two days before yesterday (say 
day of the week).  

a. Tell me about: When you ate? What you ate? Where you ate it? 
Who was with you? Why you ate when, what, where, and with 
whom? 

 
 

Question 2: Can we talk a little about what you wrote in your diary entries while you’ve 
been in the study?  
 
Probes: 

1. QUESTIONS TO ASK ALL DAUGHTERS: 
a. Who do you enjoy eating with the most (from those listed in the 
diaries)? 

i. Why/Tell me more 
b. Which location do you like eating at the best (from those listed in 
diaries)? 

i. Why/Tell me more 
c. Which location do you like eating at the least (from those listed in 
diaries)? 

i. Why/Tell me more 
d. Tell me what you noticed about your eating by completing these 
daily food diaries.  

i. How does that make you feel? 
2. Follow-up on points noted from review of diaries prior to interview that 
have not been discussed. 

a. Tell me a little more about this entry. 
b. What was going on?  
c. How did you feel? 

 
 
Question 3: Through our discussions we’ve talked a lot about what you and others 
think about food.  
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1. Thinking about this again, I’m wondering if you have any additional 
thoughts about what food means to you.  

a. Does food represent anything to you? In your life? 
b. Do certain foods represent something in your life?  

i. Tell me more.  
ii. Why do you think food does/does not have a special 

meaning to you? 
 
 
Question 4: Also through our discussions, we’ve talked a lot about your relationship 
with your mother. 

1. Can you tell me one way that you believe your mother influences what 
you eat/cook/buy? 
2. Can you think of another way that you believe your mother influences 
what you eat/cook/buy? 

a. IF PARTICIPANT DOES NOT THINK SHE INFLUENCES: 
iv. What kinds of things would your mother have to do for 

you to consider her an influence on what you eat (cook or 
buy)?  

3. Since you’ve started the study, have you recognized any additional ways 
your mother influences your eating, cooking, or purchase of foods? 

a. Tell me more.  
 
 
Question 5: WRAP-UP: 

5. Is there anything else you think is important that I didn’t ask you?  
6. Is there anything you would like to ask me?  
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Appendix E. Interview Guides for Mothers 

Interview Guide for Time 2 Data Collection: Mother 
 

Thank you again for agreeing to participate in this research study. Today we will talk 
about your relationship with your daughter and some of your current food and eating 
practices. While we all eat multiple times every day (including myself), I want to know 
about YOUR experience of eating every day and the kinds of things in YOUR life that 
influence what you eat, how you think about food, etc. I want to learn from you.  

 
Your privacy and freedom to speak what is on your mind is what is most important to 
me during these interviews, and many participants prefer a location that other people 
can’t over hear us talking. Is this location (name location) the best place for you to speak 
freely about what is on your mind? If this is not, then I think we should move to another 
location that you will be the most comfortable to speak freely.  

 
As you can see the conversation is being tape-recorded so I can transcribe what we 
talked about later. However, it is only myself and other members of my small research 
team who will ever hear the tape, and you will not be named or identified on the 
transcript. Also, accurate responses are not as important to me as is your sense of 
freedom to speak what’s on your mind. So whatever comes to mind is what I’d like for 
you to share. However, if you ever feel uncomfortable or do not want to answer a 
question that is asked, that is okay; and if you don’t understand a question please tell 
me. 
 
 
Question 1: First, in general, tell me about your relationship with your daughter. 

 
Probes:   
1. What’s your favorite part about your relationship? 
2. What’s your least favorite part about your relationship? 
3. Do you feel supported by your daughter? Tell me more about that. 
4. Do you feel like you support your daughter? Tell me more about that. 
5. How close do you feel to your daughter? Do you feel you can confide or 

share personal thoughts and concerns with her?  
6. Some people believe what parents’ value can influence their relationships 

with others.  
a. What types of values do you hold? What do you value? 
b. Do you feel as though holding those values influences your 

relationship with your daughter? 



 

  254  

i. Tell me more. 
c. Here is a list of qualities that children can be encouraged to learn at 

home. Which, if any, do you consider to be especially important for 
your daughter to learn? You many choose up to five. 

i. Provide List.(Independence, Hard Work, Feeling of 
responsibility, Imagination, Tolerance and respect for other 
people, Thrift and saving money and things, Determination 
and perseverance, Religious faith, Unselfishness, Obedience, 
Self-expression, and Commitment to family)  

ii. Tell me more about why you selected those.  
d. Do you feel your daughter holds those same values? Tell me more 

about that. 
7. Has your relationship changed since your daughter became a teenager?  

a. Tell me more. 
8. Tell me what it is like to talk with your daughter on a daily basis. 

a. What do you like? Not like? 
b. Is it easy or hard to talk with your daughter?  

i. What kinds of things are easy to talk about with your 
daughter? What kinds of things are hard to talk about with 
your daughter?  

c. Tell me about what you and your daughter talked about last night. 
i. Tell me about what you and your daughter talked about this 

morning.  
ii. Are these types of things typical of what you two talk about?  

d. How do you feel about your daily communication with your 
daughter? 

i. Is there anything you would like to change?  
9. Some mothers and daughters argue. Do you and your daughter ever argue? 

a. Tell me about it. 
b. What types of things do you argue about?  
c. How long do your arguments last?  
d. How often have you argued in the past week? Past month? 

i. Tell me about how it makes you feel that you argue at that 
frequency. 

e. How do your arguments typically end?  
f. How do you feel during an argument with your daughter? 
g. How do you feel after an argument with your daughter?  

10. Do you feel like you serve as a role model for your daughter? 
a.  In what ways? 
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11. Now, I’d like for you to think about your relationship with your own mother 
when you were a teenager. Are there similarities or differences between your 
relationship with your mother (when you were a teenager) and your 
relationship with your daughter today?  

a. What are they?  
b. Tell me more about those. 

 
Question 2: Now, let’s talk a little about your own eating and food practices. “Sometimes 
it is hard to remember…it’s okay…Take your time” 

Probes: 
1. Walk me through all the times you ate yesterday.  

a. Tell me about: When you ate? What you ate? Where you ate it? Who 
was with you?  

i. Why you ate when, what, where, and with whom? 
b. Probe for SNACKS/drinks 

2. Walk me through all the times you ate the day before yesterday (say day of 
the week).  

a. Tell me about: When you ate? What you ate? Where you ate it? Who 
was with you?  

i. Why you ate when, what, where, and with whom? 
b. Probe for SNACKS/drinks 

3. Walk me through all the times you ate two days before yesterday (say day 
of the week).  

a. Tell me about: When you ate? What you ate? Where you ate it? Who 
was with you?  

i. Why you ate when, what, where, and with whom? 
b. Probe for SNACKS/drinks 

4. How many meals do you typically eat during a week day?  
a. How many meals do you typically eat during a weekend day?  

5. How many snacks do you typically eat during a week day? 
a. How many snacks do you typically eat during a weekend day? 

 
Question 3: Let’s talk a little about the things that can influence our own eating and food 
practices. 

Probes: 
1. In general, when do you feel like eating or cooking?  

a. What influences you feeling that way? 
2. What’s your favorite part of cooking/ eating?  

a. Is there anything you do not like about it? 
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3. Some of the mothers and daughters I have talked to believe culture or their 
heritage influences them in many ways, including their food and cooking 
choices.  

b. First, please tell me your definition of the word “culture.” 
i. Are there any parts of your life that you consider to be 

influenced by culture? By your heritage? (Family) traditions? 
By where you come from? 

c. Do you believe culture or where you come from influences your 
eating and food practices?  

i. Tell me more. 
ii. If yes (1st question): 

1. What foods do you consider to be a part of your 
heritage and culture?  

a. When do you eat those foods?  
b. How do you feel when you eat those foods? 

iii. If no (1st question)/If yes (2nd question): 
1. Are there any foods you commonly make at holidays, 

family gatherings, or other special events? 
a. Tell me about those. 
b. What are some of the reasons you make those 

foods at that time?  
c. Do you think any of those foods may be related 

to culture?  
d. Do you believe culture or your heritage influenced your eating and 

food practices when you were growing up?  
i. Tell me more. 

e. Do you believe the influence of culture on our lives, such as what we 
eat, is generational? Meaning do you think people from certain 
generations display more cultural behaviors, such as eating certain 
foods, than people from other generations? 

i. Tell me more.  
f. Now I’d like you to think about how your mother would answer 

some those questions. 
i. Do you think your mother would have thought there were 

parts of her life that were influenced by culture? By her 
heritage? By traditions? 

1. Tell me more 
ii. Do you think your mother would have thought that her eating 

or cooking was influenced by her culture or heritage? 
1. Tell me more 
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iii. If yes: 
1. What foods do you think your mother would have 

considered to be a part of her culture and heritage? 
a. Why do you think she would have considered 

those to be cultural? 
4. Now I’d like to know what food means to you in your life. What does food 

mean to you? 
a. What meaning does food have for you? 
b. Are there certain foods with a special meaning to you? What are they? 
c. Is this meaning in anyway influenced by the people in your life? 

i. Your daughter?  
ii. Your own mother? 

5. In these interviews, many of the mothers and daughters have talked about 
how they feel about their bodies, in other words how they feel about their 
weight.   

a. Do you think, in general, women are satisfied with their bodies?   
i. Do you think the food that women eat is related to how they 

feel about their bodies? 
b. What about men? 

i. Do you think the food that men eat is related to how they feel 
about their bodies? 

c. What about you?  How do you feel about your body?  
i. Are you satisfied with your body weight? 

ii. Do you think the food you eat is related to how you feel about 
your body? 

iii. Do you think how you feel about your body influences what 
you eat? 

d. Tell me how your body weight (your weight status) has changed over 
time. 

i. Are there times in your life you have gained or lost weight?  
1. What was going on during those periods? 
2. How did your eating change during those periods? 

Question 4.  Please tell me about your experience of eating and/ or cooking with your 
daughter, specifically. 

Probes: 
1. Do you typically eat meals together during the week?  

a. On the weekend?  
b. Who is the person you most commonly eat with?  
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2. Who typically does the cooking?  
a. What does that look like? 
b. IF COOK: what types of foods do you buy to cook with? (Ready to 

prepare foods from the frozen section?)  
c. IF COOK: What does someone cooking from “scratch” mean to you? 

i. Do you ever cook from “scratch?”  
ii. How often? Why this frequency? 

3. Who typically does the food shopping? 
a. What does that look like? 

4. Are meals typically planned? If so, who typically does this?  
a. How does your daughter influence meal planning? 

5. I’d like for you to describe the last meal you ate with your daughter and if you 
helped with its preparation in any way. 

a. Where? When? What? How long?  
i. What things influenced those decisions? 

b. How did you feel?  
c. What did you talk about during the meal?  
d. Did your daughter say anything to you about your cooking/eating?  

i. What was said and how did that make you feel? 
e. Did you notice anything about your daughter while with her?  

i. What was it? 
6. Now I’d like to ask a similar set of questions, but want you to think about 

these generally. In general: 
a. How do you feel when you cook or eat with your daughter?  
b. What influences how cooking and eating occurs with your daughter? 
c. What kind of things do you talk about when cooking or eating with 

your daughter?  
d. How often do you and your daughter discuss eating habits?  

i. What types of things are said?  
e. Do you ever discuss the idea of “healthy” eating?  

i. How often does that occur? 
ii. What types of things are said? 

iii. When you talk about “healthy” eating, how does the 
conversation go? (quality) 

1. Do you and your daughter talk about it openly and 
each say what you think?  

2. Or do you and/or your daughter avoid discussing this 
topic? 

f. In general, does your daughter ever say anything to you about your 
cooking/ eating? 
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i.  What is said and how does that make you feel?  
g. In general, what kind of things do you notice about your daughter 

when cooking or eating with her? 
7. In what ways do you think your daughter’s cooking and eating influences 

your eating, cooking, or food purchasing?  
a. IF PARTICIPANT DOES NOT THINK SHE INFLUENCES: 

i. What kinds of things would your daughter have to do for you 
to consider her an influence on your eating, cooking, or food 
purchasing?  

8. Do you feel like you serve as a role model for your daughter’s eating?  
a. How so? 

9. Thinking about some of the questions I previously asked about culture and 
heritage, I’d like for you to again think about how that might influence the 
values you have for your daughter surrounding food. 

a. Are there any parts of your daughter’s life you consider to be 
influenced by culture? By her heritage or family traditions? 

b. Do you believe culture or her heritage influences her eating and food 
practices?  

i. Tell me more. 
ii. How does it make you feel that culture does/does not 

influence your daughter’s eating?  
10. Previously, you said that your attitude towards weight [did/ did not] 

influence your eating.  
a. Do you think your daughter’s attitude towards her weight influences 

her eating? 
i. Tell me more 

b. How do you and your daughter communicate about food and 
weight? 

i. How do you think this influences your eating? 
ii. How do you think this influences your daughter’s eating? 

 
Question 5: WRAP-UP: 
1. Is there anything else you think is important that I didn’t ask you?  
2. Is there anything you would like to ask me? 
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Interview Guide for Time 3 Data Collection: Mother 
 

Thank you again for agreeing to participate in this research study. Today we will again 
talk about your mother-daughter relationship and some of your current food and eating 
practices. As you may remember, my purpose for these interviews is to learn about 
YOUR experience of eating every day and the kinds of things in your life that influence 
what you eat and how you think about food.  Many questions are similar to those I 
asked you at the last visit, so we will explore a little about how your answer may differ 
or be the same today from your answers last time.  

 
Again, your privacy and freedom to speak what is on your mind is what is most 
important to me during these interviews, and many participants prefer a location that 
other people can’t hear us talk. Is this location (name location) the best place for you to 
speak freely about what is on your mind? 

 
As you can see the conversation is being tape-recorded again so I can transcribe what we 
talk about later. However, it is only myself and other members of my small research 
team who will ever hear the tape, and you will not be named or identified on the 
transcript. Also, accurate responses are not as important to me as is your sense of 
freedom to speak what’s on your mind. So whatever comes to mind is what I’d like for 
you to share. However, if you ever feel uncomfortable or do not want to answer a 
question that is asked, that is okay; and if you don’t understand a question please tell 
me.  

 
Question 1: First, let’s talk a little about your own eating and food practices. “Sometimes 
it is hard to remember…it’s okay…Take your time” 

 
Probes: 
1. Walk me through all the times you ate yesterday.  

a. Tell me about: When you ate? What you ate? Where you ate it? Who 
was with you?  

i. Why you ate when, what, where, and with whom? 
b. Probe for SNACKS/drinks 

2. Walk me through all the times you ate the day before yesterday (say day of 
the week).  

a. Tell me about: When you ate? What you ate? Where you ate it? Who 
was with you?  

i. Why you ate when, what, where, and with whom? 
b. Probe for SNACKS/drinks 
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3. Walk me through all the times you ate two days before yesterday (say day of 
the week).  

a. Tell me about: When you ate? What you ate? Where you ate it? Who 
was with you?  

i. Why you ate when, what, where, and with whom? 
b. Probe for SNACKS/drinks 

4. Do you eat fast food? 
i. What are some restaurants that you consider fast food? 

ii. How often do you eat fast food?  [Probe for fast food, take out]  
iii. What types of fast foods do you eat most frequently?  
iv. How do you decide where to eat fast food? 
v. How do you decide when you are going to eat fast food?   

1. What do you eat then?  
vi. Do you eat fast food alone? In what situations?  

1. What do you eat then? 
vii. Do you eat fast food for meals?  …for snacks? 

viii. In general, why do you think people eat fast food? 
5. How often do you eat at home? [Probes: Do you eat meals at home? …snacks at 

home?  What’s a meal? …a snack?]  
i. Who cooks at home?  [Probes: what is prepared, where do you eat 

the food? With whom do you eat?  
ii. Why do you eat at home rather than eat out? 

iii. Do you eat fast food at home?  When?  
iv. How do you decide between eating fast food at home and 

cooking food at home?   
6. In your opinion, what’s the difference for you between eating a home cooked 

meal and eating fast food? 
 
Question 2: Let’s talk again a little about the things that can influence our own eating 
and food practices. 

 
Probes: 
1. In general, when do you feel like eating or cooking?  

a. What influences you feeling that way? 
b. What are some other times you feel like eating or cooking? 

2. What’s your favorite part of cooking/ eating?  
a. Is there anything you do not like about it? 

3. What are your 4 favorite foods? 
a. Why are they your favorite? 
b. How often do you get these? (Why that frequency?) 
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c. What influences whether you eat this food or not?  
d. Is there ever a time you do not want this food? 

4. Let’s talk a little about how your eating habits may have changed over time?  
a. Has anything recently changed in your eating? 

i. What is the change and what brought about the change?  
ii. How has your eating changed since your childhood?  

1. How do you feel about these changes?   
5. Food Memories and Rituals:  

a. Tell me about any food rituals you have or had. Meaning, do you 
always go to the same restaurant/get the same food when you go to a 
certain place? For instance, some people may have a ritual that they 
always go to a certain breakfast place before work every Friday 
morning or every time they visit home they make sure to always go to 
a certain restaurant or have their family cook them a certain food. 
What about you? Is there something in your life that reflects a food 
ritual?  

i. How do you feel before you do the food ritual? 
ii. How do you feel during and after? Why? 

b. Now I’d like to ask you about some of your food memories. 
i. What is your favorite food memory?   

1. Describe:  who was there, what you were eating, why this 
event happened; 

2. Does this memory describe a typical occasion or a special 
occasion? 

3. Why is this memory important to you? 
ii. Are there any other foods that make you think of a certain 

memory, special event, or occasion?  
1. What are they?  
2. Why do you think those foods make you think of that 

memory?  
6. Now, I’d like for you to list either 3 places or things related to food that are 

important to you. 
a. For each identified item: 

i. Explain to me how this is related to food.  
ii. Tell me why you selected this item. 

iii. Tell me why this item is important to you. 
7. Do you think any of your favorite foods or the items, places, and memories 

we just discussed are influenced by the people in your life? How so? 
a. Are they in anyway influenced by your daughter?  
b. Are they in anyway influenced by your own mother/grandmother? 
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8. In general, are there any foods that make you think of your daughter? 
a. What are they?  
b. Why do you think they make you think of her? 

9. In general, are there any foods that make you think of your 
mother/grandmother? 

a. What are they?  
b. Why do you think they make you think of her? 

10. Next I’d like us to talk about personal beliefs we all hold about food. We 
don’t always recognize these, so it’s okay if you need some time to think 
about the questions. 

a. What does someone’s cooking say about who they are?  
i. Does the fact that someone cooks say anything about who they 

are as a person? 
b. What does the food that someone eats OR the way they eat (i.e., their 

eating behaviors- times of day, skipping meals, eating quickly, etc.) 
say something about who they are? Do you think that the food that 
someone eats says something about who they are?  

i. Do you think the food that you eat says something about who 
you are?   

1. List some foods that, you think, say something about 
who you are?  

a. What do those foods say about you? 
ii. How about where someone eats? To what extent does: 

1. Eating at home say something about a person?  What 
about you?  

2. Eating out in fast food restaurants say something 
about a person?  What about you? 

c. Do you believe some foods are “good” and some foods are “bad?” 
i. What do you consider to be “good” foods? What’s your 

definition of a “good” food? 
1. When do you choose to eat “good” foods? 
2. Why do you choose to eat “good” foods? 

ii. What do you consider to be “bad” foods? 
1. When do you choose to eat “bad” foods? 
2. Why do you choose to eat “bad” foods? 

iii. Do you think your daughter believes some foods are “good” 
and some foods are “bad?” 

1. What foods do you think she’d consider “good?” 
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2. What foods do you think she’s consider “bad?” 
3. Does her believing this in any way influence your 

choices to eat these foods? How so? 
iv. Do you think your mother/grandmother believes some foods 

are “good” and some foods are “bad?” 
1. What foods do you think she’d consider “good?” 
2. What foods do you think she’s consider “bad?” 
3. Does her believing this in any way influence your 

choices to eat these foods today? How so? 
4.  Did her beliefs in any way influence your food choices 

when you were younger? How so? 
 

 
Question 3.  Now let’s talk a little about your experience of eating and/ or cooking 
specifically with your daughter. 

  
Probes: 
1. Do you typically eat meals together during the week?  

a. How often do you typically eat meals together?  
i. Just the two of you?  

b. Who is the person you most commonly eat with?  
2. Who typically does the cooking?  

a. What does that look like? 
b. IF COOK: what types of foods do you buy to cook with? (Ready to 

prepare foods from the frozen section?)  
c. IF COOK: What does someone cooking from “scratch” mean to you? 

i. Do you ever cook from “scratch?”  
ii. How often? Why this frequency? 

3. Who typically does the food shopping? 
a. What does that look like? 

4. Are meals typically planned? If so, who typically does this?  
a. Does your daughter influence meal planning? How so? 

5. I’d like for you to describe the last meal you ate with your daughter. 
a. Where? When? What? How long?  

i. What things influenced those decisions? 
b. Did you help with its preparation in any way? 
c. What did you talk about during the meal?  
d. Did anyone say anything to you about your cooking/eating?  
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i. What was said and how did that make you feel? 
ii. What about your daughter? Did she say anything? 

e. Did you notice anything about anyone while eating/cooking with 
them?  

i. What was it? 
ii. What about your daughter? Did you notice anything about 

her? 
f. How did you feel during the meal? 

6. (AS APPLICABLE) Now I’d like for you to describe the last meal you ate with 
ONLY your daughter.  

a. Where? When? What? How long?  
i. What things influenced those decisions? 

b. Did you help with its preparation in any way? 
c. What did you talk about during the meal?  
d. Did your mother say anything to you about your cooking/eating?  

i. What was said and how did that make you feel? 
e. Did you notice anything about your mother while eating/cooking with her?  

i. What was it? 
f. How did you feel during the meal? 

7. In general, who serves as a role model for your eating today? 
a. Growing up, do you think anyone served as a role model for your 

eating?  
i. Who? How so? 

8. In general, do you feel like you serve as a role model for anyone’s eating?  
a. Who? How so? 
b. Do you feel like you serve as a role model for your daughter’s eating? 

How so? 
i. Does she serve as a role model for your eating in anyway?  

