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Abstract
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Children’s lifestyle has changed significantly during the recent decades, with an increasing
prevalence of obesity as one outcome. Parents are usually the most influential people in young
children’s lives. The overall aim of this thesis was to investigate parental perspectives on factors
associated with 3-6 year-old children’s lifestyle, regarding eating habits and physical activity.
Another objective was to compare different approaches to conducting postal questionnaires
in terms of response rate, time consumption and cost-efficiency. The samples in the four
studies were parents of 6-year-olds (n=158), parents of 3-year-olds (n=873), parents of 4-year-
olds (n=30) and parents of 3-year-olds (n=353). In the first study, a questionnaire regarding
practices and attitudes towards their child’s lifestyle, perceived obstacles and desired support
was used. The second study included the Swedish Parenthood Stress Questionnaire (SPSQ),
the Relationship Questionnaire (RQ) and the CFQ (Child Feeding Questionnaire). Parents also
reported their child’s TV-viewing habits. The child’s measured height, weight and BMI were
obtained from a register, BASTA. In the third study, focus group interviews were performed.
The fourth study investigated three types of consent given for participation in a survey. The
results showed that parents’ attitudes towards children’s lifestyle, in general, were “healthier”
than their reports of their child’s daily practices. The practices differed depending on the parents’
educational background. Significant and dose-dependant associations were found between
perceived maternal stress and children’s overweight, but also underweight. Parents felt that
they were mainly responsible for their preschool child’s lifestyle. However, parents described
challenges that limited and obstructed them from providing their child with a healthy lifestyle,
citing the need to receive professional and peer support, while also requesting support from
society. Allowing respondents to actively decline participation yielded a higher response rate
and proved to be the most cost-efficient method for conducting a postal questionnaire.
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Children have never been very good at
listening to their elders, but they have
never failed to imitate them.

James Arthur Baldwin
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Introduction

Background

Over the years in my role as a school nurse, [ have met many overweight
pupils with unhealthy lifestyles. I noticed that a large proportion of our
young pupils came to school without having had any breakfast at all. At the
same time we also had problems with pupils’ ability to concentrate on
schoolwork. Many of the pupils who had breakfast at home did so alone. |
initiated a breakfast project at my school where all students in the fourth
grade were served breakfast at school during the school year. The students
appreciated having breakfast at school along with their peers. Both pupils
and teachers felt that the pupils were able to concentrate much better when
they had had breakfast. During this time, many questions arose about chil-
dren's lifestyles and I started to think about parents’ role and their perspec-
tives on children’s lifestyle. When it was time for my master’s thesis, the
subject was offered. The leap to PhD studies then gave me the chance to
further explore my favourite subject.

Lifestyle

The term style of life (nowadays “lifestyle””) was first used by the psychia-
trist Alfred Adler, in 1929, as one of several constructs describing the dy-
namics of one’s personality. “It reflects the individual’s unique, uncon-
scious, and repetitive way of responding to (or avoiding) the main tasks of
living: friendship, love, and work. This style, rooted in a childhood proto-
type, remains consistent throughout life, unless it is changed through depth
psychotherapy” (1)/p.123. The current broader sense of the word “lifestyle”
is normally defined as lifestyle being a characteristic bundle of behaviours
that makes sense to both others and oneself in a given time and place, includ-
ing social relations, consumption, entertainment and dress. The behaviours
and practices within lifestyles are a mixture of habits, conventional ways of
doing things, and reasoned actions. A lifestyle typically also reflects an indi-
vidual’s attitudes, values or worldview. Therefore, a lifestyle is a means of
forging a sense of self and to create cultural symbols that resonate with per-
sonal identity (2). Not all aspects of a lifestyle are entirely voluntary. Sur-
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rounding social and technical systems can constrain the lifestyle choices
available to the individual (3).