9. In what ways do you think your daughter’s cooking and eating influences 
your eating, cooking, or food purchasing?  

a. IF PARTICIPANT DOES NOT THINK SHE INFLUENCES: 
i. What kinds of things would your daughter have to do for you 

to consider her an influence on your eating, cooking, or food 
purchasing?  

10. Now I’d like to ask you a set of questions about some of the ways that other 
mothers I’ve spoken to feel like their daughter influences their eating, 
cooking, and/or food purchasing. I’d like you to tell me if you feel like your 
daughter ever influences you in similar ways.  

a. Do you ever feel like your daughter intentionally/ deliberately tries to 
influence the foods you cook, buy, or eat? 
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i. What does this look like? When does this happen? How often? 
ii. How does this make you feel? 

iii. How do you typically respond? 
iv. How does this influence your eating/cooking/buying? 

b. Do you ever feel like your daughter tries to persuade you to cook or 
purchase certain foods? 

i. What does this look like? When does this happen? How often? 
What types of foods? 

ii. How does this make you feel? 
iii. How do you typically respond? 
iv. How does this influence your eating? (cooking and buying) 

c. Do you ever feel like your daughter complains about the food you 
cook, buy, or eat?  

i. What does this look like? When does this happen? How often? 
What types of foods? 

ii. How does this make you feel? 
iii. How do you typically respond? 
iv. How does this influence your eating (cooking and buying)? 

d. Do you ever feel like your daughter questions the types of food you 
eat, cook, or buy?  

i. What does this look like? When does this happen? How often? 
What types of foods? 

ii. How does this make you feel? 
iii. How do you typically respond? 
iv. How does this influence your eating (cooking and buying)? 

 
 

Question 4: Finally, I’d like to ask you a little about any of the stress you may experience 
in your life. 

 
Probes: 
1. What are the top 3 stressors currently in your life? 

b. Tell me more about those. 
2. Describe how stressful you identify each of those to be. 
3. How do each of these stressors affect you? (Mentally, physically, etc.)  
4. What things do you do to reduce the amount stress associated with each of 

those stressors? 
5. Some people believe stress makes them eat differently than they normally do. 

c. Do you believe this is true for you? How so?  
d. IF PARTICIPANTS AGREE THEY EAT DIFFERENTLY:  
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i. Why do you think your eating changes when you feel 
stressed? 

ii. How does eating this way make you feel?  
iii. Is your daughter aware that your eating changes with 

stress? If so, how do you think she feels about the way 
your eating changes related to stress? If not, how you 
think she’d feel about the way your eating changes 
related to stress? 

iv. How about your own mother?  Is she aware that your 
eating changes with stress? If so, how do you think she 
feels about the way your eating changes related to stress? 
If not, how you think she’d feel about the way your 
eating changes related to stress? 

v. How do you think other women in your life would feel 
about the way your eating changes related to stress?  

 
Question 5: WRAP-UP: 
1. Is there anything else you think is important that I didn’t ask you?  
2. Is there anything you would like to ask me? 
 
 

Interview Guide for Time 4 Data Collection: Mother 
 
 
Thank you again for agreeing to participate in this research study. Today we will again 
talk about your mother-daughter relationship and some of your current food and eating 
practices. As you may remember, my purpose for these interviews is to learn about 
YOUR experience of eating every day and the kinds of things in your life that influence 
what you eat and how you think about food.  A number of questions are similar to those 
I asked you at the last two visits, so we will explore a little about how your answer may 
differ or be the same today from your answers last time.  

 
Again, your privacy and freedom to speak what is on your mind is what is most 
important to me during these interviews, and many participants prefer a location that 
other people can’t hear us talk. Is this location (name location) the best place for you to 
speak freely about what is on your mind? 

 
As you can see the conversation is being tape-recorded again so I can transcribe what we 
talk about later. However, it is only myself and other members of my small research 
team who will ever hear the tape, and you will not be named or identified on the 
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transcript. Also, accurate responses are not as important to me as is your sense of 
freedom to speak what’s on your mind. So whatever comes to mind is what I’d like for 
you to share. However, if you ever feel uncomfortable or do not want to answer a 
question that is asked, that is okay; and if you don’t understand a question please tell 
me.  

 
 

Question 1: First, let’s talk a little again about your own eating and food practices. 
“Sometimes it is hard to remember…it’s okay…Take your time” 

Probes: 
1. Walk me through all the times you ate yesterday.  

a. Tell me about: When you ate? What you ate? Where you ate it? Who 
was with you? Why you ate when, what, where, and with whom? 

2. Walk me through all the times you ate the day before yesterday (say day of 
the week).  

a. Tell me about: When you ate? What you ate? Where you ate it? Who 
was with you? Why you ate when, what, where, and with whom? 

3. Walk me through all the times you ate two days before yesterday (say day of 
the week).  

a. Tell me about: When you ate? What you ate? Where you ate it? Who 
was with you? Why you ate when, what, where, and with whom? 

 
Question 2: Can we talk a little about what you wrote in your diary entries while you’ve 
been in the study?  

Probes: 
1. QUESTIONS TO ASK ALL MOTHERS: 

a. Who do you enjoy eating with the most (from those listed in the 
diaries)? 

i. Why/Tell me more 
b. Which location do you like eating at the best (from those listed in 

diaries)? 
i. Why/Tell me more 

c. Which location do you like eating at the least (from those listed in 
diaries)? 

i. Why/Tell me more 
d. Tell me what you noticed about your eating by completing these daily 

food diaries.  
i. How does that make you feel? 

2. Follow-up on points noted from review of diaries prior to interview that have 
not been discussed. 
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a. Tell me a little more about this entry. 
b. What was going on?  
c. How did you feel? 

 
Question 3: Through our discussions we’ve talked a lot about what you and others 
think about food.  

1. Thinking about this again, I’m wondering if you have any additional 
thoughts about what food means to you.  

a. Does food represent anything in your life? 
b. Do certain foods represent something in your life?  

i. Tell me more.  
ii. Why do you think food does/does not have a special meaning 

to you? 
 

Question 4: Also through our discussions, we’ve talked a lot about your relationship 
with your daughter. 

1. Can you tell me one way that you believe your daughter influences what you 
cook? 

2. Can you tell me one way that you believe your daughter influences what you 
buy? 

3. Can you tell me one way that you believe your daughter influences what you 
eat? 

a. IF PARTICIPANT DOES NOT THINK SHE INFLUENCES: 
v. What kinds of things would your daughter have to do for you 

to consider her an influence on your eating, cooking, or food 
purchasing?  

4. Since you’ve started the study, have you recognized more of the ways your 
daughter influences your eating, cooking, or purchase of foods? 

a. Tell me more.  
 

Question 5: WRAP-UP: 
1. Is there anything else you think is important that I didn’t ask you?  
2. Is there anything you would like to ask me? 
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Appendix F. Daily Diaries 

Daily Diary Entries: Daughter 

Name: _______________  Date: _______________ Day of the Week: _______________ 
 

Topic 1: How was your day with your mother? 
 

 
 
 
 

Tell me what made it a “good” day, a “bad” day, or “neither a good nor bad” 
day.  

 
 
 
 
 
 

What did you like best about your mother today? And/or what did you wish you 
could’ve changed today? 
 

 

Topic 2:  Describe everything you can remember you ate and drank today. (This includes 
meals, snacks, drinks, etc. Anytime you ate or drank anything.)  

 

 
Eating Time #1 

 
Responses  

What time did you eat? 
 

 

What did you eat? Estimate how 
much. 
 
 

 

Where did you eat this?  
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Who was with you?  
 
 

 

Why did you choose to eat this item 
in this location? What influenced 
your choices?  

 

 
Eating Time #2 

 
Responses  

What time did you eat? 
 

 

What did you eat? Estimate how 
much. 
 
 

 

Where did you eat this?  
 
 

 

Who was with you?  
 
 

 

Why did you choose to eat this item 
in this location? What influenced 
your choices?  

 

 
 

Eating Time #3 
 

Responses  

What time did you eat? 
 

 

What did you eat? Estimate how 
much. 
 
 

 

Where did you eat this?  
 
 

 

Who was with you?  
 
 

 

Why did you choose to eat this item 
in this location? What influenced 
your choices?  
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Eating Time #4 

 
Responses  

What time did you eat? 
 

 

What did you eat? Estimate how 
much. 
 
 

 

Where did you eat this?  
 
 

 

Who was with you?  
 
 

 

Why did you choose to eat this item 
in this location? What influenced 
your choices?  

 

 
 

Eating Time #5 
 

Responses  

What time did you eat? 
 

 

What did you eat? Estimate how 
much. 
 
 

 

Where did you eat this?  
 
 

 

Who was with you?  
 
 

 

Why did you choose to eat this item 
in this location? What influenced 
your choices?  
 

 

 
 

Eating Time #6 
 

Responses  

What time did you eat? 
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What did you eat? Estimate how 
much. 
 
 

 

Where did you eat this?  
 
 

 

Who was with you?  
 
 

 

Why did you choose to eat this item 
in this location? What influenced 
your choices?  
 

 

 
 

Please add more Eating Times as needed. 
 

 

Topic 3:  What else would like to share today? What else happened? How did that make 
you feel? 
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Daily Diary Entries: Mother 

Name: _______________  Date: _______________ Day of the Week: _______________ 
 

Topic 1: How was your day with your daughter? 
 

 
 
 
 

Tell me what made it a “good” day, a “bad” day, or “neither a good nor bad” 
day.  

 
 
 
 
 
 

What did you like best about your daughter today? And/or what did you wish 
you could’ve changed today? 
 

 
Topic 2:  Describe everything you can remember you ate and drank today. (This includes 

meals, snacks, drinks, etc. Anytime you ate or drank anything.)  
 

Eating Time #1 
 

Responses  

What time did you eat? 
 

 

What did you eat? Estimate how 
much. 
 
 

 

Where did you eat this?  
 
 

 

Who was with you?  
 
 

 

Why did you choose to eat this item 
in this location? What influenced 
your choices?  
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Eating Time #2 
 

Responses  

What time did you eat? 
 

 

What did you eat? Estimate how 
much. 
 
 

 

Where did you eat this?  
 
 

 

Who was with you?  
 
 

 

Why did you choose to eat this item 
in this location? What influenced 
your choices?  

 

 
 

Eating Time #3 
 

Responses  

What time did you eat? 
 

 

What did you eat? Estimate how 
much. 
 
 

 

Where did you eat this?  
 
 

 

Who was with you?  
 
 

 

Why did you choose to eat this item 
in this location? What influenced 
your choices?  

 

 
 

Eating Time #4 
 

Responses  

What time did you eat? 
 

 

What did you eat? Estimate how 
much. 
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Where did you eat this?  
 
 

 

Who was with you?  
 
 

 

Why did you choose to eat this item 
in this location? What influenced 
your choices?  

 

 
 

Eating Time #5 
 

Responses  

What time did you eat? 
 

 

What did you eat? Estimate how 
much. 
 
 

 

Where did you eat this?  
 
 

 

Who was with you?  
 
 

 

Why did you choose to eat this item 
in this location? What influenced 
your choices?  
 

 

 
 

Eating Time #6 
 

Responses  

What time did you eat? 
 

 

What did you eat? Estimate how 
much. 
 
 

 

Where did you eat this?  
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Who was with you?  
 
 

 

Why did you choose to eat this item 
in this location? What influenced 
your choices?  
 

 

 
 

Please add more Eating Times as needed. 
 

 

Topic 3:  What else would like to share today? What else happened? How did that make 
you feel? 
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Appendix G. Description of Self-Report Questionnaires  

INSTRUMENT DESCRIPTION 
Block Kids 
2004 Food 
Frequency 
Questionnaire* 

Consumption of 77 food/ beverage items (from NHANES 1999-2002 dietary 
recall data; NutritionQuest, 2009) for the past 7 days.  Test-retest reliability of 
0.63 for energy intake (Cullen et al., 2008); demonstrated validity for 
adolescents older than 12 years (Cullen et al., 2008); and use with multiethnic 
youth and adolescent samples (Au et al., 2012; Langevin et al., 2007). 
 

Block 
Questionnaire- 
2005 Food 
Frequency 
Questionnaire 
** 

Mother’s usual intake and portion size of 110 food items assessed for the 
previous month (from NHANES 1999-2002 dietary recall data; 
NutritionQuest, 2009). Macronutrient intake reliability range is 0.57-0.90 
(Boucher et al., 2006).  Validity in comparison to diet recalls (Block et al., 1992; 
Block et al., 1990) and used in obese and non-obese multiethnic women 
samples (Anderson et al., 2010; Stolley et al., 2009). 
 

Caregiver 
Impact 
Questionnaire 
(CIQ)** 

Investigator-modified version of the CIQ evaluated food purchasing and 
preparation practices of the mother and household.  Reliability not reported 
(Gittelsohn et al., 2006; Suratkar et al., 2010).  CIQ has demonstrated face 
validity (Suratkar et al., 2010).  CIQ was constructed, refined, and used with a 
sample of low-income Black adults (Suratkar et al., 2010). 
 

Demographic 
Questionnaire 
** 

At baseline, a self-report demographic data sheet collected mother-daughter 
characteristics (mother’s age, occupational status, marital status, and 
daughter’s age) and other household characteristics (socioeconomic 
information, household family members).   
 

Family 
Environment 
Scale (FES)*** 

Five FES subscales assessed social-environmental characteristics of the 
household as perceived by the daughter and mother (cohesion, 
expressiveness, conflict, organization, and control).  Individual subscale 
reliability range .67- .89 (Moos, 1990); subscales demonstrate content, 
construct, concurrent, and predictive validity (Moos, 1990); and been used in 
multi-ethnic samples (Ogburn et al., 2010; Schroeder & Kelley, 2009). 
 

Home Food 
Inventory 
(HFI)** 
 

190 items to assess the types of available food in the home at the time of data 
collection. Items are in a checklist type yes/no format.  The HFI has 
demonstrated substantial construct and criterion validity (Fulkerson et al., 
2008). 
 

Parent-
Adolescent 
Communicatio
n Inventory 
(PACI)*** 

Investigator-modified 30-item version assessed mothers’ and daughters’ 
perceptions of the parent-adolescent communication process and content.  Six 
processes (frequency, initiation, recognition, self-disclosure, domination, and 
satisfaction) measured in five content areas (social issues, interests, societal 
rules, relations, and general problems). Abbreviated PACI versions have a 
reliability of 0.94 (Holmes et al., 2012).  PACI has been used with multiethnic 
samples (Dickerson & Crase, 2005; Holmes et al., 2012).  
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INSTRUMENT DESCRIPTION 
 
Parent- Child 
Relationship 
Questionnaire 
(PCRQ)*** 
 

 
40 items assessed mother and daughter perceptions of maternal warmth, 
assertiveness, disciplinary strategies, possessiveness, and mother-daughter 
relations (Furman, 2001).  Reliability range of .68-.92 (Kaiser, McBurnett, & 
Pfiffner, 2011), demonstrated convergent validity (Johnston et al., 2002), and 
used previously to assess mother-daughter relationships among Black 
American females (Cox, Fasolino, & Tavakoli, 2008).  
 

Youth Impact 
Questionnaire 
(YIQ)* 

Investigator-modified version of the YIQ evaluated food purchasing and 
preparation practices of the daughter. Reliability not reported (Kramer et al., 
2012; Surkan et al., 2010). YIQ has demonstrated face and content validity 
(Surkan et al., 2010). YIQ was constructed, refined, and used with a sample of 
low-income Black adolescents (Kramer et al., 2012; Surkan et al., 2010). 

Note. * , Completed by adolescent females; **, Completed by mothers; ***, Completed by both. Please see Table 9 for information on 
schedule of administration for and primary constructs addressed by each questionnaire.  
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Appendix H. Codebook by Thematic Framework 

Codes Sorted by Index (Primary Constructs of Interest) Created Using Framework Approach during Analysis 
(All codes inductive unless otherwise specified) 

Code Name Code Type Definition/ Description 
1. Dietary Practices (DP): Self-report & observation of daughter or mother 

DP: Eating 

Descriptive, a priori 

Personal statements about own eating/consumption behavior; this captures 
all eating experiences along with all experiences with food that is 
IMMEDIATELY AVAILABLE to EAT though technically was purchased first 
(e.g. fast food, gas stations, convenience stores, snack machines, fair food, 
etc.). Does not include statement about what the participant has done before 
(greater than one year ago) OR what they think they should do. Also 
includes observations of participant consumption during data collection 
visit.  

DP: Eating Occurrences/Clarifying Food Diaries 

Descriptive, a priori 

Identifies when the participant describes the foods eaten over the previous 3 
days (whether it is when I ask, or they remember later in the interview, etc.); 
it is also used anytime more information is provided about the specific 
eating times reported in their daily diaries. ALL of these codes are 
MANUALLY exported to the Excel eating occurrences file. 

DP: Cooking 

Descriptive, a priori 

Personal statements about own preparing/cooking behavior (any behavior of 
combining, mixing, preparing, cutting, and heating food or ingredients; any 
behavior that PREPARES for food to be cooked/eaten [setting table, pouring 
drinks, packing lunches]; and any behavior that CLEANS-UP after a meal is 
eaten [washing dishes]). Statements that compare how other people cook 
compared to what the participant cooks are coded. Does not include 
statement about what the participant has done before (greater than one year 
ago) OR what they think they should do. Also includes observations of 
participant preparation during data collection visit. 

DP: Buying (food purchasing) 
Descriptive, a priori 

Personal statements about own food/grocery shopping behavior—for self 
and/or household (i.e., food acquisition for the household for later 
preparation or consumption; not already prepared foods for immediate 
consumption). Food that is purchased for immediate consumption (e.g. fast 
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Code Name Code Type Definition/ Description 
food, gas stations, convenience stores, fairs, etc. is coded under EATING). 
Does not include statement about what the participant has done before 
(greater than one year ago) OR what they think they should do. Also 
includes observations of participant acquisition during data collection visit 
(i.e., carrying in grocery bags, etc.) 

DP: Food Planning/Farming/ Gardening/Etc. 

Descriptive, a priori 

Personal statements about own behavior related to: finding recipes; 
watching Food Network or other food shows to get inspired; making a 
grocery list; planning meals; recording food diaries/planning food for diet/ 
tracking food/ etc.; knowing where all items in kitchen are and their status; 
couponing; food budget management/ being cognizant of cost of food (in 
general); stocking food in freezer, wrapping/ food preservation activities, 
including making sure to REMOVE items from the freezer; re-arranging 
refrigerator and pantry; giving food to others that haven't used at house 
(extra cans/donating); tending to a garden/growing herbs and other foods; 
raising animals to eat; fishing; educating self about food (reading research 
articles/ news articles). Does not include statement about what the 
participant has done before (greater than one year ago) OR what they think 
they should do. Also includes observations of food planning, gardening, etc. 
during data collection visit (i.e., carrying in grocery bags, etc.) 

DP: Previous Eating (> 1 year ago) 
Descriptive 

Personal statements about own eating/consumption behavior more than one 
year prior; does not include statement about what the participant does 
today.  

DP: Previous Cooking (> 1 year ago) 
Descriptive 

Personal statements about own cooking/food preparation behavior more 
than one year prior; does not include statement about what the participant 
does today. 

Previous Buying (>1 year ago) 

Descriptive 

Personal statements about own eating/consumption behavior more than one 
year prior; does not include statement about what the participant does 
today. Food that was PREVIOUSLY purchased for immediate consumption 
(e.g. fast food, gas stations, convenience stores, fairs, etc. is coded under 
PREVIOUS EATING). 

DP: Previous Food Planning/ Farming/ 
Gardening/etc. (>1 year ago) Descriptive 

Personal statements about own behavior that occurred more than year prior 
to data collection related to: finding recipes; watching Food Network or 
other food shows to get inspired; making a grocery list; planning meals; 
recording food diaries/planning food for diet/ tracking food/ etc.; knowing 
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Code Name Code Type Definition/ Description 
where all items in kitchen are and their status; couponing; food budget 
management/ being cognizant of cost of food (in general); stocking food in 
freezer, wrapping/ food preservation activities, including making sure to 
REMOVE items from the freezer; re-arranging refrigerator and pantry; 
giving food to others that haven't used at house (extra cans/donating); 
tending to a garden/growing herbs and other foods; raising animals to eat; 
fishing; educating self about food (reading research articles/ news articles).  

FULFILLMENT (Daughter only) 

Descriptive 

Statements about daughter’s eating, cooking, buying, and/or food planning 
(consumption, acquisition, preparation, planning) that in some way relate to 
the daughter's fulfillment, happiness, and satisfaction with these 
experiences. Participant does not always have to be explicit about emotion; if 
the statement is relevant to her feelings and levels of satisfaction, code is 
applied.  

2. Food-Specific (FS) Mother-Daughter Features 
(If mother-daughter features were observed on audio recording or in field notes, code was applied to relevant textual data.) 

Daughter  Mother Features (DM) 
Buying (mother observations of daughter) Descriptive, a priori 

Mother describes an observation about daughter's buying. See DP: Buying 
(food purchasing) for definition.  

Cooking (mother observations of daughter) Descriptive, a priori 
Mother describes an observation about daughter's cooking. See DP: Cooking 
for definition. 

Daughter’s Accommodation 
Descriptive 

Captures any statements made by the daughter or mother describing the 
daughter accommodating, agreeing, or accepting (or not accommodating, 
not agreeing, or not accepting) the household food environment OR the 
mom directly.  

Eating (mother observations of daughter) Descriptive, a priori 
Mother describes an observation about daughter's eating. See DP: Eating for 
definition. 

Food Planning/Etc. (mother observations of 
daughter) Descriptive, a priori  

Mother describes an observation about daughter's food planning, gardening, 
farming, etc. See DP: Food Planning/ Farming/ Gardening/ Etc. for 
definition. 

FS: D-->M: agreeing/ complying/ holding 
thoughts to self Process 

Participant describes daughter agreeing with/consenting to/ going along 
with/ being okay with the food option/food-related topic (behavior, etc.) 
suggested by mom OR daughter acts in accordance to mom's 
wish/command (she complies) as it relates to food (e.g. not saying anything, 
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"staying in child's place"). At times this may mean the daughter does not 
express her feelings on the topic.  

FS: D-->M: answering 
Process 

Participant describes daughter as simply verbally responding to a question 
from mother related to food in some way. No emotions or motivations 
noticeable.  

FS: D-->M: arguing/ disagreeing/ going back 
and forth Process 

Participant describes daughter as disputing or arguing with mom about 
something food related. May not be a full blown argument but they are 
going back in forth verbally because they want different things (i.e. daughter 
wants food and mom doesn't want her to have food, etc.) 

FS: D-->M: attending to/ being considerate/ 
checking in 

Process 
Participant describes daughter as being attentive to, being considerate of, or 
checking in on something food-related that is the mother's 

FS: D-->M: being busy or absent (M 
chauffeuring) Process 

Participant describes the daughter being and having a busy schedule that 
mom either does not accommodate to or accommodates to by chauffeuring 
the daughter around which is related to food in some way. 

FS: D-->M: being near 
Process 

Participant describes daughter being near mom while she eats, cooks, etc. 
Participant DOES NOT describe this as a process for the daughter to learn 
(which is "watching/observing") 

FS: D-->M: bringing meal ideas home/ teaching Process 
Participant describes daughter as bringing ideas for meals home to mom, 
showing mom how to cook something the daughter previously learned, etc. 

FS: D-->M: choosing/ doing/ being required to 
do something else Process 

Daughter is described by self or mom as choosing to do OR simply doing 
something different other than engaging with mom for food-related 
activities; she is at the house and available (not absent) 

FS: D-->M: choosing/wanting to be with M Process Daughter is described by self or mom as choosing or desiring to be with 
mom during some food related activity 

FS: D-->M: complaining (about self) 
Process 

Participant describes daughter as expressing dissatisfaction or annoyance to 
mother about something related to the daughter's own body weight, figure, 
etc. (included since food and weight was talked about in a way that mothers 
and daughters felt they were related)  

FS: D-->M: complaining/criticizing (directly or 
indirectly) Process 

Participant describes daughter as expressing dissatisfaction or annoyance to 
mother about something related to food. Or daughter indicating the faults of 
the mother's behavior in a disapproving way. 

FS: D-->M: complementing/thanking 
Process 

Participant describes mom receiving verbal complements from daughter (or 
"kids") regarding something around food (e.g. something she cooked; 
something she ate; something she avoided) 
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FS: D-->M: declining Process 

Participant describes daughter politely refusing the food option/food-related 
topic (behavior, etc.) suggested by mom 

FS: D-->M: doing food-related chores 
Process 

Participant describes daughter has food-related chores and discusses doing 
them; these should be double coded with the relevant Dietary Practice code 
(COOKING, BUYING, etc.). The reason they are double-coded as it is clear 
that this is a chore/a "have to" item from mother 

FS: D-->M: dropping it/moving on Process 
Participant describes daughter as dropping or “letting go” of a topic related 
to mom's cooking, eating, or buying behavior (ex: “I just leave it”) 

FS: D-->M: explaining/justifying (own behavior) 
Process 

Participant describes daughter gave a reason and providing more detail of 
why she's doing what she is doing (this can be an explanation, an excuse, or 
a justification). 

FS: D-->M: expressing anxiety/concern Process Participant describes daughter as expressing signs of concern/worry/anxiety 
to mother for something related to food and dietary practices. 

FS: D-->M: expressing disgust Process Participant describes daughter as expressing signs of disgust/aversion 

FS: D-->M: expressing excitement/enjoyment 
Process 

Participant describes daughter as expressing signs of excitement 
(enthusiasm) and/or enjoyment (delight, pleasure) towards mom about 
something related to food 

FS: D-->M: expressing 
frustration/anger/disappointment/defensiveness 

Process 
Participant describes daughter as expressing feelings of anger, frustration, of 
being upset towards mom about something related to food 

FS: D-->M: expressing indifference Process 
Participant describes daughter as expressing signs of indifference towards 
mom that is related specifically to food (eating, cooking, etc.). 

FS: D-->M: expressing 
preferences/opinion/appetite level 

Process 

Participant describes daughter as telling mother what she likes and does not 
like (her inclinations) about food, her behavior, mom’s behavior, etc.; this 
does not appear to be complaining because daughter does not appear to be 
expressing dissatisfaction or annoyance about the state of affairs, just her 
opinion.  

FS: D-->M: expressing surprise Process 
Participant describes daughter as expressing signs of surprise, astonishment 
towards mom about something related to food 

FS: D-->M: following/ wanting to make the 
same 

Process 
Participant describes daughter as modeling the mothers behavior exactly 
regarding food 

FS: D-->M: helping/ offering help 
Process 

Participant describes daughter as helping mother with any FOOD RELATED 
tasks; it must be clear that this is helping or assisting; these statements may 
also be co-coded with own Dietary Practices codes 
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FS: D-->M: hiding/sneaking 
 Process 

Participant describes daughter as acting in a secretive/ underhand way as it 
relates to food or mom's food. May describe daughter as intentionally trying 
to hide food from mother.  

FS: D-->M: inquiring 

Process 

Participant describes daughter as asking for information from mother about 
something related to food; this is NOT requesting (in which permission is 
being sought), persuading/harassing (when questions are used to make mom 
doing something), disapproving (when a question is asked with a tone the 
indicates disapproval- "why are you eating that?"), or reminding/ 
questioning (which someone uses a question to remind/challenge/ bring 
awareness another person not to eat x).  

FS: D-->M: instructing 
Process 

Participant describes mother receiving instructions or directions from 
daughter regarding food-related behavior (do this or don't do that) without 
command or force. 

FS: D-->M: knowing preferences Process 
Participant describes daughter as being aware of mom's food preferences 
(either for her own dietary practices or for her mother's dietary practices). 

FS: D-->M: lying Process 
Participant describes daughter as verbally lying to mother about food 
situation in some way 

FS: D-->M: mutually deciding Process 
Participant describes daughter as mutually deciding with mom what to eat, 
cook, buy, etc. 

FS: D-->M: not having/contributing money Process 
Participant describes daughter as not having or providing any money to 
mom or household for food or whatever food-related topic 

FS: D-->M: not helping or offering/ not 
notifying/ not doing as expected or told Process 

Participant describes daughter as NOT informing mom about something 
food-related or NOT helping mom with something food-related in mom's 
defined acceptable time frame. (This is not refusing to help, more simply a 
statement of not helping or informing mom about x.) 

FS: D-->M: not listening Process Participant describes daughter as not hearing or giving attention to mother 
about what she is saying regarding food or food-activity 

FS: D-->M: not observing/ not caring Process Participant describes daughter as not observing or noticing any food-related 
behaviors of mom's (cook, eat , shop, eat) 

FS: D-->M: notifying/announcing Process Participant describes daughter as informing mom about something food-
related. Typically a statement. 

FS: D-->M: persuading/ harassing/ hounding 
Process 

Participant describes daughter (and potentially other family members) as 
urging, harassing, or pursuing mom relentlessly for something related to 
food or her dietary behavior; this is beyond inquiries (a simple ask of 
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information)  

FS: D-->M: reassuring Process 
Participant describes daughter saying or doing something to remove the 
doubts and fears of mom as it relates to food and physical body. 

FS: D-->M: reminding/ questioning 
Process 

Participant describes daughter as using a question or statement to remind 
mother about something related to food; bring something to the attention of 
the mother; and feel or express doubt about; raise objections to. 

FS: D-->M: requesting/ seeking permission/ 
suggesting Process 

Participant describes or implies daughter formally asking for something 
related to food; asking for permission in an experience related to food; 
sometimes the daughter is merely suggesting (putting an idea forward for 
consideration). 

FS: D-->M: sharing food/plate/ offering Process Participant describes that when daughter is eating something she shares her 
food/plate with others 

FS: D-->M: suggesting/ negotiating 
Process 

Participant describes daughter as trying to reach an agreement or 
compromise with the mom related to food and may do so by making 
suggestions/putting forward ideas for consideration. (This is not interpreted 
as persuasion.) 

FS: D-->M: supporting/encouraging Process Participant describes daughter as inspiring and supporting mother 
regarding a topic related to food (or weight) 

FS: D-->M: taking food from M plate Process 
Participant describes daughter as taking food from mother’s plate. 
Sometimes daughter asks and other times she does not. 

FS: D-->M: talking about dieting/weight/eating 
behavior (own or others) OR dieting 
(observation) 

Process 

Participant describes daughter's dieting behavior; how daughter talks about 
dieting to mother; or how daughter talks about how she/they need to eat 
healthier going forward (not always a complaint). Also includes statements 
of daughter putting/encouraging mom to go on a diet. 

FS: D-->M: talking about food (specifically) Process 
Participant describes daughter as talking about food/ drink items specifically 
to or with mother 

FS: D-->M: talking/connecting (in general) 
Process 

Participant describes daughter as in general talking and visiting with the 
mother about something not necessarily food related but occurring at the 
time of a food related activity; co-coded with relevant Dietary Practices 
codes 

FS: D-->M: teasing/ joking Process Participant describes daughter as making fun or playfully provoking mother 
about something related to food 

FS: D-->M: telling M about bully experience 
with food 

Process 
Participant describes daughter as telling mom about a specific food 
experience that involved bullying 
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FS: D-->M: verifying/checking 

Process 

Participant describes daughter as making sure something mom said that is 
food related is true or that asks mom if something is correct. These can be 
questions used to verify something but are not simple inquiries or asking 
permission (requests) as they are checking about information mom provided 

FS: D-->M: warning Process Participant describes daughter as warning the mother about something food 
related 

FS: D-->M: watching/ observing Process Participant describes daughter as watching/observing mom cook, shop, eat 
to learn (not simply to be near) 

Mother Daughter Features (MD) 
Buying (daughter observations of mother) Descriptive, a priori 

Daughter describes an observation about mother's buying. See DP: Buying 
(food purchasing) for definition. 

Cooking (daughter observations of mother) Descriptive, a priori 
Daughter describes an observation about mother's cooking/food preparation. 
See DP: Cooking for definition. 

Eating (daughter observations of mother) Descriptive, a priori 
Daughter describes an observation about mother's eating/consumption. See 
DP: Eating for definition. 

Food Planning/Etc. (daughter observations of 
mother) Descriptive, a priori 

Daughter describes an observation about mother's food planning, gardening, 
farming, or other behavior. See DP: Food Planning/ Farming/ Gardening/ 
Etc. for definition. 

FS: M-->D: accepting offers of help Process Participant describes mom as accepting and receiving offers of help from 
daughter and then often it is described or implied that daughter helps 

FS: M-->D: accommodating/knowing 
(preferences/desires/needs) Process 

Participant describes how mom will cook, buy, and eat food that 
accommodates/obliges the daughter's (and potentially other children's) 
preferences and desires. Also includes statements of mother being aware of 
daughter's preferences. 

FS: M-->D: agreeing 
Process 

Participant describes mother agreeing with/going along with/ being okay 
with the food option/food-related topic (behavior, etc.) suggested by 
daughter. 

FS: M-->D: allowing/permitting 
Process 

Participant describes mom as allowing or permitting or "letting" the 
daughter to eat, cook, buy something after the daughter asks/requests for it 
(this is not GIVING IN as the daughter does not appear to be using any 
persuasion tactics) 

FS: M-->D: announcing 
Process 

Participant describes the mother as making known some information that is 
related to food. This is not in response to a request. Simply the mother 
provides the information; she makes a declaration but not directing. 
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FS: M-->D: answering Process 

Participant describes mother as simply verbally responding to a question 
from daughter related to food in some way 

FS: M-->D: arguing/ disagreeing/ going back 
and forth Process 

Participant describes mother as disputing or arguing with daughter about 
something food related. May not be a full blown argument but they are 
going back in forth verbally because they want different things. 

FS: M-->D: assisting/ helping 
Process 

Participant describes mother as helping/aiding daughter with any food-
specific task. May or may not physically help daughter. Daughter may be 
cooking and mother may help with one item during cooking because 
daughter does not know how/ is afraid/ etc. 

FS: M-->D: assuming responsibility 

Process 

Participant describes mother as assuming the responsibility to figure 
something out related to food; often saying something like "I will figure out" 
when it as what is for dinner, etc. This is not necessarily to control or decide 
the situation but rather to let the daughter know that she does not have to 
worry about it 

FS: M-->D: being busy/working/ or being absent Process Participant describes mother as having a busy schedule (work or social) 
which (often) prevents them from being together around food-related events 

FS: M-->D: being quiet Process 
Participant describes mother as being quiet in response to daughter and it 
somehow relates to food or a food activity 

FS: M-->D: calling attention to what D ate/ what 
she likes 

Process 
Participant describes mother as pointing out/revealing intentionally what 
daughter ate to daughter. Commenting on her eating. 

FS: M-->D: changing mind Process 
Participant describes mom as deciding something different than what was 
previously stated/expressed/etc. And it relates to food in some way 

FS: M-->D: complaining (about self or mutual 
behavior) 

Process 

Participant describes mother as complaining about her body and ties this 
into how mom then either changes her eating behavior or wants to change 
her eating behavior (relates it to food or consumption in some way). Or 
participant describes mother as complaining about something she may have 
forgotten to do related to food (example: "I don't like us going out to eat but 
we have to because I haven't taken anything out to eat [from the freezer/ 
refrigerator]”). Sometimes she will complain about a mutual behavior they 
have.  

FS: M-->D: complementing/ approving behavior Process Participant describes daughter receiving verbal complements from mom 
regarding something around food (e.g. something she cooked, ate, avoided) 

FS: M-->D: confronting Process Participant describes mother as stating something to daughter that causes 
daughter to be unsettled (e.g. mother tells daughter she's heard the daughter 
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tell others that she is not a good cook) 

FS: M-->D: considering/contemplating 
Process 

Participant describes mother as contemplating and considering something 
daughter said that is food related; potentially a suggestion the daughter 
made about dinner, etc. 

FS: M-->D: correcting/demanding change in 
verbal approach or response Process 

Participant describes mother as giving a “look” or inflection of her voice to 
correct the way the daughter is communicating with her about something 
related to food 

FS: M-->D: criticizing Process Participant describes mother as indicating the faults of the daughter in a 
disapproving way as it relates to eating or food.  

FS: M-->D: deciding/ruling 
Process 

Participant describes how mom decides (or "rules") what will be and/or how 
food will be bought, eaten, or cooked; not always a "denying" response (may 
be co-coded with that) but rather the mother just makes the conclusion. 

FS: M-->D: declining help offer Process 
Participant describes mom as declining offers of help from daughter for food 
related tasks 

FS: M-->D: denying/preventing/not allowing 
Process 

Participant describes mother as refusing to give or grant something food-
related as requested/desired by daughter (i.e., anytime Mom says 'no' to a 
daughter's food request) 

FS: M-->D: dismissing food eaten by D or 
available to eat Process 

Participant describes mother as treating what daughter consumed as not 
worthy of consideration. For example, daughter may say I had 2 bites of cake 
and mom might say- ‘well that's not enough to count’ 

FS: M-->D: doing/choosing to do something else 
Process 

Participant describes mother as choosing to do OR simply doing something 
different other than engaging with daughter for food-related activities; she is 
at the house and available (not absent) 

FS: M-->D: dropping it/ moving on 
Process 

Participant describes mother as dropping or letting go of a topic related to 
daughter's cooking, eating, or buying behavior (See FS: DM: dropping it 
for example quote). 

FS: M-->D: encouraging/ supporting/ reassuring Process Participant describes mother as inspiring and supporting daughter 
regarding a topic related to food (or weight). 

FS: M-->D: explaining/justifying (own 
behavior/decisions) Process 

Participant describes mother as giving a reason and providing more detail of 
why she's doing what she is doing (this can be an explanation, an excuse, or 
a justification).  

FS: M-->D: expressing anger/ frustration/ 
annoyance 

Process 
Participant describes mother as expressing feelings of anger, frustration, of 
being upset towards daughter about something related to food 
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FS: M-->D: expressing 
anxiety/concern/nervousness Process 

Participant describes mother as expressing feelings of anxiety or nerves 
towards daughter about something related to food; usually cooking by 
herself or cooking at all, etc. Also includes expressing feelings of concern 
towards daughter about her weight/ how much she is eating/ etc. 

FS: M-->D: expressing enjoyment 
Process 

Participant describes mother as expressing signs of excitement (enthusiasm) 
and/or enjoyment (delight, pleasure) towards daughter about something 
related to food (not specifically complementing daughter) 

FS: M-->D: expressing exhaustion/stress/being 
tired 

Process 
Participant describes mother as expressing signs of physical (and mental) 
fatigue which are related to food in someway 

FS: M-->D: expressing indifference Process Participant describes mother as expressing signs of indifference towards 
daughter that is related specifically to food (eating, cooking, etc.). 

FS: M-->D: expressing opinion/preferences 

Process 

Participant describes mother as telling daughter what she likes and does not 
like (her inclinations); this does not appear to be complaining because 
mother does not appear to be expressing dissatisfaction or annoyance about 
the state of affairs, just her opinion about a particular food, her daughter’s 
behavior, etc. 

FS: M-->D: feeling responsible/ feeling D relies 
on M for food Process 

Participant describes daughter (and potentially other household members) 
as being dependent on mom for food; that it's part of a mother's role to 
provide food/make healthy choices/ etc. for daughter.  

FS: M-->D: giving in (or up)/ being lenient/ 
laissez faire 

Process 

Participant describes mother buckling/capitulating to daughter; "giving in" 
in response to daughter persuading. This is NOT allowing as the daughter is 
using persuasion tactics versus simply requesting. This also includes 
statements of mothers simply being somewhat lenient and or laissez faire 
(e.g. choose whatever you want, going along with child’s suggestions). 

FS: M-->D: hiding/ locking up food 
 

Process 
Participant describes mother concealing food from daughter or locking food 
up to keep daughter from consuming it 

FS: M-->D: inquiring 

Process 

Participant describes mother as asking for information from daughter about 
what is being cooked, eaten, or bought; (Example: "what are we eating 
tonight?"); whether this is complaining/verifying/etc. depends on context 
and other information provided by participant around the question. This is 
not persuading, disapproving, or reminding/questioning. 

FS: M-->D: instructing/directing Process Participant describes daughter receiving instructions or directions from 
mom regarding eating, cooking, buying behavior (do this or don't do that). 
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Ordering around, but not to the level of requiring the daughter (which 
involves force and demanding).  

FS: M-->D: introducing foods/seasonings 
Process 

Participant describes mom as presenting/introducing new foods and flavors 
to daughter to try. If other approaches are described at the time of this 
("requiring" or "encouraging") they are also coded. 

FS: M-->D: modeling 
Process 

Participant describes mother as intentionally role modeling/ setting example 
for behavior, attitude or values around food for daughter (and potentially 
other children); trying to show her and teach her how to act as it relates to 
food. 

FS: M-->D: mutually deciding Process Participant describes mother as mutually deciding with daughter what to 
eat, cook, buy, etc. 

FS: M-->D: neglecting/ignoring preferences and 
desires/ not sharing/ not waiting Process 

Participant describes mom as disregarding/ignoring daughter's preferences 
or desires (often what she doesn't like to eat) and cooking something or 
going somewhere to eat that meets the mom's own desires. Or in general 
ignoring or neglecting daughter during a meal. 

FS: M-->D: negotiating/compromising 

Process 

Participant describes mom as trying to reach an agreement or compromise 
with the daughter through verbal dialogue. Different than providing choices 
as the mom willingly offers that. This typically occurs in response to a 
request/suggestion made by daughter but mother is not wanting/willing to 
agree or disagree. 

FS: M-->D: NOT cooking but making food/ 
ingredients/ money for food available 

Process 

Participant describes mother as making food available in the home for 
daughter to eat even though mom is NOT cooking (typically fast food or 
delivery, etc.). Sometimes this is discussing how mom makes 
food/ingredients available for daughter to cook. If discussion of grocery 
store or mom's eating then co-coded with those dietary practice observations 
of mother by daughter.  

FS: M-->D: not expressing preferences Process Participant describes mother is NOT telling daughter what she likes and 
does not like (her inclinations). 

FS: M-->D: not intervening/ not teaching 
(abandon/relinquish) 

Process 
Participant describes mother is NOT intervening or showing/explaining how 
to do a food related activity. 

FS: M-->D: not monitoring/observing Process Participant specifically describes that mom does not notice or monitor what 
the daughter eats, etc. 

FS: M-->D: notifying Process Participant describes mother as informing daughter about something food-
related. Typically a statement. (E.g. we're having leftovers tonight). Often 
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provided information without the daughter inquiring; like a "heads up" 

FS: M-->D: observing/ paying close attention Process 
Participant specifically describes that mom DOES notice or monitors or pays 
close attention to what, when, etc. the daughter eats, etc. 

FS: M-->D: persuading/nagging 

Process 

Participant describes mother as urging daughter to do something related to 
food or her dietary behavior; this is often related to trying to get the 
daughter to try a new food or come with mother on grocery shopping trip, 
etc. Participant will also describe mom as nagging/persistently recurring 
comments. 

FS: M-->D: plating 
Process 

Participant describes mom plating food; this has been pulled out from 
"cooking (observation)/COOKING" only because of previous literature. Will 
be co-coded with DP: Cooking (mother’s self-description or daughter’s 
observation). 

FS: M-->D: promising Process Participant describes mom as telling daughter she will definitely do/not do 
something that is food related 

FS: M-->D: providing choices 

Process 

Participant describes mom as providing all viable food choices for the 
daughter to select. This is not necessarily negotiating as the mother may be 
simply initiating this (and not in response to something requested by 
daughter). This is also not mom asking for suggestions; in this instance she 
knows what she is willing and not willing to do and then gives the daughter 
the choice among the items mom is willing to do.  

FS: M-->D: purposively avoiding 
confrontational topics 

Process 
Participant describes mother as purposively avoiding confrontation as it 
relates to food with daughter 

FS: M-->D: questioning or reminding 
Process 

Participant describes mother as using a question or statement to remind 
daughter not to buy, eat, and cook x; bring something to the attention of the 
daughter; feel or express doubt about x; raise objections to. 

FS: M-->D: requesting/checking/asking (for 
help/preferences) 

Process 

Participant describes how mom will ask daughter (and potentially other 
siblings) for help in deciding what to eat, help in the kitchen/cooking, or 
asking what they want her to buy, cook, etc. (this code is used when mom is 
'requesting' for opinions and/or actually behaviors). Also includes examples 
of mom checking whether a certain location is okay with them. 