Clinicians have played a major role in researching children’s lifestyles, given
that lifestyle has an impact on health (4, 5). However, clinicians usually re-
duce lifestyle into two main categories: eating habits and physical activity,
typically citing healthier food choices and greater amounts of physical activ-
ity in order to improve unhealthy lifestyles (6). Recently, short sleep dura-
tion has also been associated with obesity (7).

Eating, sleeping habits and physical activity

The prevalence of obesity indicates that the total food consumption is higher
than required. The increasing consumption of fast-food and sugar-sweetened
beverages, particularly carbonated soft drinks, are key contributors to the
epidemic of obesity (8, 9). Furthermore, children’s intake of fruit and vege-
tables are significantly less than daily dietary recommendations (10). Con-
sumption of fruit and vegetables appears to be influenced by parental rules
about daily consumption, parental consumption and by the child’s choosi-
ness (10). Especially in young children, parent intake is consistently related
to child intake (11).

Additionally, sleeping is an important variable associated with lifestyle and
weight status. Findings in both cross-sectional and cohort studies of children
suggest that short sleep duration is strongly and consistently associated with
concurrent and future obesity (7).

It is widely accepted that physical activity has numerous positive health out-
comes, particularly in combination with healthy eating habits (12). Physical
activity, in early life, will establish lifelong patterns of activity and influence
Body Mass Index (BMI) (13, 14). Physical activity is particularly important
for children since it improves both gross and fine motor skills necessary for
academic performance (e.g. writing), self-perceived competence as well as
increases self-esteem (15). Results indicate that boys are more active than
girls, children with active parents tend to be more active, and children who
spend more time outdoors are more active than children who spent less time
outdoors (16). There is evidence of association between sedentary activity
(screen time) and unhealthy eating habits (17).

Children whose parents have had a short educational period have unhealthier
eating habits, and are often more overweight than those whose parents have
had a longer educational period (17). Furthermore, a sedentary lifestyle is
more common among those with a lower education, an immigrant back-
ground and among low-income groups (16). There is evidence indicating
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that mothers’ attitudes, in particular, and their own practices influence their
children’s eating habits and physical activity greatly, independent of the
parents’ educational level and household income (18, 19). However, there
are several more factors influencing children’s eating habits and physical
activity.

The impact of social changes on eating habits and
physical activity

Technological development and increasing global food production in combi-
nation with economic growth have had a positive effect on health, but these
factors have also contributed to reduced physical activity levels and altered
eating habits (20). Research continues to show that there is still a global need
to understand why there is a tendency for children's lifestyles to shift to-
wards unhealthy behaviour (21-24).

Historically, food prices relative to income have never been as low as they
are today in the Western world (25). This has been achieved through higher
productivity in agriculture, and has naturally provided the basis for people to
improve their diet. However, increased access to food in combination with
decreasing prices and increasing consumer income has also led to an over-
consumption of food (25). For the individual consumer, these changes mean
that food is now more readily available any time, anywhere. Portion or pack-
age sizes of, for example, fast foods, soft drinks, candy, ice cream, crisps,
cakes and cookies have also grown. Marketing of food, especially of the
above-mentioned products, has increased in scope and sophistication (e.g. by
exploiting lifestyle, group affinity and emotions), in turn contributing to
increased consumption. Nowadays, the media is also an influencing factor
with a vast range of advertising on television. Food advertisements signifi-
cantly influence children’s unhealthy eating habits, purchase requests and
obesity (26). Foods that have been particularly implicated as contributory
factors to obesity, include energy-dense and low-nutrient items and soft
drinks (27).

The growth in motoring, the ubiquity of TV and computers and an ever more
automated workplace in recent decades have led to a decrease in human en-
ergy expenditure. Even though the effects of each individual technological
innovation may be small, together they contribute to a considerably lower
energy requirement. Compared with earlier times, physical activity is now
performed to a higher degree during leisure time rather than at work (20).
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A sedentary lifestyle is a strong contributory factor in the development of
obesity (28, 29), and these associations are stronger among boys (30). In
today’s society, therefore, individuals must find every opportunity for physi-
cal activity, for example, by using the stairs instead of the lift and walking or
cycling instead of taking the bus or going by car. This requires an active and
conscious decision on the part of the individual, but it also requires con-
scious action on the part of society to create an environment that promotes
and facilitates everyday physical activity for all population groups, for ex-
ample, by building inspiring playgrounds. A further request from parents is
that playgrounds should be safe (31). To tackle obesity among children,
changes have to occur in several different systems.

In an effort to better understand the role of societal changes and interactions,
it is helpful to place them into a context, and relate these processes to a the-

ory.

Ecological Theory

Urie Bronfenbrenner, a Russian American psychologist, developed the Eco-
logical Theory, in which four types of nested systems are delineated (Figure

1) (32).

MACROSYSTEM

EXOSYSTEM

MESOSYSTEM

FAMILY PRESCHOOL

C)
PEERS | |
AN

MICROSYSTEM

Figure 1. Bronfenbrenner’s Ecological Theory (32)

Microsystem- family, preschool, school and peers

Mesosystem- interaction between different microsystems

Exosystem- refer to the community level influence (education, health care)
Macrosystem- Overarching norms and laws in a larger cultural context
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These systems are: the microsystem (such as the family or the preschool),
the mesosystem (which is microsystems in interaction), the exosystem (ex-
ternal environments which indirectly influence development) and the macro-
system (the larger socio-cultural context). Each system contains roles, norms
and rules that can powerfully shape development. This model of the ecology
of human development acknowledges that children do not develop in isola-
tion, but in relation to their family and home, preschool, community and
society. Each of these ever-changing and multi-level environments, as well
as the interactions among these environments, is key to a child's develop-
ment. Even at the individual level, there are many factors such as genetics,
knowledge, attitudes and demographic variables interacting to influence
healthy behaviour (33) .

Health Belief Model (HBM)

The Health Belief Model (HBM) is a psychological model that attempts to
explain and predict health behaviours by focusing on the attitudes and beliefs
of individuals (33). The HBM is based on the understanding that an individ-
ual will take a health-related action, if the person:

o feels that a negative health condition (e.g. child’s obesity) can be
avoided,

e has a positive expectation that by taking a recommended action
that negative health condition can be avoided (i.e. healthy habits
will be effective in preventing child’s obesity),

e Dbelieves that he/she can successfully take the recommended health
action (i.e. the parents can avoid giving their child unhealthy food
with confidence).

In this perspective, parents’ involvement is the key to the success of a
healthy lifestyle at a young age, as parents have primary control over their
children’s food intake and activity options (34). All of these factors are heav-
ily influenced by parents’ attitudes and practices (35, 36).

Attitudes and practices

An attitude is a hypothetical construct representing an individual’s degree
of the liking of or aversion towards an item (37). Attitudes encompass, or are
closely related to our opinions and beliefs and are based upon our experi-
ences (37). Children’s attitudes are influenced by their parents’ attitudes,
according to the Social Learning Theory (38) and also by attitudes in their
environment, according to Bronfenbrenner (32).
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The structure of attitudes can also be described in terms of three compo-
nents; the ABC model of attitudes (39). Affective component: this involves a
person’s feelings / emotions about the attitude object. For example, “I don’t
like vegetables”. Behavioural (or cognitive) component: the way in which
the attitude we have influences how we act or behave. For example, “I will
avoid eating vegetables and I feel sick if I have to”. Cognitive component:
this involves a person’s belief / knowledge about an attitude object. For ex-
ample, “I believe it is dangerous to eat vegetables due to the use of pesti-
cides”.

Practice is a concept defined as the behaviour of how something is custom-
arily done. In social theory, practice is a theoretical term for human actions
and refers broadly to anything people do (40). Attitudes, subjective norms,
and perceived behavioural control are three factors that affect the practical
behaviour through intentions according to the Theory of Planned Behaviour
(41). In addition, previous investigations have shown that peoples' behaviour
is strongly influenced by their confidence in their ability to perform that
behaviour, that is, self-efficacy (42).