FS: M-->D: requiring/commanding/forcing 
Process 

Participant describes mom as demanding/ necessitating/ commanding 
daughter to do or stop doing something that is somehow related to food. 
This is beyond asking for help or instructing and directing the child. The 
level of force used indicates that no other option exists for the daughter. 
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These statements indicate either a well-established maternal rule or a level of 
pushing that the daughter knows she has to do what the mother says. 

FS: M-->D: restraining self Process 
Participant describes mother as restraining self as it relates to food with 
daughter 

FS: M-->D: rewarding/ penalizing Process Participant describes mother as rewarding and/or penalizing daughter with 
food 

FS: M-->D: scolding/threatening 
Process 

Participant describes mom as rebuking/reprimanding/admonishing 
daughter angrily. Sometimes this is described as mom stating her intentions 
to take hostile action towards daughter (sometimes it is unclear if these 
physical suggestions have ever occurred or if they are just verbal attacks).  

FS: M-->D: seeking  medical/ nutrition care or 
treatment OR changing behavior to 
accommodate medical condition 

Process 
Participant describes mother as seeking medical or other weight-related 
treatment and care for a condition related to nutrition/food. 

FS: M-->D: sharing food/plate/ offering Process Participant describes that when mom is eating something she shares her 
food/plate with others  

FS: M-->D: suggesting/  problem solving Process Participant describes mother as putting forward an idea for consideration or 
helping daughter resolve/problem solve a food-related situation 

FS: M-->D: surprising Process Participant describes that mother will surprise daughter with food or a 
restaurant that she likes or is a favorite in someway 

FS: M-->D: taking food from D's plate Process 
Participant describes mother as taking food from daughter’s plate. 
Sometimes mother asks and other times she does not. 

FS: M-->D: talking about dieting/weight/eating 
behavior (own or others) OR dieting 
(observation) Process 

Participant describes mom's dieting behavior; how mom talks about dieting 
to daughter; or how mom talks about how she/they need to eat healthier 
going forward (not always a complaint). Also includes statements of mom 
putting/encouraging daughter to go on a diet (mom may join or only have 
daughter diet). 

FS: M-->D: talking about food (specifically) Process Participant describes mother as talking about food specifically to or with 
daughter 

FS: M-->D: talking/ connecting (in general) 
Process 

Participant describes mother as in general talking and visiting with the 
daughter about something not necessarily food related but occurring at the 
time of a food related activity; co-coded with dietary practices codes. 

FS: M-->D: teaching/ prepping Process Participant describes mom as showing or explaining to daughter how to do 
something around food (or why daughter should buy x, etc.). This is not 
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justifying or directing; it's more a general teaching experience. Sometimes 
this is discussed as prepping the daughter for her adulthood. 

FS: M-->D: teasing/ joking 
Process 

Participant describes mother as making fun or playfully provoking daughter 
about something related to food or in general during a food mother-
daughter interaction (going out to eat) 

FS: M-->D: thanking/being gracious Process Participant describes mom as thanking/being gracious to daughter for 
something daughter did  

FS: M-->D: wanting daughter near Process Participant describes mother as intentionally wanting to eat with 
daughter/wanting to be around her during eating, cooking, buying, etc. 

FS: M-->D: wanting space/to be alone 
Process 

Participant describes mother as intentionally not wanting to eat with 
daughter. Not wanting to be around her. Wanting space from daughter 
during eating, cooking, buying, etc. 

Maternal Interest/Motivation for “Healthy” 
Food 

Descriptive 

Captures anytime the daughter or mother describes the mother as displaying 
or not displaying an interest and motivation for "healthy" food for the 
household and/or herself. Created to more easily retrieve information for the 
consistency and degree to which mom possesses this explanatory factor for 
nourishment. 

3. Views, Values, Meanings (Sociocultural Understandings) about Food 
(Codes informed from Airhihenbuwa et al., 1996; Antin & Hunt, 2012; James, 2004; Schönpflug, 2009; Wilson et al., 2004) 

Basic Need/Survival/Hunger Descriptive Participant describes food or food experiences as representing a basic need 
(cannot survive without it) and/or hunger 

Cultural Heritage 

Descriptive 

Participant describes food or food experiences as representing or relating to 
historical trends in a particular ethnic group (goes beyond saying "I grew up 
with it" or relating it only to family/upbringing); may describe common food 
items eaten or combinations of foods typically eaten together among certain 
ethnic and/or regional groups: Hispanic/Latina, African American, Southern/ 
"Country", Italian, South American. Describes common and restricted foods 
due to religious practices (i.e., Muslim no pork) 

Gender Roles & Responsibilities Descriptive Participant describes food responsibilities as tied to the female gender; a wife 
and/or mother's responsibility 

Meal Structure 
Descriptive 

Participant describes food consumption and food experiences as related to 
the meal structure; explains the reason they ate what and when they did was 
because it was “breakfast" or "lunch" or "dinner"; the historical significance 
of a 3 meal a day cultural understanding.  
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Code Name Code Type Definition/ Description 
My (our) well-being, health, and/or body image 

Descriptive 

Participant describes food and food experiences as related to personal or 
family’s well-being (emotions, exhaustion, tired), health and body (weight, 
hips, hair, nails, skin). Nutritional quality of food or referring to eating 
"healthy" versus "unhealthy" also falls under this category (they are 
concerned with personal health). These statements are often related to 
individualism (coded under Western Values); but these specific statements 
occurred with enough frequency to be coded alone.  

Social Connections 

Descriptive 

Participant describes food and food experiences as being sources of bringing 
people together; memories of people with food (prompted or unprompted); 
describes fellowship or preserving the family/ relationship/ family bond/ 
connecting to others as a reason for their eating practices. Family 'heritage' is 
captured here; anything about being raised on a food and socialized by 
family and loved ones is captured here (if they go beyond family and talk 
about ancestry or ethnic heritage then that code will also be used if both 
ideas are important in the statement). Familiar foods associated with other 
people are coded here to capture foods that often have a positive association 
with family and friends/people. 

Western Values/Reflections of Capitalistic 
Values 

Descriptive 

Participant describes and or relates food and food experiences to common 
western values, including: Perfectionism (i.e., beauty, thinness); 
Individualism (i.e., personal responsibility before responsibility to others, “I” 
like the taste, “I” always do x, placing self regularly at the center of their 
norms and beliefs; prioritizing autonomy); Predictability (routine; 
repetition); Economicism/Capitalism (valuing food and food experiences 
through spectrum of economics, cost, etc.); and, Efficiency/ convenience (i.e., 
describes food as related to being busy and or increasing their convenience). 

4. Food-Specific (FS) Household Features 
Household Food Environment 

Descriptive 

Any comment, observation, report regarding the other members of the 
household that is directly related with food. Examples: what they are doing, 
what they say, basically how the mother and daughter socialize and observe 
the behavior of other members of the household as related to food. If the 
household involves only mother & daughter then this code will not be used 
much (if at all).  Further, if mom is in charge of MOST (OR ALL) of the 
household food (versus the other parent) this will not be coded much. When 
household member mainly in-charge of household food preparation, 
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Code Name Code Type Definition/ Description 
planning, and acquisition is mother, these household food provider activities 
will be coded mainly/only under mother’s DP: Buying, DP: Food Planning, 
DP: Cooking codes. 

5. NOT Food-Specific (NFS) Mother-Daughter Features 
NFS: Relationship quality 

Descriptive 
Any comment, observation, report regarding the daughter or mother's 
relationship quality. Statements must in some way refer to their personal 
mother-daughter relationship. 

NFS: Communication 
Descriptive 

Any comment, observation, report regarding the daughter or mother's 
communication to the other person. Interactions I observe between the two 
(field notes) or interactions or comments from the other person they report 
to me in interviews/diaries. This is non-food-related communication. 

NFS: Physical activity of self or mother/ 
daughter 

Descriptive 
Any comment, observation, report regarding the daughter or mother's 
physical activities 

NFS: Weight/body image/health condition of 
self or mother/daughter 

Descriptive 
Any comment, observation, report regarding the daughter or mother's 
weight, body image, and/or health condition 

NFS: Values held by self or mother/daughter 
(non-food/activity/weight-related) Descriptive 

Any comment, observation, report regarding the daughter or mother's 
values & expectations that are not food related. These may be personal 
values/expectations or values/expectations they hold for the other person. 

NFS: Modeling of Behavior 
Descriptive 

Any comment, observation, report regarding the daughter or mother's 
behavior in front of the other person. Behavior I observe and the other 
person is in the room (field notes), or behavior they observe and report to me 
in interviews/diaries. This is non-food-related modeling. 

NFS: Daughter’s sibling position/Mom’s 
experience with parenting 

Descriptive 
Any comment, observation, report regarding the daughter's position in the 
children 

NFS: Mother’s job & work schedule 
Descriptive 

Any comment, observation, report regarding the mother's work and/or her 
other weekly activities (includes how busy she is, if she received a phone call 
from work, etc.) 

NFS: Daughter’s (weekly) schedule- school, etc.  Descriptive Any comment, observation, report regarding the daughter's school, camp, 
and/or her other weekly activities (includes how busy she is, etc.) 

6. Other Household Context Features (Non-Food-Specific) 
Household: Economic Descriptive Any comment, observation, report regarding the economic status of the 

household. Anything to indicate where they fall in social class (i.e., cars they 
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Code Name Code Type Definition/ Description 
drive, vacations they are going on, instruments the daughter plays, dance 
lessons, private v. public v. charter school, braces, description of home, etc.). 

Household: Social Environment 

Descriptive 

Any comment, observation, report regarding the other members of the 
household (or people closely related to the household members) that does 
not have to do with food. Examples: what they are doing, what they say, 
basically how the mother and daughter socialize and observe the behavior of 
other members of the household as it is unrelated to is rarely/never used. 
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Appendix I. Scores for Block Food Frequency Questionnairec 

Caseb:  
Participant 

Vegetablesd 

(Daughter=servings/day 
Mother=cups/day) 

Fruite 

(Daughter=servings/day 
Mother=cups/day) 

Dairyf 

(Daughter=servings/day 
Mother=cups/day) 

Meat/Proteing 

(Daughter=servings/day 
Mother=oz/day) 

Grainsh 

(Daughter=servings/day 
Mother=oz/day) 

Daughter’s Fats, 
Oils, & Sweetsi 

 Mean (SD) Ranka Mean (SD) Ranka Mean (SD) Ranka Mean (SD) Ranka Mean (SD) Ranka Mean (SD) Ranka 

10: Mother 2.48‡ (1.11) H (I) 0.46 (0.18) M (I) 1.07 (0.39) M (I) 6.43‡ (1.06) H (C) 4.55 (1.89) M (I)   

10: Daughter 2.62 (0.63) H (I) 0.64 (0.1) M (C) 0.77 (0.02) M (C) 1.34 (0.85) M (I) 3.35 (1.77) M (I) 3.09 (1.7) M (I) 

4: Mother 2.22 (0.33) M (I) 1.23 (0.21) M (I) 1.14 (0.64) H (I) 5.70‡ (0.06) M (C) 4.13 (0.03) M (C)   

4: Daughter 1.53 (0.43) M (C) 0.72 (1.01) M (I) 0.45 (0.31) L (I) 1.30 (0.02) M (C) 2.74 (1.38) M (I) 1.71 (1.41) L (I) 

2: Mother 1.2 (0.32) M (C) 1.16 (0.76) M (I) 1.09 (0.03) M (C) 4.50 (0.52) M (C) 4.72 (2.26) H (I)   

2: Daughter 1.85 (2.62) M (I) 0.14 (0.2) L (I) 0.95 (0.73) H (I) 1.43 (1.16) M (I) 0.96 (0.9) L (I) 3.06 (2.1) M (I) 

13: Mother 1.61 (0.47) M (I) 0.22 (0) L (C) 1.02 (0.32) M (I) 5.4‡ (1.17) M (I) 6.08‡(1.16) H (C)   

13: Daughter 0.85 (0.54) M (C) 0.86 (0.1) M (C) 0.81 (0.01) M (C) 0.98 (0.38) M (I) 4.62 (0.8) H (C) 3.52 (0.58) H (C) 

1: Mother 0.43 (0.04) L (C) 0.11 (0.04) L (C) 0.34 (0.01) L (C) 1.72 (0.33) L (C) 1.37 (0.02) L (C)   

1: Daughter 1.17 (0.65) M (I) 1.50 (0.1) H (C) 0.19 (0.05) L (C) 2.01 (0.28) H (C) 8 (2.49) H (I) 3.2 (2.26) M (I) 

3: Mother 0.82 (0.41) L (I) 0.50 (0.21) M (I) 0.61 (0.54) L (I) 4.06 (2.32) L (I) 3.26 (2.61) L (I)   

3: Daughter 0.77 (0.29) L (C) 0.64 (0.71) M (I) 0.15 (0.21) L (C) 0.83 (0.06) L (C) 0.55 (0.42) L (C) 1.93 (1.32) L (I) 

5: Mother 1.05 (0.09) M (C) 0.77 (0.39) M (I) 1.32 (0) H (C) 4.07 (0.48) L (C) 4.1 (0.01) M (C)   

5: Daughter A 0.80 (0.48) L (C) 0.47 (0.05) L (C) 0.84 (0.05) M (C) 0.38 (0) L (C) 1.38 (0.89) L (I) 2.07 (0.61) L (C) 

5: Daughter B* 1.66 (1.31) M (I) 1.32 (0.45) H (I) 1.23 (0.39) H (I) 0.64 (0.01) L (C) 4.52 (1.1) H (I) 4.98 (1.58) H (I) 

6: Mother 2.61‡ (0.18) M (C) 1.67‡ (0.01) H (C) 2.17 (0.06) H (C) 9‡ (0.62) M (C) 6.77‡(2.16) H (I)   

6: Daughter 0.81 (0.13) L (C) 1.07 (0.1) M (C) 1.68 (1.3) H (I) 1.35 (0.34) M (I) 3.37 (0.32) M (C) 3.25 (0.16) M (C) 

7: Mother 2.36 (0.91) M (I) 2.88‡ (0.18) H (I) 1.97 (0.41) H (I) 5.01‡ (2.23) M (I) 4.13 (1.89) M (I)   

7: Daughter 0.85 (0.07) M (C) 0.50 (0.1) L (C) 0.73 (0.42) M (I) 0.78 (0.3) L (I) 2.49 (0.21) M (C) 2.52 (0.48) M (C) 

8: Mother 1.49 (0.58) M (I) 1.31 (1.23) M (I) 0.37 (0.06) L (C) 3.98 (0.57) L (C) 3.19 (0.74) L (C)   

8: Daughter 2.11 (1.53) H (I) 0.52 (0.53) M (I) 1.00 (0.26) H (I) 1.41 (0.44) M (I) 5.21 (1.99) H (I) 2.14 (0.61) M (C) 
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9: Mother 3.68‡ (2.21) H (I) 1.99‡ (0.13) H (C) 0.93 (0.08) M (C) 6.33‡ (1.32) H (I) 3.64 (0.25) M (C)   

9: Daughter A* 2.35 (0.12) H (C) 1.64 (0.1) H (C) 0.92 (0.18) M (C) 1.2 (0.19) M (C) 2.77 (0.35) M (C) 2.59 (0.64) M (I) 

9: Daughter B 2.2 (0.85) H (I) 1.30 (0.23) M (I) 0.70 (0.34) M (I) 1.5 (0.05) H (C) 3.35 (1.76) M (I) 3.32 (0.16) H (C) 

11: Mother 0.92 (0.25) L (C) 0.25 (0.06) L (C) 0.62 (0.06) L (C) 5.02‡ (2.15) M (I) 4.63 (2.04) M (I)   

11: Daughter 0.71 (0.81) L (I) 0.36 (0.3) L (I) 0.50 (0.1) M (C) 1.03 (0.37) M (I) 1.98 (0.29) M (C) 1.99 (0.18) L (C) 

12: Mother 0.72 (0.04) L (C) 0.41 (0.01) L (C) 1.08 (0.33) M (I) 4.18 (2.26) M (I) 2.77 (1.08) L (C)   

12: Daughter 0.88 (0.72) M (I) 1.95 (0.43) H (I) 0.47 (0.02) L (C) 1.93 (0.06) H (C) 3.55 (0.79) M (C) 3.41 (0.03) H (C) 

14: Mother 4.19‡ (0.26) H (C) 3.50‡ (0.71) H (I) 0.72 (0.18) M (I) 11.9‡ (4.96) H (I) 5.71‡(1.83) H (I)   

14: Daughter 1.94 (0.42) M (C) 0.93 (0.1) M (C) 0.70 (0.54) M (I) 1.89 (0.37) H (I) 1.82 (0.7) L (C) 2.82 (1.26) M (I) 
Note. Mean and SD derives from the participant’s scores completed at two questionnaire administrations—the 1st and 4th home visits. C, consistent 
standard deviation; H, upper quartile average score; I, inconsistent standard deviation; L, lower quartile average score; M, average score falls 
between the first and third quartile (25th and 75th percentiles) of the sample; oz, ounces; SD, standard deviation 
a Rank indicates where the participants averaged serving score and standard deviation fell compared to the rest of the sub-sample (mothers and 
daughters were ranked in separate sub-samples as different questionnaires were completed by mothers and daughters; thus, daughters were ranked 
in comparison to other daughters and mothers were ranked in comparison to other mothers). High, H, indicates an averaged score that met or 
exceeded the value for the 3rd quartile. Low, L, indicates an average score that was less than or met the value for the first quartile of the sample; M, 
middle- score falls between the first and third quartile (25th and 75th percentiles) of the sample. The letter outside the parentheses indicates the 
ranking for the average score, and the letter within the parentheses indicates the ranking for the standard deviation. Consistent (C) indicates the 
standard deviation fell at the median or below for the sub-sample. Inconsistent (I) indicates standard deviation fell above the median for the sub-
sample. 
b Cases ordered by four selected cases followed by cases in numerical order. 
c Mothers completed the Block 2005 Food Frequency Questionnaire and daughters completed the Block Kids 2004 Food Frequency Questionnaire 
d Vegetables: Daughters recommended to consume 3-5 servings/day according to USDA Recommendations from the Block Kids 2004 questionnaire. 
Mothers recommended to consume 2.5 cups/day based on an 1800 calorie-diet from USDA MyPlate/MyPyramid. 
e Fruit: Daughters recommended to consume 2-4 servings/day according to USDA Recommendations from the Block Kids 2004 questionnaire. 
Mothers recommended to consume 1.5 cups/day based on an 1800 calorie-diet from USDA MyPlate/MyPyramid. 
f Dairy: Daughters recommended to consume 2-3 servings/day according to USDA Recommendations from the Block Kids 2004 questionnaire. 
Mothers recommended to consume 3 cups/day based on an 1800 calorie-diet from USDA MyPlate/MyPyramid. 
g Meat/Protein: Daughters recommended to consume 2-3 servings/day according to USDA Recommendations from the Block Kids 2004 
questionnaire. Mothers recommended to consume 5 ounces/day based on an 1800 calorie-diet from USDA MyPlate/MyPyramid. 
h Grains/Bread: Daughters recommended to consume 6-11 servings/day according to USDA Recommendations from the Block Kids 2004 



 

    

300 

questionnaire. Mothers recommended to consume 6 ounces/day based on an 1800 calorie-diet from USDA MyPlate/MyPyramid. 
i Fats, Sweets, & Oils: Daughters recommended to consume “very little” servings/day according to USDA Recommendations from the Block Kids 
2004 questionnaire. No comparable food category was available for mothers. 
* Indicates daughter that followed purposive sampling design for case of 1 mother and 2 daughters 
‡ Participant met or exceeded the recommended servings for the food group (defined as > 95% of serving recommendation met).  
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Appendix J. Standard Scores for Family Environment Scale (Real Form) Sub-Scalesc 

Caseb:  
Participant 

Cohesion  
(Score Range=   4-65) 

Expressiveness 
(Score Range=    16-71) 

Conflict 
(Score Range=  33-80) 

Organization  
(Score Range= 21-69) 

Control 
(Score Range= 27-76) 

 Mean (SD) Ranka Mean (SD) Ranka Mean (SD) Ranka Mean (SD) Ranka Mean (SD) Ranka 
10: Mother 62 (0.71) H (C) 59 (0) H (C) 33 (0) L (C) 66 (0.71) H (C) 68 (0.71) H (C) 

10: Daughter 65 (0) H (C) 34 (1.41) L (I) 49 (0) M (C) 58 (1.41) H (I) 59 (0) M (C) 

4: Mother† 62 (0.71) H (C)  65 (1.41) H (I) 41 (0.71) L (C) 58 (0) H (C) 54 (1.41) M (I) 

4: Daughter† 31 (0) L (C) 34 (1.41) L (I) 62 (0.71) M (C) 42 (3) L (I) 62 (2.12) H (I) 

2: Mother 59 (0) M (C) 47 (0) M (C) 44 (0) M (C) 58 (0) H (C) 68 (0.71) H (C) 

2: Daughter 55 (0.71) M (C) 47 (0) M (C) 41 (0.71) L (C) 53 (0) M (C) 54 (1.41) M (I) 

13: Mother 59 (0) M (C) 68 (0.71) H (C) 41 (0.71) L (C) 40 (0.71) L (C) 51 (0.71) L (C) 

13: Daughter 52 (0) M (C) 50 (0.71) M (C) 52 (0.71) H (C) 34 (0.71) L (C) 68 (2) H (I) 

1: Mother† 65 (0) H (C) 34 (1.41) L (I) 41 (0.71) L (C) 48 (1.41) M (I) 51 (1) L (I) 

1: Daughter 42 (0.71) L (C) 44 (0.71) M (C) 52 (2.12) H (I) 45 (2) M (I) 59 (1.41) M (I) 

3: Mother 65 (0) H (C) 59 (0) H (C) 44 (0) M (C) 61 (1) H (I) 54 (0) M (C) 

3: Daughter 62 (0.71) H (C) 44 (0.71) M (C) 41 (0.71) L (C) 53 (0) M (C) 62 (3.54) H (I) 

5: Mother 48 (0.71) M (C) 44 (0.71) M (C) 41 (0.71) L (C) 63 (0) H (C) 68 (0.71) H (C) 

5: Daughter B* 38 (0) L (C) 37 (0.71) L (C) 57 (0.71) H (C) 40 (0.71) L (C) 49 (0) L (C) 