Feeding practices and attitudes exercised by parents are linked to child
overweight (36, 43).

Overweight/Obesity

Over a decade ago, the World Health Organization (WHO) concluded that
obesity is a global epidemic (44, 45) with Sweden being no exception (46).
The WHO described obesity as a chronic disease and one of the most impor-
tant public health threats. This is due to the relationship between obesity and
chronic conditions occurring later in life, such as hypertension and cardiac
and metabolic diseases (47). In general, the severity of obesity and the age
at onset affect the likelihood of the persistence of obesity into adulthood
(48). Many observations suggest that there are some critical periods in the
beginning of a trend towards obesity. These are: the intrauterine period, early
infancy, the period of adiposity rebound that occurs between five and seven
years of age and adolescence. It is suggested that obesity that begins at these
critical periods appears to increase the risk of persistent obesity (49) and it
has been shown that children who were overweight at adolescence began to
gain weight around 2 to 3 years of age (50).

Latest findings from Australia, Europe and the USA support an overall level-
ling off of the obesity epidemic in children and adolescents (51-53). The
levelling off is less evident in the lower-SES groups and moreover, no dif-
ferences between genders were identified (54). According to a recent Swed-
ish study, the prevalence of excess weight among 4-year-olds has declined
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(55). However, obesity among 4-year-olds is still prevalent in Sweden, given
that 14.2% of all boys and 19.0% of all girls are overweight. An explanation
for the levelling off is probably multi-factorial (54, 55). Obesity in children
has received a focused attention in the media in recent years. This informa-
tion has increased the awareness among parents, CHC (Child Health Care)
and schools alike to improve eating and activity habits in children. Numer-
ous interventions (both family- and school based), especially in the micro-
systems (32) have been implemented (56). In the case of young children, it is
easier for parents to have the control over food choices (57), as compared to
older children (58). However, it is important to emphasise that the levelling
off is not tantamount to calling off the obesity epidemic (54).

BMI (Body Mass Index)

Childhood excess weight and obesity are difficult to quantify or to compare
internationally, due to the wide variety of definitions in use. No commonly
accepted standard has yet emerged. The ideal definition, based on the per-
centage of body fat, is impracticable for epidemiological use (59). Although
less sensitive than skinfold thickness, the body mass index, BMI
(weight/height®) is widely used with cut-off points. Additionally, BMI is an
inexpensive and easy-to-perform method of screening for weight categories
that may lead to health problems (59). BMI in childhood varies in relation to
age and gender (60). Two main approaches have been developed to identify
children with high body weight based on BMI (61). In Canada, the 85th and
95th percentiles of BMI on the US Centers for Disease Control and Preven-
tion growth charts are used to classify children aged 2 years and older as
“‘overweight’” or ‘‘obese’’, respectively (61). The second approach, devel-
oped by the IOTF (International Obesity Task Force) is an extension of BMI,
which also works for children. BMI for children is called iso-BMI and the
values are calculated in the same way as BMI for adults. However, the
weight classification and limits for overweight and obesity differ for all ages
from 2 to 18 years (Figure 2). The proposed cut-off points, which are less
arbitrary and more internationally based than current alternatives, help to
provide internationally comparable prevalence rates of overweight and obe-
sity in children (62).
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Figure 2. International cut-off points for body mass index by sex for excess weight and obe-
sity, passing through BMI 25 and 30 at age 0-18 (data from Brazil, Britain, Hong Kong,
Netherlands, Singapore, and United States) ref. Cole et al., 2000 (62)

Parents’ role

During the entire preschool age, the child is gradually introduced to the fam-
ily’s eating and activity habits. Thus, this period of life is critical for estab-
lishing the basic needs for a healthy lifestyle. There is vast epidemiological
evidence to support the correlation between excess body weight in 4 to 5-
year-olds and excess weight/obesity in later childhood and in adulthood (63,
64). Parental ability to recognise excess weight is generally poor, particu-
larly among overweight parents (65).

Parents occupy a privileged position in terms of influencing their preschool
children’s eating habits and physical activity. First, they are the custodians of
daily schedules and can therefore guide issues such as meal patterns and
food choice at home as well as the amount of television viewed. They also
have a voice in their children’s education and can help ensure daycares fol-
low legislated requirements for quality, daily eating habits and physical ac-
tivity. Second, parents have an indirect influence on their children’s eating
habits and physical activity. Their support, their own eating habits and level
of physical activity and their enjoyment of a healthy lifestyle predict the
extent to which their children will engage in healthy eating habits and physi-
cal activity (12, 18). On the other hand, there is substantial evidence for a
causal relationship between parental restriction and childhood overweight
(66). Parents’ exaggerated control may obstruct the child from self regulat-
ing their consumption, particularly of “junk-food” (66). Furthermore, paren-
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tal obesity is a strong predictor of childhood obesity (67). Children with a
sedentary lifestyle, large at birth, with high risk family health behaviours
(overweight mothers, smoking near the child, missing breakfast) and from a
family with low income or low educational attainment, are more likely to be
obese regardless of ethnicity (31). There is also evidence that parental at-
tachment style has implications for child overweight (68, 69).

Parents’ attachment style and overweight in children

Attachment theory describes the dynamics of long-term relationships be-
tween people, especially in families and between life-long friends (70). At-
tachment style is a measure of the way one relates to others in the context of
intimate relationships (71). Researchers have developed various ways of
assessing attachment. Bartholomew and Horowitz presented a model that
identifies four categories or styles of adult attachment (71). The attachment
styles are: secure, fearful, preoccupied and dismissive. The three latest are
classified as insecure attachment style according to Bowlby’s attachment
theory (70). The secure style is characterised by a valuation of intimate
friendships, the capacity to maintain close relationships without losing per-
sonal autonomy, and a coherence and thoughtfulness in discussing relation-
ships and related issues. The fearful style is characterised by an avoidance of
close relationships because of a fear of rejection, a sense of personal insecu-
rity and a distrust of others. The preoccupied style is characterised by an
over-involvement in close relationships, a dependence on other people’s
acceptance for a sense of personal well-being, a tendency to idealise other
people and incoherence and exaggerated emotionality in discussing relation-
ships. Finally, the dismissive style is characterised by a downplaying of the
importance of close relationships, restricted emotionality, an emphasis on
independence and self-reliance (72, 73). Trombini et al. (69) found that
obese children and their mothers have a significant prevalence of insecure
attachment style, linked to overeating, possessiveness and hyperprotection.

Parental obstacles

Qualitative studies with parents of preschool children show that parents are
aware that their children’s habits must already be established during the pre-
school years (74, 75). However, parents experience a number of obstacles in
doing so. Using the ecological model (32) to organise the obstacles identi-
fied in qualitative studies, we find that these are equally distributed between
the different systems. At the individual level or in the microsystem, the
child’s own preferences, health and age are identified. In the mesosystem, it
is the interaction between the various microsystems that constitute obstacles:
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parents and preschool influences, attitudes and practices, family structure
and lack of time for healthy cooking and physical activities in the family. In
the exo- and macro system, parents describe the physical environment, ac-
cessibility of healthy food, media influence, inaccessible resources and lack
of security in playgrounds (74, 75).