6: Mother 59 (0) M (C) 68 (0.71) H (C) 33 (0) L (C) 58 (1.41) H (I) 57 (0.71) M (C) 

6: Daughter 35 (2.12) L (I) 34 (1.41) L (I) 52 (0.71) H (C) 50 (0.71) M (C) 68 (0.71) H (C) 

7: Mother 52 (1.41) M (I) 44 (0.71) M (C) 41 (2.12) L (I) 34 (0.71) L (C) 51 (2.12) L (I) 

7: Daughter 55 (0.71) M (C) 56 (0.71) H (C) 57 (0.71) H (C) 50 (2) M (I) 54 (1.41) M (I) 

8: Mother 18 (1.41) L (I) 59 (1.41) H (I) 41 (2.12) L (I) 48 (1) M (I) 57 (0.71) M (C) 

8: Daughter 31 (0) L (C) 44 (2.12) M (I) 49 (2.83) M (I) 50 (0.71) M (C) 46 (0.71) L (C) 

9: Mother 42 (2.12) L (I) 34 ((1.41) L (I) 33 (0) L (C) 58 (2.83) H (I) 59 (2.83) M (I) 
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9: Daughter A* 42 (2.12) L (I) 19 (0.71) L (C) 52 (2.12) H (I) 55 (0.71) M (C) 73 (0.71) H (C) 

11: Mother 25 (1.41) L (I) 53 (1.41) M (I) 73 (0.71) H (C) 29 (0.71) L (C) 51 (0.71) L (C) 

11: Daughter 45 (0) M (C) 40 (1.41) M (I) 54 (1.41) H (I) 34 (0.71) L (C) 43 (0) L (C) 

12: Mother 55 (0.71) M (C) 56 (2.12) H (I) 39 (0) L (C) 58 (0) H (C) 43 (0) L (C) 

12: Daughter 52 (1.41) M (I) 44 (0.71) M (C) 52 (2.12) H (C) 42 (1.41) L (I) 59 (0) M (C) 

14: Mother 62 (0.71) H (C) 56 (0.71) H (C) 34 (1.41) M (I) 48 (0) M (C) 49 (0) L (C) 

14: Daughter 52 (0) M (C) 53 (1.41) M (I) 57 (2.12) H (I) 42 (0) L (C) 40 (0.71) L (C) 
Note. Mean and SD is the participant’s average over the two times the questionnaire was administered at the 1st and 4th home visits. C, consistent- 
standard deviation fell at the median or below for the sample; H, high- score falls in upper quartile of sample; I, inconsistent- standard deviation fell 
above the median for the sample; L, low- score falls in low quartile of sample; M, middle- score falls between the first and third quartile (25th and 75th 
percentiles) of the sample; SD, standard deviation 
a Rank indicates where the participants averaged score and standard deviation fell compared to the rest of the sample. High, H, indicates an averaged 
score that met or exceeded the value for the 3rd quartile. Low, L, indicates an average score that was less than or met the value for the first quartile of 
the sample; M, middle- score falls between the first and third quartile (25th and 75th percentiles) of the sample. The letter outside the parentheses 
indicates the ranking for the average score, and the letter within the parentheses indicates the ranking for the standard deviation. Consistent (C) 
indicates the standard deviation fell at the median or below for the sample. Inconsistent (I) indicates standard deviation fell above the median for the 
sample. 
b Cases ordered by four selected cases followed by cases in numerical order. 
c Five Family Environmental Scale sub-scales measured including cohesion, expressiveness, conflict, organization, and control.  Individual subscale 
reliability range .67- .89 (Moos, 1990) 
* Indicates daughter that followed purposive sampling design for case of 1 mother and 2 daughters 
† Participant had missing value at one data collection point which are imputed with the value at the other time point 
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Appendix K. Average Score and Rank for Selected Scales from Home Food Inventory 

 Case Numberb 

 10 4 2 13 1 3 5 6 7 8 9 11 12 14 

Category  Average Score (Ranka) 

Dairy (range= 0-21) 7 (H) 6.5 (H) 4 (L) 5.5 (M) 5 (M) 6 (M) 6.5 (H) 10.5 (H) 3 (L) 4.5 (L) 8 (H) 4.5 (L) 4.5 (L) 6.5 (H) 

Veggies w/o 
potatoes 
(range= 0-19) 

7 (L) 12.5 (H) 6 (L) 6.5 (L) 10 (M) 10 (M) 11 (H) 8 (M) 10.5 (M) 8.5 (M) 15 (H) 10.5 (M) 4.5(L) 13 (H) 

Fruits (range= 0-26) 6.5(M) 8 (H) 4.5 (L) 5 (M) 5.5 (M) 8 (H) 4 (L) 4.5 (L) 4.5 (L) 9.5 (H) 9 (H) 2.5 (L) 2.5 (L) 22 (H) 

Processed Meats 
(range= 0-4) 

2 (M) 3 (H) 2.5 (M) 3 (H) 1.5 (L) 1.5 (L) 2.5 (M) 3 (H) 1.5 (L) 2.5 (M) 2 (M) 4 (H) 0.5 (L) 2.5 (M) 

All other protein 
(range= 0-12) 

8 (M) 8.5 (H) 4 (L) 6.5 (M) 5.5 (L) 8.5 (H) 9 (H) 7.5 (M) 5 (L) 7.5 (M) 9 (H) 7 (M) 3 (L) 7 (M) 

Added Fat 
(range= 0-13) 

3.5 (L) 5.5 (M) 5.5 (M) 5 (M) 7 (H) 5.5 (M) 4.5 (L) 7 (H) 4 (L) 5 (M) 7 (H) 6.5 (H) 4 (L) 6 (M) 

Frozen Desserts 
(range= 0-7) 

2.5 (H) 0.5 (L) 1 (M) 1 (M) 0.5 (L) 1.5 (H) 0 (L) 1.5 (H) 1 (M) 0.5 (L) 2 (M) 0.5 (L) 0 (L) 3 (H) 

Prepared Desserts 
(range= 0-8) 

1 (M) 0.5 (L) 2.5 (H) 1.5 (M) 1 (M) 0.5 (L) 1.5 (M) 1.5 (M) 0 (L) 0.5 (L) 2 (H) 2 (H) 1 (M) 2.5 (H) 

Savory Snacks 
(range= 0-18) 

9.5 (H) 4.5 (M) 3.5 (L) 4 (M) 4(M) 6.5 (H) 1.5 (L) 6 (M) 1.5 (L) 5.5 (M) 6.5 (H) 3 (L) 4 (M) 7.5 (H) 

Microwavable/Qui
ck-Cook Foods 
(range= 0-8) 

2.5(M) 1 (L) 2.5 (M) 1 (L) 3.5 (H) 5.5 (H) 2 (M) 2 (M) 1.5 (M) 1 (L) 3 (H) 2 (M) 1 (L) 5 (H) 

Bread (range= 0-12) 4 (H) 4 (H) 1.5 (L) 3 (H) 1 (L) 3 (H) 2.5 (M) 1.5 (L) 2 (M) 3(H) 1.5 (L) 1.5 (L) 1 (L) 1.5 (L) 

Cereal Whole 
Grain (range= 0-3) 

2(H) 2.5 (H) 0 (L) 0 (L) 1 (M) 0.5 (L) 1.5 (M) 2 (H) 1 (M) 1 (M) 0.5 (L) 0.5 (L) 1 (M) 2 (H) 

Cereal High Sugar 
(range= 0-3) 

3 (H) 2.5 (H) 3 (H) 1 (L) 1 (L) 2.5 (H) 1.5 (M) 2 (M) 2.5 (H) 1 (L) 1.5 (M) 2 (M) 2 (M) 1 (L) 

Candy (range= 0-5) 1 (M) 1.5 (H) 2 (H) 1.5 (H) 1 (M) 2.5 (H) 0.5 (L) 1 (M) 0.5 (L) 0.5 (L) 1 (M) 0.5 (L) 1 (M) 3 (H) 

Beverages Regular 
Sugar (range= 0-6) 

5 (H) 4 (H) 3.5 (H) 3.5 (H) 3 (M) 2.5 (M) 2 (L) 3.5 (H) 1.5 (L) 2.5 (M) 2.5 (M) 2 (L) 2 (L) 3 (M) 
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 Case Number 

 10 4 2 13 1 3 5 6 7 8 9 11 12 14 

Category  Average Score (Ranka) 
Kitchen Access to 
HF (range= 0-6) 

2 (H) 0.5 (L) 0 (L) 0.5 (L) 1 (H) 0.5 (L) 1 (H) 2 (H) 1 (H) 0.5 (L) 1(H) 0 (L) 0 (L) 3 (H) 

Kitchen Access to 
UF (range= 0-6) 

0.5 (L) 2 (M) 3 (H) 3 (H) 2.5 (M) 1.5 (L) 4 (H) 4 (H) 0.5 (L) 2.5 (M) 2.5 (M) 3 (H) 0.5 4.5 (H) 

Refrigerator Access 
to HF (range= 0-10) 

5.5 (H) 5 (H) 4 (M) 4.5 (M) 5.5 (H) 3 (L) 4.5 (M) 4.5 (M) 3.5 (L) 2.5 (L) 3 (L) 3.5 (L) 4.5 (M) 5 (H) 

Refrigerator Access 
to UF (range= 0-5) 

2 (M) 2.5 (H) 2 (M) 2.5 (H) 3.5 (H) 2.5 (H) 1.5 (L) 2.5 (H) 0.5 (L) 0 (L) 3.5 (H) 1 (L) 2 (M) 1.5 (L) 

Obesogenic Food 
Availability Score 
(range= 0-60) 

25 (M) 21 (M) 22.5 (M) 18 (L) 20 (M) 26 (H) 20 (M) 29 (H) 11.5 (L) 15 (L) 27.5 (H) 20 (M) 15.5 (L) 27 (H) 

Note. Mean is the participant’s average over the two times the questionnaire was administered at the 1st and 4th home visits. H, high- score falls in 
upper quartile of sample; L, low- score falls in low quartile of sample; M, middle- score falls between the first and third quartile (25th and 75th 
percentiles) of the sample. 
a Rank indicates where the participants averaged score fell compared to the rest of the sample. High, H, indicates an averaged score that met or 
exceeded the value for the 3rd quartile. Low, L, indicates an average score that was less than or met the value for the first quartile of the sample; M, 
middle- score falls between the first and third quartile (25th and 75th percentiles) of the sample. The letter within the parentheses indicates the ranking 
for the average score. 
b Cases ordered by four selected cases followed by cases in numerical order. 
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Appendix L. Consistency for Selected Scales from Home Food Inventory 

 Case Numberb 

 10 4 2 13 1 3 5 6 7 8 9 11 12 14 

Category Standard Deviation (Ranka) 
Dairy (range= 0-21) 1.41 (I) 0.71 (C) 0 (C) 0.71 (C) 0 (C) 1.41 (I) 0.71 (C) 0.71 (C) 1.41 (I) 0.71 (C) 0 (C) 2.12 (I) 0.71 (C) 4.95 (I) 

Veggies w/o 
potatoes 
(range= 0-19) 

0 (C) 0.71 (C) 2.83 (I) 0.71 (C) 0 (C) 2.83 (I) 1.41 (I) 2.83 (I) 0.71 (C) 0.71 (C) 1.41 (I) 0.71 (C) 3.54 (I) 1.41 (I) 

Fruits (range= 0-26) 4.95 (I) 1.41 (C) 0.71 (C) 0 (C) 3.54 (I) 7.07 (I) 2.83 (I) 0.71 (C) 2.12 (I) 0.71 (C) 1.41 (C) 2.12 (I) 0.71 (C) 0 (C) 

Processed Meats 
(range= 0-4) 0 (C) 0 (C) 2.12 (I) 0 (C) 0.71 (C) 2.12 0.71 (C) 0 (C) 2.12 (I) 0.71 (C) 0 (C) 0 (C) 0.71 (C) 0.71 (C) 

All other protein 
(range= 0-12) 0 (C) 0.71 (C) 0 (C) 0.71 (C) 0.71 (C) 0.71 (C) 0 (C) 3.54 (I) 0 (C) 0.71 (C) 0 (C) 1.41 (I) 0 (C) 1.41 (I) 

Added Fat 
(range= 0-13) 0.71 (I) 0.71 (I) 0.71 (I) 0 (C) 0 (C) 0.71 (I) 0.71 (I)  0 (C) 0 (C) 1.41 (I) 0 (C) 0.71 (I) 0 (C) 0 (C) 

Frozen Desserts 
(range= 0-7) 

0.71 
(C) 0.71 (C) 1.41 (I) 0 (C) 0.71 (C) 0.71 (C) 0 (C) 0.71 (C) 1.41 (I) 0.71 (C) 1.41 (I) 0.71 (C) 0 (C) 1.41 (I) 

Prepared Desserts 
(range= 0-8) 0 (C) 0.71 (C) 2.12 (I) 0.71 (C) 0 (C) 0.71 (C) 0.71 (C) 0.71 (C) 0 (C) 0.71 (C) 1.41 (I) 1.41 (I) 0 (C) 0.71 (C) 

Savory Snacks 
(range= 0-18) 

0.71 
(C) 0.71 (C) 0.71 (C) 1.41 (I) 2.83 (I) 2.12 (I) 0.71 (C) 0 (C) 0.71 (C) 0.71 (C) 0.71 (C) 1.41 (I) 1.41 (I) 3.54 (I) 

Microwavable/Qu
ick-Cook Foods 
(range= 0-8) 

0.71 
(C) 0 (C) 0.71 (C) 0 (C) 0.71 (C) 0.71 (C) 1.41(I) 1.41(I) 0.71 (C) 1.41 (I) 0 (C) 1.41 (I) 0 (C) 1.41 (I) 

Bread (range= 0-12) 1.41 (I) 1.41 (I) 0.71 (C) 0 (C) 0 (C) 0 (C) 0.71 (C) 0.71 (C) 1.41 (I) 2.83 (I) 0.71 (C) 0.71 (C) 0 (C) 2.12 (I) 

Cereal Whole 
Grain (range= 0-3) 

0 (C) 0.71 (C) 0 (C) 0 (C) 0 (C) 0.71 (C) 0.71 (C) 0 (C) 1.41 (I) 1.41 (I) 0.71 (C) 0.71 (C) 0 (C) 1.41 (I) 

Cereal High 
Sugar (range= 0-3) 

0 (C) 0.71 (C) 0 (C) 0 (C) 1.41 (I) 0.71 (C) 0.71 (C) 1.41 (I) 0.71 (C) 1.41 (I) 0.71 (C) 1.41 (I) 0 (C) 1.41 (I) 

Candy (range= 0-5) 0 (C) 0.71 (C) 1.41 (I) 0.71 (C) 0 (C) 0.71 (C) 0.71 (C) 0 (C) 0.71 (C) 0.71 (C) 1.41 (I) 0.71 (C) 0 (C) 1.41 (I) 

Beverages 
Regular Sugar 
(range= 0-6) 

1.41 (I) 0 (C) 2.12 (I) 0.71 (C) 0 (C) 0.71 (C) 1.41 (I) 0.71 (C) 0.71 (C) 0.71 (C) 0.71 (C) 0 (C) 1.41 (I) 1.41 (I) 
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 Case Number 
 10 4 2 13 1 3 5 6 7 8 9 11 12 14 

Category  Standard Deviation (Ranka) 
Kitchen Access to 
HF (range= 0-6) 

0 (C) 0.71 (I) 0 (C) 0.71 (I) 1.41(I) 0.71 (I) 1.41 (I) 0 (C) 0 (C) 0.71 (I) 0 (C) 0 (C) 0 (C) 1.41 (I) 

Kitchen Access to 
UF (range= 0-6) 

0.71 
(C) 0 (C) 0 (C) 2.83 (I) 0.71 (C) 0.71 (C) 1.41 (I) 1.41 (I) 0.71 (C) 0.71 (C) 2.12 (I) 0 (C) 0.71 (C) 0.71 (C) 

Refrigerator 
Access to HF 
(range= 0-10) 

0.71 
(C) 

0 (C) 1.41 (I) 0.71 (C) 0.71 (C) 2.83 (I) 2.12 (I) 0.71 (C) 0.71 (C) 0.71 (C) 1.41 (I) 0.71 (C) 0.71 (C) 1.41(I) 

Refrigerator 
Access to UF 
(range= 0-5) 

1.41 (I) 0.71 (C) 1.41 (I) 0.71 (C) 0.71 (C) 0.71 (C) 0.71 (C) 0.71 (C) 0.71 (C) 0 (C) 0.71 (C) 0 (C) 1.41 (I) 0.71 (C) 

Obesogenic Food 
Availability Score 
(range= 0-60) 

2.83 (I) 0 (C) 9.19 (I) 2.83 (I) 4.24 (I) 0 (C) 1.41 (C) 1.41 (C) 2.12 (I) 1.41 (C) 0.71(I) 0 (C) 0.71 (C) 2.83 (I) 

Note. Numeric values are participants/cases’ standard deviations over the two times the questionnaire was administered at the 1st and 4th home visits. 
C, consistent- standard deviation fell at the median or below for the sample; I, inconsistent- standard deviation fell above the median for the sample;  
a Rank indicates where the cases standard deviation fell compared to the rest of the sample. The letter within the parentheses indicates the ranking for 
the standard deviation. Consistent (C) indicates the standard deviation fell at the median or below for the sample. Inconsistent (I) indicates standard 
deviation fell above the median for the sample. 
b Cases ordered by four selected cases followed by cases in numerical order. 
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Appendix M. Scores for Investigator-Modified Parent-Adolescent Communication 

Index on Five Communication Topicsc 

Caseb:  
Participant 

Frequencyd 

(Score Range= 5-30) 
Initiatione 

(Score Range= 5-30) 
Recognitionf 

(Score Range=  5-30) 
Self-Disclosureg 

(Score Range= 5-30) 
Dominationh 

(Score Range=5-30) 
Satisfactioni 

(Score Range=5-30) 

 Mean (SD) Ranka Mean (SD) Ranka Mean (SD) Ranka Mean (SD) Ranka Mean (SD) Ranka Mean (SD) Ranka 

10: Mother 19 (1.41) M (C) 19.5 (0.71) M (C) 20 (1.41) M (C) 24.5 (0.71) H (C) 16 (0) M (C) 25.5 (0.7) H (C) 

10: Daughter 15.5 (2.12) L (C) 20.5 (0.71) M (C) 27 (0) H (C) 20.5 (9.19) M (I) 15.5 (0.7) M (C) 25.5 (0.7) H (C) 

4: Mother 16.5 (2.12) M (C) 17.5 (0.71) M (C) 17.5 (3.54) L (I) 20.5 (2.12) M (C) 16.5 (0.7) M (C) 20 (0) M (C) 

4: Daughter† 17 (0) M (C) 22 (1.41) H (C) 13.5 (0.71) L (C) 16.5 (0.71) L (C) 16.5 (3.5) M (I) 18 (5.7) L (I) 

2: Mother 20 (0) H (C) 22.5 (0.71) H (C) 19 (1.41) M (C) 12.5 (2.12) L (C) 16.5 (0.7) M (C) 25.5 (3.5) H (C) 

2: Daughter 14 (7.07) L (I) 14.5 (7.78) L (I) 13 (1.41) L (C) 9.5 (3.54) L (I) 13 (11.3) L (I) 19.5 (6.4) M (I) 

13: Mother 17 (1.41) M (C) 18 (2.83) M (I) 22 (0) M/C 20.5 (0.71) M (C) 19.5 (0.7) H (C) 22.5 (2.1) M (C) 

13: Daughter 26 (0.71) H (C) 17 (0) M (C) 23.5 (0.71) H (C) 19.5 (0.71) M (C) 16 (1.4) M (C) 23.5 (3.5) M (C) 

1: Mother 15.5 (2.12) L (C) 20 (1.41) M (C) 19 (2.83) M (I) 16.5 (2.12) L (C) 17 (0) M (C) 21.5 (0.7) M (C) 

1: Daughter 22.5 (3.54) H (I) 21 (1.41) H (C) 20.5 (0.71) M (C) 20.5 (0.71) M (C) 19.5 (0.7) H (C) 21 (7.1) M (I) 

3: Mother 23.5 (2.12) H (C) 21 (0) H (C) 29 (1.41) H (C) 29 (1.41) H (C) 18.5 (2.1) H (C) 26.5 (5.0) H (I) 

3: Daughter 15.5 (2.12) L (C) 19 (4.24) M (I) 25.5 (2.12) H (I) 25 (5.66) H (I) 24 (7.1) H (I) 29 (1.4) H (C) 

5: Mother* 20.5 (4.95) H (I) 18 (0) M (C) 23 (0) H (C) 19 (2.83) M (I) 16 (1.4) M (C) 21.5 (3.5) M (C) 

5: Daughter B* 9.5 (2.12) L (C) 7.5 (3.54) L (I) 7.5 (3.54) L (I) 12 (7.07) L (I) 9.5 (5.0) L (I) 14 (1.4) L (C) 

6: Mother 18 (2.83) M/I 23.5 (0.71) H (C) 23 (1.41) H (C) 24 (0) H (C) 15 (0) M (C) 25.5 (5.0) H (I) 

6: Daughter 10.5 (2.12) L (C) 19.5 (7.78) M (I) 19.5 (0.71) M (C) 9.5 (0.71) L (C) 10 (4.2) L (I) 19 (4.2) M (I) 

7: Mother 20 (0) H (C) 19.5 (2.12) M (I) 17 (1.41) L (C) 20 (0) M (C) 19.5 (0.7) H (C) 19.5 (6.4) M (I) 

7: Daughter 9.5 (0.71) L (C) 13.5 (0.71) L (C) 18 (4.24) M (I) 12.5 (0.71) L (C) 18 (1.4) M (C) 17.5 (7.8) L (I) 
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8: Mother 15.5 (4.95) L (I) 16 (1.41) L (C) 24 (2.83) H (I) 27 (1.41) H (C) 18.5 (3.5) H (I) 24.5 (0.7) M (C) 

8: Daughter 17 (4.24) M (I) 16 (0) L (C) 22.5 (2.12) M/I 22.5 (7.78) H (I) 17.5 (2.1) M (C) 24.5 (2.1) M (C) 