In several studies, parents expressed concern about the safety of their chil-
dren, especially if they live in a city, as a reason not to let them play away
from home (55, 75). Parents’ concern over the safety of their children play-
ing at locations other than their own garden was most affected by fear of
strangers, teens / gangs and traffic on the way to the playground. These vul-
nerabilities appear to limit the number of places available for children to
play at (58). Findings indicate that parents experience stress in their daily
lives, which affects the lifestyle of the whole family. Parents describe time
constraints as primary reasons for not cooking healthy meals or playing with
their children as often as they would like (59). In previous studies that aim to
investigate parents’ requested support, in order to promote their children’s
healthy eating habits and adequate physical activity, parents responded that
they propose parent education programs to get children to eat better, get
more physical activity (30-90 minutes every day) and reduce the time spent
in front of the television (76).

Parental stress and excess weight in children

Parenting, in itself, can be stressful (77) and parental stress can influence
children by increasing their stress levels or through its effect on parenting
behaviour (78). Parents who have a tendency to increase their food intake in
times of stress or with the purpose of reducing feelings of discomfort may
also involve their children in their eating habits.

Existent literature shows that psychosocial stressors are associated with chil-
dren’s negative health outcomes. Psychosocial stressors can include both
household (poor parental health or relationships) and individual-level (poor
mental health) events and conditions (79). A Swedish study shows a signifi-
cantly higher odds ratio (OR) for child obesity when families report stress, in
both cross-sectional and longitudinal analyses (80). A recent review showed
that psychosocial stressors in the household were associated with childhood
obesity (79) in all eleven studies included except one (81). Moreover, child-
hood depression is positively linked to children’s excess weight (79). Expo-
sure to stress, however, is also associated with reduced weight gain (82).
Consequently, the effects of stress seem to affect body weight both posi-
tively and negatively. Animal models also suggest that greater exposure or
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reactivity to stress may influence dietary preferences and metabolic factors
that influence weight gain and therefore, increases the risk of obesity (83).
Thus, parents may need support in order to have a less stressful life situation.
This parental support already exists, to some extent, in the Swedish society.

Parental support systems in the Swedish context

In Sweden, all parents can participate in the CHC programs, and 98% of
parents have frequent contact with the CHC nurses, especially during the
child’s first year of life (84). CHCs are paid for through national taxes;
therefore, individuals visiting the clinics do not need to pay for the visits.
CHCs are made up of specialised nurses, with family physicians as a back-
up, who provide resources and knowledge to parents about their child’s
growth and development from birth to age five (85). They provide vaccina-
tions and preventative information, as well as referrals to nutritionists, men-
tal health professionals and special needs professionals (86). During the
child’s first year, the parents and the CHC nurses meet frequently (86). After
the first year, the CHC’s contact with the parents is approximately once per
year up to six years of age. It is the CHC’s task to weigh and measure the
child at specified age intervals according to the CHC’s program. The health
visit usually includes a discussion about the child’s eating-, sleeping- and
activity habits (86). In interaction with the parents, the nurses’ professional-
ism is important (87). There is evidence indicating that mothers sometimes
perceived pressure to accept social norms on child care (88).

In Sweden, most children attend preschool during the week (89). Since chil-
dren are typically at preschool all day, they are provided with lunch and both
morning and afternoon snacks (89). The Swedish National Food Administra-
tion is responsible for the overall guidance and support of preschool menus.
In addition, they make suggestions for how preschools can encourage
healthy eating habits. The general recommendation for young children is to
eat three main meals and two to three in-between meal snacks per day, in-
cluding a snack around seven o’clock in the evening if dinner is at five.
Milk, fruit and vegetables are recommended for consumption several times a
day, whereas soft drinks and junk food are not encouraged. Candy is rec-
ommended to be reserved for weekends (90).

The child health care and the school health services are the ones that primar-
ily meet overweight children and their parents in Sweden. If necessary, they
refer the child to their primary care pediatrician. There are specific clinics
for obese children, unfortunately however, specialised clinics only have the
capacity to take care of and treat the most severely affected children (91).
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In addition to parental support, health promotion with population-based
strategies for the prevention of excess weight gain has been advocated in
recent years, and several prevention and intervention studies in different
environments have been conducted with varied results (92). Health promo-
tion is a frequently used term in this context, however, it is quite complex
and a bit diffuse (93). According to the WHO, health promotion “is the
process of enabling people to increase control over, and to improve, their
health. To reach a state of complete physical, mental and social well-being,
an individual or group must be able to identify and to realize aspirations, to
satisfy needs, and to change or cope with the environment” (94). The defini-
tion indicates an important shift from focusing on modification of individual
risk factors or risk behaviours to addressing the "context and meaning" of
health actions and the determinants that keep people healthy (94), in line
with the Ecological theory (32).

Participation in health research studies

Postal questionnaires are widely used for conducting health research due to
the relatively low cost when collecting data from a large population, com-
pared to other research methods (95). A major problem that often arises in
such studies, however, is a low response rate (96). This becomes a problem
particularly with regard to the generalisability (external validity) of results.
Even though this predicament has been a matter of discussion for a long
time, evidence shows that response rates in recent years have steadily de-
clined (97).

Findings from a systematic review of 481 randomised controlled trials and
110 strategies for influencing response to postal questionnaires show that the
odds of getting a response were at least doubled using monetary incentives
(preferably unconditional), recorded delivery, a teaser on the envelope (e.g. a
comment suggesting to participants that they may benefit if they open it) and
a more interesting questionnaire topic (98). Strategies that yielded signifi-
cantly higher odds for response rate were pre-notification, follow-up contact,
shorter questionnaires, providing a second copy of the questionnaire at fol-
low-up, mentioning an obligation to respond and university sponsorship. The
odds of getting a response were also increased with non-monetary incen-
tives, such as personalised questionnaires, use of hand-written, stamped re-
turn envelopes as opposed to franked return, an assurance of confidentiality
and first class outward mailing. On the other hand, the odds of getting a re-
sponse were reduced when the questionnaire included questions of a sensi-
tive nature (95, 98).
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It is not only a low response rate (external loss) that may create concern in
studies, but also the statements in the questionnaire that are not answered
(internal loss). The degree to which we are successful in eliminating con-
founding variables within the study itself is referred to as internal validity
(99).

To our knowledge, there are a few studies that have investigated the cost-
efficiency for different methods and strategies in postal questionnaires.
Brennan et al. (97) reported that sending a replacement questionnaire plus a
small incentive with the first follow-up decreased the total cost compared to
sending an incentive with the first mail-out or in the first follow-up unless it
was a replacement questionnaire. The findings also confirmed that the speed
of the response affected the cost-efficiency (97). Furthermore, one study
indicated that sending a letter seven days in advance of mailing out a postal
questionnaire was cost-efficient (100).

In summary, previous studies have found that children’s patterns of life have
changed in the recent decades with obesity as one result. Parents have been
identified as key persons for children’s healthy lifestyle. Parental support
programs exist in society and several health promotion interventions have
also been implemented. Despite this, childhood obesity is still prevalent and
continues to be a public health concern. Thus, there is a dire need to explore
parents” perspectives regarding their preschool children’s lifestyle, espe-
cially eating habits and physical activity as well as parents perceived obsta-
cles and desired support to promote their child’s healthy lifestyle. Moreover,
as explained above, previous studies have investigated methods of increasing
response rates for postal questionnaires in health research studies, but differ-
ent types of consent have not been evaluated for response rate, time-
consumption or cost-efficiency.
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Aims

The overarching goal of this thesis was to investigate parental perspectives
on preschool children’s lifestyle regarding eating habits and physical activ-
ity. A further aim was to investigate how to conduct a postal questionnaire
effectively with different types of consent.

The specific aims of the thesis were:

I To examine parents’ reported practices versus their attitudes towards
their 6-year-old children’s meal patterns, eating habits and physical ac-
tivity as well as possible obstacles, and desired support with respect to
parents’ educational level;

I To investigate if family stress and parents’ attachment style were associ-
ated with BMI in 3-year-old children;

I To explore parents’ perspectives on providing their preschool child with
a healthy lifestyle, including obstacles and resources;

IV To evaluate how three different modes of consent for participation in a

questionnaire study affected the response rate, time consumption and
cost-efficiency.
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Materials and methods

Study Samples

A description of the samples, designs and measurements in the four studies
included in the thesis is presented in Figure 3.