9: Mother* 16 (5.66) M (I) 21.5 (2.12) H (I) 15.5 (0.71) L (C) 19 (1.41) M (C) 7.5 (3.5) L (I) 17 (4.2) L (I) 

9: Daughter A* 5 (0) L (C) 18 (0) M (C) 10.5 (0.71) L (C) 10.5 (3.54) L (I) 13.5 (3.5) L (I) 13 (1.4) L (C) 

11: Mother 16.5 (2.12) M (C) 22 (1.41) H (C) 23 (1.41) H (C) 20 (2.83) M (I) 16.5 (3.5) M (I) 17.5 (2.1) L (C) 

11: Daughter 12.5 (9.19) L (I) 13 (5.66) L (I) 20 (5.66) M (I) 19 (4.24) M (I) 20.5 (5.0) H (I) 20 (8.5) M (I) 

12: Mother 15.5 (4.95) L (I) 20 (1.41) M (C) 17.5 (3.54) L (I) 18 (1.41) M (C) 17.5 (2.1) M (C) 22.5 (3.5) M (C) 

12: Daughter 18 (1.41) M (C) 19.5 (3.54) M (I) 22.5 (0.71) M (C) 21.5 (2.12) H (C) 9 (5.7) L (I) 18 (5.7) L (I) 

14: Mother 21.5 (7.78) H (I) 21 (4.24) H (I) 21.5 (0.71) M (C) 21 (5.66) M (I) 19.5 (0.7) H (C) 24 (4.2) M (I) 

14: Daughter 16.5 (7.78) M (I) 15.5 (2.12) L (I) 20 (4.24) M (I) 18 (7.07) M (I) 16.5 (5.0) M (I) 25.5 (2.1) H (C) 

Note. Mean and SD derives from the participant’s scores completed at two questionnaire administrations—the 1st and 4th home visits. C, consistent  
standard deviation; H, upper quartile average score; I, inconsistent standard deviation; L, lower quartile average score; M, average score falls  
between the first and third quartile (25th and 75th percentiles) of the sample; SD, standard deviation 
a Rank indicates where the participants averaged score and standard deviation fell compared to the rest of the sample. High, H, indicates an  
averaged score that met or exceeded the value for the 3rd quartile. Low, L, indicates an average score that was less than or met the value for the first  
quartile of the sample; M, middle- score falls between the first and third quartile (25th and 75th percentiles) of the sample. The letter outside the  
parentheses indicates the ranking for the average score, and the letter within the parentheses indicates the ranking for the standard deviation.  
Consistent (C) indicates the standard deviation fell at the median or below for the sample. Inconsistent (I) indicates standard deviation fell above the  
median for the sample. 
b Cases ordered by four selected cases followed by cases in numerical order. Mothers are asked to complete this questionnaire based on how they  
think the daughter would answer the questions. 
c Communication Topics were selected from 14 topic areas and include current social issues, the daughter’s interests, rules & conventions of society,  
daughter’s relationships, and general problems in daughter’s life (school, home; Noller & Bagi, 1985). 
d Lower scores (5-10) indicate the communication topics are rarely/occasionally discussed and higher scores (25-30) indicate frequent short/long  
discussions. 
e Lower scores (5-10) indicate the daughter always/usually initiates the discussions and higher scores (25-30) indicate parents always/usually initiate  
discussions. 
f Lower scores (5-10) indicate daughter’s feelings and views are never/sometimes recognized and higher scores (25-30) indicate daughter’s feelings  
and views are always recognized and sometimes/always accepted. 
g Lower scores (5-10) indicated daughter has not or occasionally discloses views and feelings and higher scores (25-30) indicates daughter discloses  
most or all of feelings and views. 
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h Lower scores (5-10) indicate parents somewhat/totally dominate the discussion and higher scores (25-30) indicate the daughter usually/totally  
dominates the discussion. 
i Lower scores (5-10) indicate the daughter is very/somewhat dissatisfied with the discussion and higher scores (25-30) indicate the daughter is  
somewhat/very satisfied with the discussion. 
* Indicates daughter that followed purposive sampling design for case of 1 mother and 2 daughters and that mother completed questionnaire for  
daughter following purposive sampling design 
† Participant had missing value at one data collection point which was imputed with their value at the other time point 
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Appendix N. Scores for Parent-Child Relationship Questionnaire Sub-Scalesa 

Caseb:  
Participant 

Warmthc  
(Score Range=   6-30) 

Personal Relationshipd 

(Score Range=    10-50) 

Maternal Disciplinary 
Warmthe  

(Score Range=  6-30) 

Maternal Power 
Assertionf  

(Score Range=12-60) 

Maternal  
Possessivenessg 

(Score Range=6-30) 
 Mean (SD) Rankh Mean (SD) Rankh Mean (SD) Rankh Mean (SD) Rankh Mean (SD) Rankh 
10: Mother 29.5 (0.71) H (C) 38 (1.41) M (I) 23.5 (0.71) M (C) 21.5 (0.71) L (C) 18.5 (0.71) M (C) 

10: Daughter 28.5 (2.12) M (I) 35.5 (0.71) M (C) 23 (1.41) M (C) 28.5 (2.12) M (C) 18 (1.41) M (C) 

4: Mother† 23.5 (0.71) L (C) 31.5 (0.71) M (C) 17.5 (0.71) L (C) 26 (2.83) L (I) 14.5 (0.71) M (C) 

4: Daughter† 16 (0) L (C) 29 (0) L (C) 8 (0) L (C) 39‡ (0) H (C) 13 (0) L (C) 

2: Mother 29 (1.41) H (I) 41.5 (0.71) H (C) 24 (0) H (C) 26.5 (0.71) L (C) 21 (1.41) H (C) 

2: Daughter 26 (2.83) M (I) 36.5 (0.71) M (C) 21.5 (2.12) M (I) 26 (2.83) L (I) 19.5 (0.71) H (C) 

13: Mother 30 (0) H (C) 38.5 (0.71) M (C) 25.5 (0.71) H (C) 24.5 (3.54) L (I) 18 (4.24) M (I) 

13: Daughter 27 (1.41) M (I) 36 (1.41) M (I) 18 (1.41) L (C) 42 (1.41) H (C) 18.5 (0.71) M (C) 

1: Mother† 26.5 (0.71) M (C) 38.5 (2.12) M (I) 23 (1.41) M (C) 31.5 (0.71) M (C) 21 (1.41) H (C) 

1: Daughter 28 (2.83) M (I) 46.5 (4.95) H (I) 27.5 (3.54) H (I) 54.5 (7.78) H (I) 28 (2.83) H (I) 

3: Mother 29.5 (0.71) H (C) 41 (0) H (C) 26 (0) H (C) 23.5 (0.71) L (C) 14.5 (0.71) M (C) 

3: Daughter 30 (0) H (C) 44.5 (0.71) H (C) 25 (1.41) H (C) 28.5 (6.36) M (I) 19.5 (0.71) H (C) 

5: Mother* 26 (0) M (C) 30.5 (2.12) L (I) 21.5 (0.71) M (C) 35 (1.41) H (C) 9.5 (2.12) L (I) 

5: Daughter B* 15.5 (4.95) L (I) 25 (7.07) L (I) 14.5 (3.54) L (I) 28.5 (6.36) M (I) 15 (1.41) M (C) 

6: Mother 26.5 (2.12) M (I) 36.5 (2.12) M (I) 22.5 (2.12) M (I) 20.5 (4.95) L (I) 12 (1.41) L (C) 

6: Daughter 22 (0) L (C) 30.5 (0.71) L (C) 19.5 (2.12) M (I) 35 (0) H (C) 17.5 (3.54) M (I) 

7: Mother 25.5 (0.71) M (C) 37 (0) M (C) 23 (0) M (C) 32.5 (0.71) M (C) 17.5 (2.12) M (I) 

7: Daughter 28.5 (0.71) M (C) 36.5 (0.71) M (C) 20.5 (0.71) M (C) 35.5 (3.54) H (I) 18.5 (0.71) M (C) 

8: Mother 25.5 (0.71) M (C) 36.5 (0.71) M (C) 23.5 (2.12) M (I) 28 (1.41) M (C) 20.5 (0.71) H (C) 

8: Daughter 23.5 (3.54) L (I) 37.5 (7.78) M (I) 22.5 (3.54) M (I) 31 (4.24) M (I) 16.5 (0.71) M (C) 

9: Mother* 27 (0) M (C) 33.5 (0.71) M (C) 23.5 (2.12) M (I) 31.5 (3.54) M (I) 11.5 (2.12) L (I) 
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9: Daughter A* 20 (5.66) L (I) 22 (2.83) L (I) 10 (0) L (C) 42.5 (0.71) H (C) 12.5 (3.54) L (I) 

11: Mother 19.5 (3.54) L (I) 28 (2.83) L (I) 15 (4.24) L (I) 29 (1.41) M (C) 12.5 (2.12) L (I) 

11: Daughter 21.5 (0.71) L (C) 31 (1.41) L (I) 16 (0) L (C) 28 (5.66) M (I) 15 (1.41) M (C) 

12: Mother 28 (0) M (C) 41 (4.24) H (I) 25 (1.41) H (C) 28 (0) M (C) 13.5 (0.71) M (C) 

12: Daughter 29 (1.41) H (I) 40.5 (0.71) M (C) 22 (7.07) M (I) 37 (5.66) M (I) 20.5 (0.71) H (C) 

14: Mother 28.5 (2.12) M (I) 44 (4.24) H (I) 24 (5.66) H (I) 34.5 (6.36) M (I) 17.5 (2.12) M (I) 

14: Daughter 29.5 (0.71) M (C) 42 (5.66) H (I) 21.5 (3.58) M (I) 27 (2.83) M (I) 12.5 (2.12) L (I) 
Note. Mean and SD is the participant’s average over the two times the questionnaire was administered at the 1st and 4th home visits. C, consistent- 
standard deviation fell at the median or below for the sample; CDC, Centers for Disease Control and Prevention; H, high- score falls in upper quartile of 
sample; I, inconsistent- standard deviation fell above the median for the sample; L, low- score falls in low quartile of sample; M, middle- score falls 
between the first and third quartile (25th and 75th percentiles) of the sample; SD, standard deviation 
a Short 40-item version of Parent-Child Relationship Questionnaire (Furman, 2001) 
b Cases ordered by four selected cases followed by cases in numerical order. 
c The sub-scale warmth assessed the affection between mother and daughter, the amount of admiration the mother has for the daughter, and the amount 
of admiration the daughter has for the mother 
d The sub-scale personal relationship assessed the amount of kind and prosocial behavior, the amount of similarity, and amount of intimacy between 
mother and daughter. 
e The sub-scale maternal disciplinary warmth assessed the amount of praise, rationale, and opportunity for shared decision making provided by the 
mother.  
 f The sub-scale maternal power assertion assessed the amount of quarreling between mother and daughter along with the amount of dominance, physical 
punishment, deprivation of privileges, verbal punishment, and guilt induction demonstrated by the mother. 
 g The sub-scale maternal possessiveness assessed the amount of protectiveness and possessiveness demonstrated by the mother.  
h Rank indicates where the participants averaged score and standard deviation fell compared to the rest of the sample. High, H, indicates an averaged 
score that met or exceeded the value for the 3rd quartile. Low, L, indicates an average score that was less than or met the value for the first quartile of the 
sample; M, middle- score falls between the first and third quartile (25th and 75th percentiles) of the sample. The letter outside the parentheses indicates the 
ranking for the average score, and the letter within the parentheses indicates the ranking for the standard deviation. Consistent (C) indicates the standard 
deviation fell at the median or below for the sample. Inconsistent (I) indicates standard deviation fell above the median for the sample. 
* Indicates daughter that followed purposive sampling design for case of 1 mother and 2 daughters and that mother completed questionnaire for 
daughter following purposive sampling design 
† Participant had missing value at one data collection point which are imputed with the value at the other time point 
‡ Participant left one item unanswered and the value from the other home visit could not be used for imputation 
 



 

    

312 

Appendix O. Anthropometric Data 

Casea:  
Participant Height (cm) Weight (kg) 

Waist 
circumference (cm) 

Body Fat 
Percentage BMI  

Daughter 
Percentileb Weight Statusc  

 Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD)  
10: Mother 164.5 (0.14) 73.25 (0.64) 87.9 (4.38) 34.75 (0.35) 27.1 (0.28)  Overweight 
10: Daughter 162.2 (0.28) 44.65 (0.64) 63.3 (0.71) 16.6 (0.99) 17 (0.28) 21.5 (3.54) Normal Weight 
4: Mother 160.75 (0.35) 96.65 (0.35) 105.6 (2.69) 40.75 (0.07) 37.4 (0)  Obesity Grade II 
4: Daughter 151 (0) 74.05 (0.92) 92.5 (2.83) 37 (0.99) 32.5 (0.42) 98 (0) Obesity Class II 
2: Mother 159.5 (0.71) 63.3 (0.14) 82.75 (0.35) 31.75 (0.78) 24.9 (0.14)  Normal Weight 
2: Daughter 159.5 (0.71) 47.75 (0.07) 66 (2.12) 20.7 (2.69) 18.75 (0.21) 40.5 (3.54) Normal Weight 
13: Mother 164.25 (0.07) 104.25 (0.5) 121.25 (0.35) 46.3 (0.14) 38.6 (0.14)  Obesity Grade II 
13: Daughter 169.25 (0.35) 112.5 (0.85) 119.3 (6.36) 43.85 (0.5) 39.3 (0.14) 99 (0) Obesity Class II 
1: Mother 162.45 (0.07) 91.25 (0.35) 102.5 (2.12) 38.75 (4.6) 34.6 (0.14)  Obesity Grade I 
1: Daughter 165 (0.5) 50.85 (0.21) 65.75 (0.35) 16.9 (1.13) 18.65 (0.07) 29 (1.41) Normal Weight 
3: Mother 169.75 (0.35) 102.45 (0.21) 115.5 (1.41) 42 (0.14) 35.55 (0.21)  Obesity Grade II 
3: Daughter 161(0.71) 65.35 (0.5) 91.15 (1.91) 31.95 (1.06) 25.2 (0.42) 93 (1.41) Overweight 
5: Mother 162.85 (0.5) 114.35 (1.2) 114.2 (4.53) 45.95 (0.35) 43.15 (0.21)  Obesity Grade III 
5: Daughter A 167.7 (1.0) 54.45 (1.77) 67.25 (0.35) 19.1 (0.57) 19.4 (0.85) 29.5 (12.02) Normal Weight 
5: Daughter B* 161.3 (0.42) 98.25 (1.06) 104.4 (5.09) 41.2 (0.14) 37.75 (0.64) 98 (0) Obesity Class II 
6: Mother 178.25 (0.35) 105.6 (1.13) 118.75 (2.48) 42.75 (0.21) 33.25 (0.5)  Obesity Grade I 
6: Daughter 169.4 (0.14) 63.15 (0.21) 75.25 (0.35) 26.4 (1.56) 22 (0.14) 81 (0) Normal Weight 
7: Mother 163.25 (0.35) 82.35 (0.35) 105.25 (1.77) 40.25 (0.07) 30.9 (0.28)  Obesity Grade I 
7: Daughter 164.35 (0.21) 121.95 (2.62) 122.3 (6.36) 43 (0.28) 45.15 (1.06) 99 (0) Obesity Class III 
8: Mother 167.75 (0.07) 94.45 (2.48) 101.75 (5.3) 38.65 (0.64) 33.55 (0.92)  Obesity Grade I 
8: Daughter 166.8 (0.28) 60.1 (0.14) 70.35 (3.32) 21.35 (0.35) 21.6 (0) 61 (0) Normal Weight 
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9: Mother 166.1 (0.71) 116.55 (0.64) 132.35 (2.61) 47.05 (1.06) 42.25 (0.64)  Obesity Grade III 
9: Daughter A* 160 (0.28) 58.75 (0.21) 76.5 (0.99) 29.1 (0.71) 22.95 (0.21) 81 (0) Normal Weight 
9: Daughter B 162.15 (0.5) 67.2 (0.71) 82.75 (3.18) 32.5 (1.41) 25.55 (0.07) 86.5(0.71) Overweight 
11: Mother 159.85 (0.21) 77.55 (1.49) 102.05 (0.64) 36.4(0.71) 30.35 (0.5)  Obesity Grade I 
11: Daughter 157.7 (0.42) 56.05 (0.35) 84.3 (0.42) 27.95 (0.21) 22.55 (0.21) 63.5 (2.12) Normal Weight 
12: Mother 155.35 (0.21) 83.9 (0.14) 107.7 (0) 39.2 (0.85) 34.8 (0.14)  Obesity Grade I 
12: Daughter 160 (1.27) 89.35 (0.21) 100 (0.28) 40.6 (0.85) 34.9 (0.42) 99 (0) Obesity Class II 
14: Mother 165.25 (0.07) 71.65 (1.91) 90.4 (4.1) 29.65 (0.5) 26.25 (0.64)  Overweight 
14: Daughter 165.8 (0.28) 128.5 (0.71) 128.65 (4.03) 45.05 (0.21) 46.75 (0.07) 99 (0) Obesity Class III 
Note. Mean and SD is the participant’s average. CDC, Centers for Disease Control and Prevention; SD, standard deviation 
* Indicates daughter that followed purposive sampling design for cases of 1 mother and 2 daughters 
a Cases ordered by four selected cases followed by cases in numerical order. 
b BMI Percentile for age and gender on the CDC growth charts 
c Weight status: Mother’s based on CDC weight categories; BMI: 18.5-24.9= normal weight, 25.0-29.9= overweight; 30.0-34.9= obesity grade I, 35.0-39.9= 
obesity grade II, > 40.0= obesity grade III. Daughter’s weight category based on classifications from Skinner and colleagues (2016) BMI Percentile: 5th- 84th= 
normal weight, >85th-94th= overweight, >100-119% of the 95th percentile= obesity, >120-139% of the 95th percentile= class II obesity; > 140% of the 95th 
percentile= class III obesity. 

 

 

 

 

 



 

    

314 

Appendix P. Daughter Dietary Practice Excel File Example  

Sample of Jordan’s Food Consumption Excel Data (Case 13) 
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Appendix Q. Definitions for Types of Foods Consumeda 

CATEGORY SUB-CATEGORY DEFINITION 

Top 5 
Sources of 
Calories 
among 
Children 
and 
Adolescents 

Original 

Top 5 sources of calories among 2-18 year olds from NHANES 2005-
2006: (1) Grain-based desserts: includes cake, cookies, pie, cobbler, 
sweet rolls, pastries, and donuts; (2) Pizza; (3) Soda/energy/sports drinks: 
sodas, energy drinks, sports drinks and sweetened bottled water including 
vitamin water; (4) Yeast breads: includes white bread or rolls, mixed-
grain bread, flavored bread, whole-wheat bread, and bagels; (5) Chicken 
and chicken mixed dishes: includes fried or baked chicken parts and 
chicken strips/patties, chicken stir fries, chicken casseroles, chicken 
sandwiches, chicken salads, stewed chicken, and other chicken mixed 
dishes.  

Modified 

Same definition as above except the 5th top source of calories was 
modified to (5) Chicken and chicken mixed dishes: includes ONLY fried 
chicken in any form (i.e., sandwich, strips). Additionally, all chicken 
consumed at a fast food location is assumed to be fried unless specified 
as not fried (i.e., grilled).  

Sources of 
Protein 
(Meat, Eggs, 
and Beans) 

Processed, Fried, 
and Fast Food 

Protein Sources 

Includes any fast food meat item; fried meat/protein item (including beef, 
chicken fingers, mozzarella sticks); and processed beef, pork, or poultry 
item. Fast food is defined as any place that you can use a drive-thru lane 
to purchase food, as the food is prepared in a standardized manner, 
dispensed quickly, and for inexpensive cost. Processed meat is defined 
as meat that has been transformed through salting, curing, fermentation, 
smoking, or other processes to enhance flavor or improve preservation; it 
is anything manipulated more than cutting or grinding a meat product. 
(Thus, all microwave, quick cook/frozen meat foods, and most lunch 
meats found in deli counters are processed.) All poultry wings purchased 
at a restaurant are assumed to be fried unless otherwise specified. Any 
amount of protein source meeting this definition consumed at a food 
consumption occurrence is counted in this category.  

Beef or Pork  

Includes beef or pork that was not acquired from a fast food 
establishment and was not clearly fried or processed (only cut or ground 
and available in meat department). Does not include frozen burger patties 
(such as from school or bought at grocery store). Any amount of home-
cooked beef or pork, unless indicated as fried, is counted in this category.   

Poultry  

Includes chicken and turkey that is not fried, processed, cured, canned, or 
acquired from fast food establishment. Unless indicated as fried, any 
amount of home-cooked chicken or chicken consumed at a sit-down 
restaurant (except for chicken wings or strips) is counted in this category. 

Eggs, Seafood, 
Beans, and Plant-

based Proteins 

Includes all preparations of eggs, all beans & peas (except string beans, 
green beans, and green peas), legumes, nuts (except deep fried), peanut 
butter for sandwiches and as vegetable spread, seeds, soy products, and 
any preparation of fish or shellfish (except fried). All restaurant-
consumed versions of fish and shellfish are considered fried unless 
indicated or clearly reasoned (i.e., shrimp scampi does not include fried 
shrimp). 

Starches 
Calorically-Dense, 
High Fat Starch: 

Pasta & Pizza  

Captures high-carbohydrate food consumption occurrences involving 
high-fat, calorically-dense starches related to pastas and pizza (i.e., 
calzones, hamburger helper, goulash). The starch must be the main 
source of the meal (i.e., macaroni & cheese served with ribs and greens 
is NOT counted; however, macaroni & cheese as the only food 
consumed at the consumption occurrence is counted in this category).  
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Sub-category defined as calorically-dense and high fat as most foods in 
this sub-category possess > 180 calories AND > 5 grams of fat per 
serving (i.e., 1 cup, 1 slice). 

 Rice 

Includes any amount of rice consumed. Does not differentiate between 
types of rice. Not considered a calorically-dense, high-fat starch as most 
types of rice are < 180 calories AND/OR < 5 grams of fat per serving 
(i.e., 1 cup). 

 Breakfast-Food 
Grains 

Includes any amount of breakfast food starch consumed, including any 
type of cereal, bagels, waffles, biscuits, pancakes, etc. Not considered a 
calorically-dense, high-fat starch as most foods in this sub-category are < 
180 calories AND/OR < 5 grams of fat per serving (i.e., 1 cup, one 6 
inch pancake, one 4 inch bagel). 

 

Calorically-Dense, 
High Fat Starch: 

White Potatoes and  
Fried Vegetables/ 

Bread 

Any preparation of white potatoes (fried, baked, boiled, mashed, etc.). 
Any fried vegetable (i.e., fried onion rings) or bread (i.e., hush puppies).  
Unspecified potatoes are assumed to be white potatoes. Sub-category 
defined as calorically-dense and high fat as most foods in this sub-
category possess > 180 calories AND > 5 grams of fat per serving (i.e., 1 
cup). 

Food 
Industry- 
Created 
Foods 

Snacks and Sweets 

Includes any type of snack and sweet, including: potato chips, tortilla or 
corn chips, popcorn, pretzels/snack mix, any vegetable chip that has been 
processed, crackers (all types), all cereal and nutrition bars (including 
granola bars), cakes, pies, cookies, brownies, donuts, sweet rolls, 
pastries, Pop-Tarts, candy (all types), ice cream and other frozen dairy 
desserts, gelatins, popsicles/ices/sorbets, pudding, yogurts with cookie 
crumbs/etc., boiled (deep friend) nuts. 

Sugar-Sweetened 
Beverages 

Includes any beverage in which sugar has been added, including: soda 
(not diet), fruit drinks (Capri sun, Hawaiian Punch, Kool-Aid), sports & 
energy drinks (not diet), nutritional beverages, coffee 
lattes/Frappuccino’s/etc., and juice. All juice is counted here unless 
specified as 100% juice. 

Fruits & 
Vegetables 

Fruit Includes all fruits either raw, frozen, canned, or dried. Includes 
applesauce. 

Vegetables without 
White Potatoes 

Includes all vegetables either raw, frozen, or canned—except for any 
white potato and any fried vegetable. String beans, green beans, and 
green peas are categorized here.  

a Definitions created from a number of sources that were integrated with patterns observed in the data. These sources include: Birch 
(2013); Heinz & Hautzinger (2007); USDA (2015); USDA and HHS (2010); WHO (2015) 
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Appendix R. Example of the Food Consumption Tables & Figures Created for 

Nourishment Outcome Analysis 

Sample of Brianna’s Nourishment Data (Case 2) 
WHAT (Food Consumed) 

Appendix XX- Scores for Block Food Frequency Questionnaires  

Case:  
Participant 

Vegetables 

(Daughter=servings/day 
Mother=cups/day) 

Fruit 

(Daughter=servings/day 
Mother=cups/day) 

Dairy 

(Daughter=servings/day 
Mother=cups/day) 

Meat/Protein 

(Daughter=servings/day 
Mother=oz./day) 

Grains 

(Daughter=servings/day 
Mother=oz./day) 

Daughter’s Fats, 
Oils, & Sweets 

 Mean (SD) Rank Mean (SD) Rank Mean (SD) Rank Mean (SD) Rank Mean (SD) Rank Mean (SD) Rank 

2: Mother 1.2 (0.32) M (C) 1.16 (0.76) M (I) 1.09 (0.03) M (C) 4.50 (0.52) M (C) 4.72 (2.26) H (I)   

2: Daughter 1.85 (2.62) M (I) 0.14 (0.2) L (I) 0.95 (0.73) H (I) 1.43 (1.16) M (I) 0.96 (0.9) L (I) 3.06 (2.1) M (I) 

 
Top 5 Sources of calories (#1 grain-based desserts; #2 pizza; #3 
soda/energy/sports drinks; #4 yeast breads; #5 chicken and mixed chicken dishes) 

Overall Food Consumption Occurrences (n=47) Dinners & Later 
(n=10 DAYS) 

Counting only Fried Chicken in Category #5: 38.7% 50% 
Count all chicken in Category #5:  45.2% 70% 

 
Because fruit consumption was SO low across all daughters (narrow variation: 6 daughters had 1 serving; none met the minimum  
recommendation of 2 servings), the comparison of nutrient-rich foods focused on only ratios with vegetables (9 daughters had 1  
serving and 5 had 2 servings; none met the min. recommendation; wider variation): 

           OVERALL (n=31) DINNER & LATER 
Vegetables (no Potatoes) to fast food, fried meats, processed meats:  (1:13) 0.08  (1:3) 0.33 
Vegetables (no Potatoes) to pasta & pizza:      (1:3) 0.33  (1:1) 1.0 
Vegetables (no Potatoes) to Snacks & Sweets:     (1:6) 0.17  (1:1) 1.0 
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Vegetables (no Potatoes) to Sugar-Sweetened Beverages:    (1:14) 0.07  (1:4) 0.25 
Vegetables (no Potatoes to ALL High-Fat, Calorically-Dense Starches:  (1:9) 0.17  (1:3) 0.33 

Because this daughter most commonly ate baked beans (n=4) as her vegetable this value has been combined for this case’s analysis  
of vegetables (n=1) to other sub-categories: 

            OVERALL (n=31) DINNER & LATER 
Vegetables (no Potatoes) + Beans to fast food, fried meats, processed meats: (5:13) 0.38  (5:3) 1.67 
Vegetables (no Potatoes) + Beans to pasta & pizza:      (5:3) 1.67  (5:1) 5.0 
Vegetables (no Potatoes) + Beans to Snacks & Sweets:     (5:6) 0.83  (5:1) 5.0 
Vegetables (no Potatoes) + Beans to Sugar-Sweetened Beverages:   (5:14) 0.36  (5:4) 1.25 
Vegetables (no Potatoes) + Beans to ALL High-Fat, Calorically-Dense Starches: (5:9) 0.55  (5:3) 1.67 

Favorite Foods: 
- Barbeque Chicken—(wings, breast, etc.) (consumed 4x; 12.9% of all food consumption occurrences) 
- Ribs (consumed twice; 6.5% of all food consumption occurrences) 
- Salad (not documented; 0% of all occurrences) 
- French Fries (McDonald’s) (consumed 4x; 12.9% of all occurrences) 
- Identified a vegetable and two unprocessed meats (1 beef and 1 chicken) as favorite foods= nutrient rich and 
limited process 

Most repeated foods across all eating occurrences: 
- Chicken (any type: 9 occurrences); fried white potatoes (any type: 5 occurrences); baked beans (4 
occurrences) 

o Chips (any type; 4 occurrences) & Juice (any type; 4 occurrences)  

Top 3 sources of fiber from Block across the 2 visits (total of 6 foods): Helps to identify the amount of nutrient rich foods consumed 
- Vegetables (vegetables without white potatoes= Green beans, broccoli)= 2/6 
- Chocolate milk (sugar sweetened beverages)= 1/6 
- Sunflower seeds, peanuts, nuts (eggs, seafood, nuts protein source)= 1/6 
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- Chocolate candy & Snack chips (Snacks & Sweets)= 2/6 

 
 
 

Top 3 sources of calories from Block across 2 visits: identifies what food groups represented in the majority of their caloric intake: 
- Sunflower seeds, peanuts, nuts (eggs, seafood, nuts protein source)= 1/6 
- Chocolate candy + ice cream (Snacks & Sweets)= 2/6 
- Milk (regular) (no dairy category)= 1/6 
- Sodas (regular) + chocolate milk (sugar sweetened beverages) = 2/6
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Food groups may be double counted for a single eating occurrence or 
day because foods consumed across multiple categories…thus the 
summed  value would be > 31 occurrences and > 10 days for dinner or 
later Overall Overall 

DINNER & 
Later 

DINNER & 
Later 

MAIN FOOD GROUP CATEGORIES Consumption 
Occurrence 

Consumption 
Occurrence DAYS DAYS 

 (frequency) (proportion) (frequency) (proportion) 
 n=31 n=31 N=10 N=10 

Meat, eggs, beans  (1) 24 0.7742 14 1.4 
Starches (2) 11 0.3548 3 0.3 

Food Industry-Created Foods (3) 20 0.6452 5 0.5 
Fruits & Vegetables  (4) 2 0.0645 1 0.1 
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Overall Dinner/Later 

 
Occurrence DAYS 

 
F proportion F proportion 

 
n=31 n=10 

1. Fast Food meats, fried 
meats/proteins (cheese), or 
any processed meat  13 0.419354839 3 0.3 
2. Beef (not fried, 
processed/ cured, or fast food) 4 0.129032258 4 0.4 
3. Poultry (not fried, 
processed/ cured, or fast food) 2 0.064516129 2 0.2 
4. Eggs, seafood, Beans, 
Plant-based Proteins 5 0.161290323 5 0.5 

5. Pasta, Pizza, Bread as Main 
Source of Meal (pasta, pizza; bread 
for sandwiches do not count) 3 0.096774194 1 0.1 
6. Rice 0 0 0 0 
7. Breakfast-Food Grains (cereals, 
waffles, bagels, pancakes, biscuits) 2 0.064516129 0 0 
8. White Potatoes & Fried 
Vegetables/Bread 6 0.193548387 2 0.2 
9. Snacks and Sweets 6 0.193548387 1 0.1 
10. Sugar-Sweetened Beverages 14 0.451612903 4 0.4 
11. Fruits 1 0.032258065 0 0 
12. Vegetables without White 
Potatoes 1 0.032258065 1 0.1 

F= frequency; Food groups may be double counted for a single eating 
occurrence or day because foods consumed across multiple categories…thus 
the summed  value would be > 31 occurrences and > 10 days for dinner or later; 
Darker colors indicate (in general) more nourishing/health-giving/body-giving 
type foods. Proportion of these foods to those are not for overall food 
consumption occurrences are nearly 1:3 (1:2.8; 35%) and for dinner or later days 
are 1:1 (1.1:1; 52.2%). 
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Overall DINNER & LATER 

 
Eating Occurrence DAYS 

 
Frequency 

Proportion of 
Protein Source 

occurrences 

Proportion of 
all 

occurrences Frequency 

Proportion of 
Protein 

Sources by 
Days 

Consumed 
Meat, eggs, beans   N=24 n=31  N=14 (10) 

5. Fast Food meats, fried 
meats/proteins (cheese), or any 
processed meat  13 0.542 0.419354839 3 0.214 
6. Beef (not fried, processed/ 
cured, or fast food) 4 0.166 0.129032258 4 0.286 
7. Poultry (not fried, 
processed/ cured, or fast food) 2 0.083 0.064516129 2 0.143 
8. Eggs, seafood, Beans, Plant-
based Proteins 5 0.208 0.161290323 5 0.357 

SUMMED PROPORTIONS 24 1.0 0.489 14 1.000 
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 Overall DINNER & Later 
 Eating Occurrence DAYS 

 
Frequency 

Proportion of Starch 
occurrences 

Proportion of all 
occurrences Frequency 

Proportion of 
Starches by Days 

Consumed 
Starches 

 
N=11 n=47 

 
N=3 (10) 

1. Pasta, Pizza Main Source of Meal: 
CDHF Starch  3 0.273 0.064 1 0.33 
2. Rice 0 0 0.149 0 0 
3. Breakfast-Food Grains (cereals, 
waffles, bagels, pancakes, biscuits) 2 0.182 0.319 0 0 
4. White Potatoes & Fried 
Vegetables/Bread: CDHF Starch 6 0.545 0.021 2 0.67 

SUMMED PROPORTIONS 11 1.0 0.553 3 1.0 

 
CDHF Starch= Calorically-dense, high-fat starch: (> 180 kcals AND > 5g fat/ comparable serving). Examples: pizza 1 slice (272 kcals, 10 g fat); ravioli 1 cup (285 kcals, 11 g  
fat); French fries 1 cup (182 kcals, 9.7 g fat); Mashed potatoes 1 cup (237 kcals, 9 g fat). Non-CDHF= < 180 kcals AND/OR <5 g fat/ comparable serving. Examples: Cheerios 1  
cup (103 kcals, 2 g fat); Froot Loops 1 cup (110 kcals, 1 g fat); Pancakes one 6 inch (164 kcals, 4 g fat); white rice 1 cup (193 kcals, 1 g fat); brown rice 1 cup (216 kcals, 2 g fat) 
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Overall DINNER & Later 

 
Eating Occurrence DAYS 

 
Frequency 

Proportion of 
FICF 

occurrences 
Proportion of all 

occurrences Frequency 

Proportion of 
FICF by Days 
Consumed 

Food Industry-Created Foods (FICF) 
 

N=20 n=31 
 

N=5 (10) 
1. Snacks and Sweets 6 0.3 0.193548 1 0.2 
2. Sugar-Sweetened Beverages 14 0.7 0.451613 4 0.8 

SUMMED  20 1.0 0.645161 5 1.0 
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Overall DINNER & Later 

 
Eating Occurrence DAYS 

 
Frequency 

Proportion of F&V 
occurrences 

Proportion of all 
occurrences Frequency 

Proportion of F&V by 
Days Consumed 

Fruits & Vegetables (F&V)  N=2 n=31 
 

N=1 (10) 
1. Fruits 1 0.5 0.032258065 0 0 
2. Vegetables without White Potatoes 1 0.5 0.032258065 1 1.0 

SUMMED PROPORTIONS 2 1.0 0.0645 1 1.0 
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WHAT: Types of Foods Consumed Summary 
 
- Moderately-low frequency of Top 5 Sources of Calories among children and adolescents only OVERALL 
- High proportion of food consumption comes from protein sources overall and at dinner 

o However, of that consumed overall, 54% comes from processed, fried, and fast food sources 
o Though dinner is much better as only 21.4% comes from processed, fried and fast food sources (the 
other 78.6% is from more nutritious/nutrient-rich protein sources) 

- Low proportion of food consumption comes from starches overall and at dinner 
o However, of that consumed overall and at dinner , majority to all are calorically-dense, high fat 
starches (potatoes & pizza/pasta) 

- Does NOT have an = or greater vegetable consumption compared to processed, fried, fast food protein 
sources AND calorically-dense, high fat starches—dinner and overall 

o But when combining vegetable (no potatoes) with bean consumption (which is counted in the Eggs, 
Seafood, & Beans subcategory) her proportions greatly improve for the Dinner & Later as she consumes 
more vegetables + beans than CDHF starches, processed/fried/fast food protein sources, sugar-sweetened 
beverages, and sweets & snacks 
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WHEN (Food Consumed) 
 

Table XX: Meal Times and Patterns 

 All Days Non-School Days School Days 
 Average SD Average SD Average SD 

# of eating occurrences/day (n=9, 5, and 4 
days) 

3.11 0.78 2.8 0.45 3.5 1.0 

Difference between 1st and last time eating  
(n= 4 and 3 days) 

9.13 1.83 8.5 1.64 -- -- 

Last time eating (hh:mm) 
(n= 5 and 4 days)  

18:55 01:20 19:10 01:30 -- -- 

1st time eating (hh:mm) 
(n=7, 4, and 3 days) 

08:30 01:35 10:05 00:50 07:20 00:10 

 N % N % N % 
# of days eating at or after 2000 (n=11, 8, and 

3 days) 
2 19.0 1 12.5 1 33.3 

# of days eating before 1000 (n=7, 3, and 4 
days) 

6 85.7 2 66.7 4 100 

# of days eating before 1000 or “breakfast”a 
(n=9, 5, and 4 days) 

8 88.9 4 80.0 4 100 

Note. School Days is defined as days daughter spent in school or in a day-long summer camp (n=4). Calculations 
based on available data across 13 days. The symbol (--) indicates less than 2 days of data available of calculation. All 
times rounded to the nearest 5 minute increment.  
a Participant wrote and said phrase “breakfast” without providing a specific time. 

 
***Never has a snack after dinner and 1 day did not eat anything after lunch (missed dinner); the not eating after dinner might not be entirely 
accurate as this daughter was asked to recall all the food for the previous day (including snacks) for the interview and diaries but then only for dinners 
for the previous before yesterday (versus all food like completed in data collection for all subsequent cases). However, it is accurate for at least 7 of 
the 10 days based on the interviews asked for the previous day & diaries (majority of evidence); Mande (mom) also mentions at times 
skipping dinner because she had a “nice” lunch 
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Summary: 
- Consistent, and moderate number of consumption occurrences/day 
- Consistently early eater overall and also on school days (before 08:00PM) 

o Never eats anything else after dinner 
o Sometimes does not eat “dinner”; last meal will be a large filling lunch in early afternoon (definitely 
Bojangles’ lunch day/ school suspension day and possibly the day they went to Frankie’s—according to 
mom) 

- Consistent breakfast eater overall and on school days (before 10:00AM)  
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PATTERNS between Dietary Practices related to nourishment AND the Explanatory 
Configuration 

 
The presence of a household member available (time, energy, skillset) and willing (interested) to prepare, acquire, and plan 

household foods—to build a fairly structured and predictable household food environment 
 

Table XX: Where Food and Drink Consumed Across Eating Occurrences 

 
All Days 

(n=31) 
Non-School Days 

(n=18) 
School Days 

(n=13) 
 N % N % N % 

Home (any room) 18 58.1 14 77.8 4 30.8 
School (or Camp) 7 22.6 0 0 7 53.8 

Car 1 3.2 1 7.1 0 0 
Other location (friend’s house, restaurant, etc.) 5 16.1 3 21.4 2 15.4 

Note. School Days is defined as days with full data that the daughter spent in school (n=4). Calculations based on 
available data across 13 days. 

 
- Brianna consumes the majority of her food at home (especially on non-school days) and never in the car; 
most meals on school days is at school 
-  “Dinner or Later” Results: 6 days used Pathway 1, 0 day used Pathway 2, 1 day used Pathway 4, and 
other 0 days used Pathway 4 (Of 10 days for Dinner & Later= 60% were Pathway 1). 
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**Structure pathways were only determined after full immersion in the case and being able to understand the household's 
food environment and how that relates to daughter's food consumption ** 
Pathway 1: Food acquired, brought home, and prepared at home for daughter's consumption. Consumption may occur at 
home or elsewhere, if food was packed for school or a picnic, etc. Pathway 1 implemented at least once on 7 days of Brianna’s 
13 days of data. 22.6% of all (n=31) food consumption occurrences. 
Pathway 2: Food acquired and brought home for daughter to access for own food consumption and preparation (she packs 
lunch or makes meal). Pathway 2 implemented at least once on 5 days of Brianna’s 13 days of data. 22.6% of all (n=31) food 
consumption occurrences. 
Pathway 3: Food acquired for daughter to immediately consume (i.e., pre-pared foods) without daughter or parent 
preparation. Pathway 3 implemented at least once on 6 days of Brianna’s 13 days of data. 29% of all (n=31) food consumption 
occurrences. 
Pathway 4: Food not acquired or prepared for daughter to consume. May involve other planning/arrangements (i.e., buy 
school lunch or has free/reduced lunch) OR none at all—daughter required to figure out food access. Pathway 4 implemented 
at least once on 5 days of Brianna’s 13 days of data. 25.8% of all (n=31) food consumption occurrences. 
Top 5 Sources of calories (#1 
grain-based desserts; #2 pizza; #3 
soda/energy/sports drinks; #4 yeast 
breads; #5 chicken and mixed chicken 
dishes) Pathway 1 Pathway 2 Pathway 3 Pathway 4 
 Occurrence (n= 7) Occurrence (n= 7) Occurrence (n=9) Occurrence (n= 8) 

 
F 

Proportion of 
Pathway F 

Proportion of 
Pathway F 

Proportion of 
Pathway F 

Proportion of 
Pathway 

Count all chicken in Category #5: 4 0.571428571 0 0 9 1.0 2 0.25 
Counting only Fried Chicken in 
Category #5: 2 0.285714286 0 0 9 1.0 2 0.25 

 
Pathway 2 has lowest overall proportions of Top 5 Sources of Calories; then Pathway 4; then Pathway 1—with all in the 
modified Top sources being less than 33% of the overall occurrence proportion. Thus food acquired for immediate 
consumption (Pathway 3) demonstrates the highest proportions of Top 5 Sources of Calories. 
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Nutrition Profile of Each Pathway 
Which pathway overall looks most body/health-giving for daughter? 

 
Pathway 1 Pathway 2 Pathway 3 Pathway 4 

 
Occurrence (n= 7) Occurrence (n= 7) Occurrence (n=9) Occurrence (n= 8) 

 

F Proportion of 
Pathway 

F Proportion 
of Pathway 

F Proportion 
of Pathway 

F Proportion 
of pathway 

1. Fast Food meats, fried 
meats/proteins (cheese), or any 
processed meat  1 0.142857143 3 0.4285714 8 0.88888 1 0.125 
2. Beef (not fried, processed/ 
cured, or fast food) 4 0.571428571 0 0 0 0 0 0 
3. Poultry (not fried, 
processed/ cured, or fast food) 2 0.285714286 0 0 0 0 0 0 
4. Eggs, seafood, Beans, 
Plant-based Proteins 5 0.714285714 0 0 0 0 0 0 
5. Pasta, Pizza, Bread as Main Source 
of Meal (pasta, pizza; bread for 
sandwiches do not count) 0 0 0 0 1 0.1111 2 0.25 
6. Rice 0 0 0 0 0 0 0 0 
7. Breakfast-Food Grains (cereals, 
waffles, bagels, pancakes, biscuits) 0 0 2 0.2857142 0 0 0 0 
8. White Potatoes & Fried 
Vegetables/Bread 1 0.142857143 0 0 4 0.4444444 1 0.125 
9. Snacks and Sweets 1 0.142857143 3 0.4285714 0 0 2 0.25 
10. Sugar-Sweetened Beverages 2 0.285714286 0 0 6 0.6666666 6 0.75 
11. Fruits 0 0 1 0.1428571 0 0 0 0 
12. Vegetables without White 
Potatoes 1 0.142857143 0 0 0 0 0 0 
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Darker colors indicate (in general) more nourishing/health-giving/body-giving type foods. Proportion of these foods to those 
that are health/body-taking for Pathway 1 is 2.5x more (2.5:1; 71.4%); for Pathway 2 is NOT nearly 1:2 (1:1.99; 33%); for 
Pathway 3 is 0:1 (0%); and for Pathway 4 is 0:1 (0%) 
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Pathway Proportion of each sub-category  
Which pathway is the main pathway for access to those foods? 

 
 Pathway 1 Pathway 2 Pathway 3 Pathway 4 

 
N= F 

Pathway 
proportion of 
sub-category F 

Pathway 
proportion of 
sub-category F 

Pathway 
proportion of 
sub-category F 

Pathway 
proportion of 
sub-category 

1. Fast Food meats, fried 
meats/proteins (cheese), or any 
processed meat  13 1 0.077 3 0.231 8 0.615 1 0.077 
2. Beef (not fried, 
processed/ cured, or fast food) 4 4 1.0 0 0 0 0 0 0 
3. Poultry (not fried, 
processed/ cured, or fast food) 2 2 1.0 0 0 0 0 0 0 
4. Eggs, seafood, Beans, 
Plant-based Proteins 5 5 1.0 0 0 0 0 0 0 
5. Pasta, Pizza, Bread as Main 
Source of Meal (pasta, pizza; 
bread for sandwiches do not 
count) 3 0 0 0 0 1 0.33 2 0.67 
6. Rice 0 0 0 0 0 0 0 0 0 
7. Breakfast-Food Grains (cereals, 
waffles, bagels, pancakes, biscuits) 2 0 0 2 1.0 0 0 0 0 
8. White Potatoes & Fried 
Vegetables/Bread 6 1 0.166 0 0 4 0.67 1 0.166 
9. Snacks and Sweets 6 1 0.166 3 0.5 0 0 2 0.33 
10. Sugar-Sweetened Beverages 14 2 0.142 0 0 6 0.429 6 0.429 
11. Fruits 1 0 0 1 1.0 0 0 0 0 
12. Vegetables without White 
Potatoes 1 1 1.0 0 0 0 0 0 0 
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The second of these is the mother possessing a consistent motivation for and focus on “healthy” food for their own and the 
household members’ consumption: MANDE’s Profile 

i. Mother’s meal profile OVERALL food consumption occurrences (mother’s focus on healthy) 
1. Block Adult 2005 FFQ info 
2. Frequency of Top 5 sources of calories among adults > 19 years (#1- Grain-based 
desserts; #2- yeast breads; #3- chicken & chicken mixed dishes [all and only fried chicken]; 
#4- soda/energy/sports drinks; #5- alcoholic beverages) 

Appendix XX- Scores for Block Food Frequency Questionnaires  

Case:  
Participant 

Vegetables 

(Daughter=servings/day 
Mother=cups/day) 

Fruit 

(Daughter=servings/day 
Mother=cups/day) 

Dairy 

(Daughter=servings/day 
Mother=cups/day) 

Meat/Protein 

(Daughter=servings/day 
Mother=oz./day) 

Grains 

(Daughter=servings/day 
Mother=oz./day) 

Daughter’s Fats, 
Oils, & Sweets 

 Mean (SD) Rank Mean (SD) Rank Mean (SD) Rank Mean (SD) Rank Mean (SD) Rank Mean (SD) Rank 

2: Mother 1.2 (0.32) M (C) 1.16 (0.76) M (I) 1.09 (0.03) M (C) 4.50 (0.52) M (C) 4.72 (2.26) H (I)   

2: Daughter 1.85 (2.62) M (I) 0.14 (0.2) L (I) 0.95 (0.73) H (I) 1.43 (1.16) M (I) 0.96 (0.9) L (I) 3.06 (2.1) M (I) 

 
Top 3 sources of fiber from Block across the 2 visits (total of 6 foods): Helps to identify the amount of nutrient rich foods consumed 
- Canned fruit (x1) (Fruit) 
- Chips (x2) (sweets & snacks) 
-  Pizza (x1) (CDHF starches) 
- Green salad (x1) (Vegetables without white potatoes) 
- French fries (CDHF starches) 
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Top 3 sources of calories from Block across 2 visits: helps to identify what food groups represented in the majority of their caloric intake: 
- Breakfast egg sandwich (x2) (Eggs, seafood, Beans, Plant-based Proteins) 
- Other eggs (Eggs, seafood, Beans, Plant-based Proteins) 
- French Fries (CDHF Starches) 
- Pizza (CDHF Starches) 
- Sweet tea (sugar sweetened beverages) 
 

Top 5 Sources of calories for 19 year olds and older 

(#1- Grain-based desserts; #2- yeast breads; #3- chicken & chicken 
mixed; #4- soda/energy/sports drinks; #5- alcoholic beverages) 

Overall Food Consumption Occurrences (n=26; 
Diary Data ONLY- no interview recalls) 

Counting only Fried Chicken in Category #3: 46.2% (n=12) 
Count all chicken in Category #3:  53.8% (n=14) 

 
Favorite Foods for Mande: 
- Spaghetti, Salad, grits, alfredo sauce 
- Identified one vegetable and one grain/starch similar to rice. Also identified a calorically-dense, high fat 
pasta dish and sauce=  half of favorite foods are more nutrient rich/health-giving and the other half are types of 
foods classified as health-taking; none are processed/fried meats of fast food sources 
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Daughter’s meal profile when eating with mother? 

N=26 (of 31) occurrences with people specified 
WITH MOM 

(n=14 occurrences) 
WITHOUT MOM  
(n=12 occurrences) 

Aggregate Frequency Proportion Frequency Proportion 
Top 5 Sources  10 0.714285714 2 0.166666667 
Top 5 Sources only counting FRIED Chicken (for #5 
category) 8 0.571428571 2 0.166666667 
1= Grain-based dessert; 2= Pizza; 3= Soda/energy/sports 
drink; 4= yeast bread; 5= chicken and mixed chicken dish 

  
  

   
  

Fast Food meats, fried meats/proteins (cheese), or 
any processed meat 9 0.642857143 3 0.25 
Beef (not fried, processed/ cured, or fast food) 2 0.142857143 0 0 
Poultry (not fried, processed/ cured, or fast food) 2 0.142857143 0 0 
Eggs, seafood, Beans, Plant-based Proteins 4 0.285714286 0 0 
Pasta, Pizza, Bread as Main Source of Meal (pasta, 
pizza; bread for sandwiches do not count) 0 0 2 0.166666667 
Rice 0 0 0 0 
Breakfast-Food Grains (cereals, waffles, bagels, 
pancakes, biscuits) 0 0 2 0.166666667 
White Potatoes & Fried Vegetables/Bread 5 0.357142857 0 0 
Snacks and Sweets 1 0.071428571 2 0.166666667 
Sugar-Sweetened Beverages 7 0.5 5 0.416666667 
Fruits 1 0.071428571 0 0 
Vegetables without White Potatoes 1 0.071428571 0 0 
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Darker colors indicate (in general) more nourishing/health-giving/body-giving type foods. Proportion of these foods to those 
that are health/body-taking for WITH MOM 1 is 1:2 (1:2.2; 31.2%); for WITHOUT MOM is also 1:6 (14.3%) 

 

No fruit and vegetables  
consumed without mom 
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The third of these factors is having the daughter’s agreement and accommodation to the household food environment and 
structure created by the mother and—as applicable—the household member in factor #1 

ii. # of meals eaten at home and/or not alone (not necessarily with mom but in “public”) overall (daughter’s 
accommodation?) and profile comparison to those not (uses Pathways 1-4 patterns with the element of 
overall how often daughter intentionally seeks something outside?) 

2. Table XX: Who Food and Drink Consumed With Across Eating Occurrences 

 
All Days 

(n=26) 
Non-School Days 

(n=16) 
School Days 

(n=10) 
 N % N % N % 

No one 5 19.2 1 6.3 4 40.0 
With mother (potentially with others) 15 57.7 11 68.8 4 40.0 

Other household members (without mother) 4 15.4 4 25.0 0 0 
Outside household acquaintances/friends (without mother) 2 7.7 0 0 2 20.0 

Note. School Days is defined as days with full data that the daughter spent in school (n=4). Calculations based on available data 
across 13 days. 
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N=26 (of 31) occurrences with people specified 
IN PUBLIC 

(n=20 occurrences) 
ALONE 

(n=6 occurrences) 
Aggregate Frequency Proportion Frequency Proportion 

Top 5 Sources  11 0.55 1 0.166666667 
Top 5 Sources only counting FRIED Chicken (for #5 
category) 9 0.45 1 0.166666667 
1= Grain-based dessert; 2= Pizza; 3= Soda/energy/sports 
drink; 4= yeast bread; 5= chicken and mixed chicken dish 

  
  

   
  

Fast Food meats, fried meats/proteins (cheese), or 
any processed meat 12 0.6 0 0 
Beef (not fried, processed/ cured, or fast food) 2 0.1 0 0 
Poultry (not fried, processed/ cured, or fast food) 2 0.1 0 0 
Eggs, seafood, Beans, Plant-based Proteins 4 0.2 0 0 
Pasta, Pizza, Bread as Main Source of Meal (pasta, 
pizza; bread for sandwiches do not count) 1 0.05 1 0.166666667 
Rice 0 0 0 0 
Breakfast-Food Grains (cereals, waffles, bagels, 
pancakes, biscuits) 1 0.05 1 0.166666667 
White Potatoes & Fried Vegetables/Bread 5 0.25 0 0 
Snacks and Sweets 3 0.15 0 0 
Sugar-Sweetened Beverages 8 0.4 4 0.666666667 
Fruits 1 0.05 0 0 
Vegetables without White Potatoes 1 0.05 0 0 
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Darker colors indicate (in general) more nourishing/health-giving/body-giving type foods. Proportion of these foods to those 
that are health/body-taking for IN PUBLIC 1 is more than 2.5x less (1:2.6; 27.5%); for ALONE is also 1:6 (14.3%) 

  

  No protein sources consumed “alone” 
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    No Fruits & Vegetabls consumed “alone” 
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Appendix S. Example of Case Synthesis Write-Up 

Sample of Gabrielle and Gail’s Case Write-up (Case 10) 

Introduction: Gabrielle and Gail (Case 10) 

Gabrielle and Gail are a 13-year-old daughter and 39-year-old mother living in a 

rurally-located, economically-advantaged subdivision. They reside in an immaculate, 

modern home that they own with Gabrielle’s father and 9-year-old sister (Gail’s 

husband and youngest daughter). Both Gabrielle’s father and Gail work full-time 

bringing home a combined annual income 8x the poverty income level. Data for 

Gabrielle and Gail was collected across the summer and into the initiation of Gabrielle’s 

8th grade school year.   

With an average BMI at the 22nd percentile for gender and age, Gabrielle meets 

the CDC normal weight criteria.  Along with being an 8th grader, Gabrielle maintains a 

rather full academic-year schedule, playing the viola for her school orchestra and 

participating in approximately 6-7 dance classes every week. Because dance classes 

occur on Tuesday through Friday evenings, Gabrielle’s typical school day consists of a 

drop-off at school by Gail around 7:30 AM, school until early afternoon, an hour or so 

after school at her and her sister’s day-care provider or at home, a subsequent transport 

from dad to the dance studio, and eventually home for the night sometime between 6-

8pm. Contrastingly, her daily schedule outside the academic year, when not 

participating in a summer camp, consists of her and her sister waking up at a time they 
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desire and spending the entire day at home while her parents are at work. As an avid 

reader, Gabrielle spends much of her summer time at home reading. However, as the 

school year approached more structure was placed on her and her sister’s schedule from 

dad, and as described by Gabrielle, “my dad said that we have to practice our violin and 

viola, we have to do educational stuff, and we have to do dance every day.”  

Gail is Gabrielle’s mother and is a senior manager at one of the largest companies 

in the county with a Monday through Friday work day beginning at approximately 

8:00AM and ending between 6:00 and 8:00PM. Despite Gail leaving the office, work 

frequently follows her home as during half of the home visits Gail received a work call 

that required her time and attention. Similarly, Gail experienced frequent trouble 

leaving work at the evening times planned for data collection, resulting in a few last 

minute changes and unintended feelings that she needed to rush home. Gail frequently 

mentioned that the “hustle and bustle” of her work schedule and the increased 

responsibilities from her recent job promotions has influenced her weight, stress, food 

consumption, food preparation, and ability to exercise. For example, she mentioned, “I 

don’t have time [for a snack at work]” and “it used to be a whole lot easier [to exercise] 

than it is now. And this is probably the heaviest that I’ve been.”  

Gail possessed a BMI meeting the CDC adult overweight category. Her current 

weight status was something that bothered her, as she mentioned during a second 

collection of height and weight, “I’m going to bust out of my pants if [my weight] is 
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more [than the last time weighed] because I’ve been working on it.” Gail indicated that 

she was “working on it” by reinitiating consistent weekly exercise and as observed by 

Gabrielle “dieting and stuff.” Gail’s active focus on modifying her weight was 

something that frustrated Gabrielle, “because I don’t think she needs to…I just think my 

mom’s very beautiful however she is, and I don’t think she needs to change anything.” 

Overall, Gabrielle and Gail possess a very cohesive and warm mother-daughter 

relationship. Both perceive and describe great affection for each other, as Gabrielle says 

“I love my mom…I love hanging out with her” and Gail states “She’s very special…we 

are definitely very close.” Gabrielle demonstrates a pronounced amount of physical 

affection towards Gail, and while Gail will “try to irregardless of my mood I try 

to…embrace the lovingness,” it occasionally worries Gail because “she’s just so super 

loving and I want her to have her own identity.”  

In general, Gabrielle and Gail are satisfied with their daily communication 

though they disagree on their views of how consistently Gabrielle is comfortable 

disclosing her thoughts and feelings. For Gail, it is important that Gabrielle feels “like 

she can come to me about anything,” and thus Gail will attempt to create space for the 

two of them to talk alone and ensure that Gabrielle’s preferences for privacy are 

maintained—making “sure that information doesn’t get shared with Dad.” As a result, 

Gail perceives that Gabrielle consistently discloses most of her feelings and views in 

their daily communication (based on her assessment of Gabrielle’s self-disclosure on the 
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Parent-Adolescent Communication Index). Though Gabrielle is aware her mom “wants me 

to be able to tell her things and…be able to open up to her,” she also described there are 

some feelings and views she has not shared with her mother and demonstrated 

significant inconsistency on how comfortable she felt disclosing her feelings to her mom 

(Gabrielle demonstrate the greatest variation/standard deviation among the sample in self-

disclosure scores from the Parent Adolescent Communication Index).  

Similar to the mother-daughter relationship, the overall household social 

environment demonstrated high levels of cohesion and affection.  While there is 

occasional discord and competition between Gabrielle and her sister, the consistency of 

support provided in the family makes Gail grateful. As she describes, “thank goodness I 

have a great family…I couldn’t imagine having what I do at work and then not being 

able to come home to what I call my sanctuary. My peace.”  

Along with high levels of support, the household also demonstrates high levels 

of organization. In particular, this was demonstrated in the high level of cleanliness in 

the home. Not only was the home decorated and cleaned to look ready for a Better Homes 

& Garden photo shoot at every home visit, but other house rules were in place to help it 

maintain its pristine condition—such as all family members wearing designated indoor 

shoes and guests being asked to remove footwear immediately upon entering the home. 

All of this behavior is directly stimulated from Gail, as she chuckled to herself while 

reading a Family Environment Scale question aloud, “‘We are generally very neat and 
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orderly.’ Ha! …I make them very neat and orderly.” Gail’s husband refers to her level of 

organization and cleaning preferences as “freaks of nature,” and Gabrielle describes it as 

“she wants everything to be nice and perfect and clean and spotless.” In fact, tidiness is 

the only issue Gail feels that she and Gabrielle “butt heads” on, and Gabrielle agrees 

explaining that her and her mom only have “bad” days on “cleaning day” because “my 

room’s not always the neatest.”  

Also demonstrated in the household were high levels of parental control. For 

instance, Gail describes “We are very careful about who [the girls] go and spend the 

night with…I’m not a parent that does the drop off at the mall and you walk around for 

several—No.” Additionally, the household possessed an alarm system that neither 

Gabrielle nor her sister possessed a code to disarm during the first several home visits. 

As Gabrielle mentioned, “I can’t go out of the house without like talking to [my parents] 

first because the alarm will be on.”  Yet, Gabrielle generally did not seem bothered by 

this level of control and perceived a fewer amount of rules and procedures guiding their 

home life than Gail did. However, there was one former parental control behavior that 

prior to changing frustrated Gabrielle. For the first time, with the start of the academic 

year, Gabrielle was permitted to ride the bus home from school and no longer required 

to go to the day-care provider’s home before dance classes. This was a significant 

milestone for Gabrielle, “because there were around seven of us [7th graders] last year, 

but they all started riding the bus home” leaving Gabrielle as the eldest. 
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While Gabrielle generally did not seem bothered by the household rules related 

to control, Gabrielle did seem affected by the amount of power assertion she perceived 

from Gail, such as dominance and guilt induction. As self-described by Gail, she 

believes it is very important to provide her family “feedback”—“I wouldn’t call it 

opinionated. I just believe in giving my family feedback…I feel like if I don’t say 

something it’s gonna eat me up inside.” At the same time, it is clear that Gail may not 

tolerate a similar level of “feedback” from others, as she describes “I told [my husband] 

very early on…that I have certain things that you should never bring up with me” and 

how she recalls her deep frustration held as a teenager for her mother when she inquired 

and/or commented—though “not in a negative way”—on things about her appearance.  

Despite insisting that Gail accepts her family “for who they are,” this type of 

communication appears to influence the low levels of expressiveness and moderate 

levels of conflict in the household perceived by Gabrielle. Gabrielle describes that when 

she is getting “feedback” where Gail is saying she is disappointed with her she will 

remain quiet “because I don’t want to make her upset.” Similarly, Gabrielle will go to 

her room with the purpose of “trying to stay scarce so that she doesn’t get made at me.” 

Interestingly, Gail’s assessment of these household features are nearly polar opposites to 

Gabrielle’s, as she perceives no household conflict, high levels of household 

expressiveness, and low levels of maternal power assertion.   
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Daughter Dietary Practices Related to Nourishment 

Any food consumption, acquisition, preparation, and planning behavior that 

directly relates to the daughter’s body, such as her growth, physical health, and weight 

status, is considered a dietary practice related to nourishment. In this study, health-

giving/body-giving dietary practices are those behaviors viewed as promoting or 

sustaining physical strength, health, and a normal weight status. As none of the 

daughters met the CDC criteria for underweight, health-taking/body-taking dietary 

practices are those behaviors viewed as depriving physical strength, contributing to 

obesity-related illnesses, and maintaining or placing the daughter at risk for a weight 

status meeting the CDC obesity criteria. 

Gabrielle’s Dietary Practices - Nourishment 

Across the dietary practices related to nourishment, Gabrielle least engages in 

the activities of food planning and acquisition. These dietary practices primarily are 

completed for Gabrielle by her father and/or Gail. Occasionally, Gabrielle may attend 

the household food shopping trips, but she more often does not because “during the 

school year, we’ll have dance [class].” Gabrielle does assist in the food planning process 

by writing items she needs on the household food shopping notecard. While she does 

assist in this way, she is in no way required to plan all of her food to consume for the 

week or day nor how to access such food—thus, the majority of these practices as they 

relate to nourishment rely on her parents.  



 

  350  

In terms of food preparation, Gabrielle engages in this food activity fairly 

frequently. Outside of dinner and her school lunch—the latter is usually packed and/or 

decided on by her mother and father—she will prepare food for herself approximately 

once to twice per day. At times, she also prepares food for or with her sister. For 

instance, during the summer, Gabrielle’s sister would wait for Gabrielle to wake up so 

that she could “make bagels in the toaster,” since Gabrielle’s sister is “not allowed to do 

it herself.” When they prepare lunch together during the summer or on the weekend 

they usually do not have a plan and will “just figure it out” or because “it’s easy” a 

typical lunch for them will be “popcorn and water.” Additionally, Gabrielle engages in a 

variety of other preparation activities for her food, including: obtaining snacks out of the 

cabinet and placing the amount she wants to consume on a plate or paper towel (versus 

directly consuming from the bag or box); preparing bowls of cereal and ice cream; 

reheating leftovers from a previous dinner; pouring herself drinks; and preparing 

sandwiches or boxed macaroni and cheese. Thus, the majority of Gabrielle’s food 

preparation does not require the use of the stove, oven, or knives and all are considered 

quick-cook (microwavable) or ready-to-eat (snacks) type foods.  

As a result it is no surprise that Gabrielle’s food consumption follows her food 

preparation behavior. This is particularly true, as most of her data collection occurred in 

the summer when she needed to prepare more of her own lunches consisting of these 

quick-cook and ready-to-eat foods. For instance, four out of Gabrielle’s five most 
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common foods consumed over her 47 collected food consumption occurrences were 

cereal, lemonade, chips, and popcorn.  Additionally, the largest proportions of her 

overall food type profile occurred across the Breakfast-Food Grains, Snacks and Sweets, 

and Sugar-Sweetened Beverages food type categories (See  Nourishment Data).  

Despite these food types having such a prominent role in Gabrielle’s food consumption 

profile, Gabrielle also demonstrated a number of health-giving/body-giving food 

consumption practices which help her maintain her normal weight status. First, when 

asked to identify her top four favorite foods (cabbage, steak, chicken, and macaronic and 

cheese), three of these were either a vegetable or a protein source that is not processed, 

fried, or from fast food. Additionally, her food type consumption profile demonstrated: 

a low (19.1%) consumption frequency of the modified Top 5 Sources of Calories for 

Children and Adolescents; a low consumption proportion at dinner or later (8.3%) and 

overall (26.1%) of protein sources that are processed, fried, or from a fast food establishment; a 

low to moderately-low consumption proportion at dinner or later (30%) and overall 

(15.3%) of calorically-dense, high-fat starches; and an equivalent or greater consumption 

frequency of vegetables without white potatoes compared to her consumption of processed, 

fried, or fast food protein sources and calorically-dense, high-fat starches (ranging from 1:1 to 

4:1). Lastly, Gabrielle consistently consumed breakfast before 10:00 AM on school days 

(Mean= 06:00 AM, SD= 0.0) and demonstrated a consistent and moderate number of 

consumption occurrences each day (Mean=3.42, SD= 0.67). However, she also 
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demonstrated a health-taking behavior of consistently consuming dinner after 8:00 PM 

and consuming additional food after a late dinner on 1/3 of the days (See Gabrielle’s 

Nourishment Data for additional detail of Gabrielle’s food consumption practices 

related to nourishment.) 
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