Parents of 176 six-year old
children attending the first
grade in five different
elementary schools

Study I

Quantitative
Qualitative
Cross-sectional
Questionnaire
-Parents’ practices and
attitudes regarding children’s
meal-patterns, eating &

\

Parents of 1300 three-year-old children
born between 15th July-15th November
2004 in Uppsala County

Study II Study III Study IV

K}uantitative

Cross-sectional
Questionnaire
-SPSQ
-RQ
-CFQ (Parental Perceived
weight subscale)

<

/Qualitative \

Descriptive
Five focus groups

Interview guide
Systematic Text
Condensation

/Quantitative \

Cross-
sectional

3 different
approaches for
consent in postal
questionnaire

-Time TV watching
-Children’s height, weight,
BMI

Parents to 300
children invited

sleeping habits*, physical
activity, obstacles, desired
support

80+8 invited parents
N=Parents of
25+5 children N=356 parents

(47.0-72.0%)

\_ I

N=Parents of 873 children
(67.2%)

o

N=Parents of 158 children
(89.7%)

-/

)

Figure 3. Samples, designs and measurements in the four studies
* The data regarding sleeping patterns are unpublished

The sample in Study I consisted of parents of 176 six-year-olds. The re-
sponse rate after one reminder was 89.7%, yielded parents (n=213) of 158
children. The study population represented 10% of the total number of 6-
year-olds in the municipality during the specified period. More than half
(n=98, 62.0%) of the questionnaires were filled out by the mothers, a third
(n=53, 33.6%) by both parents together and seven (4.4%) questionnaires by
the fathers. The children attended five different schools located in the south-
ern part of Uppsala, Sweden. The schools were selected to represent differ-
ent SES. Of the 213 parents who answered the questionnaire, 89 (41.8 %)
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parents had 12 years or less education (secondary school), whilst 124
(58.2%) parents had more than 12 years education (college degree). Where
both parents filled in the questionnaire, they had mainly the same level of
education; only two couples had different levels of education. In those cases,
we registered the answer on that parent who signed the questionnaire. More
than half (58.2%) of the parents were between 31-40 years old. There were
63 (39.9%) children who had a non-native native Swedish parent. This per-
centage is typical of the areas selected, but is 1.5 times more than the propor-
tion of the non-Swedish born adults in the general population.

The sample in Study II consisted of parents of all 1300 three-year-old chil-
dren in Uppsala County born between 15th July and 15th November, 2004,
and registered in the BASTA database (Figure 4). The Child Public Health
Unit within Uppsala County maintains a register (BASTA) of health meas-
ures, including information on breast feeding, parental smoking, vaccina-
tions, height and weight, collected by nurses during the regular family visits
to Child Health Centres. The children’s height, weight and BMI were used in
this study. These data are checked and documented in the register during the
regular health visits at the CHC. Before the main questionnaire was distrib-
uted, a short demographic questionnaire was sent to all potential participants.
The main questionnaire, itself, was extensive with five different validated
instruments. Both the mother and father of each child received their own
copy. The questionnaire was only in Swedish, so we offered the opportunity
to have an interpreter. Slightly more than one-tenth of the participants were
non-native Swedish. Three mothers and one father used an interpreter. At
least one parent of the 1173 (90.2%) children completed the demographic
questionnaire and parents of 915 children (70.4%) completed the demo-
graphic and the main questionnaire. A total of 42 children were excluded due
to missing values or recorded disability. In the final sample, parents of 873
(67.2%) children participated. For 86.1% (n = 752) of children, the question-
naires were completed by both mothers and fathers, while 12.9% (n = 113)
were completed only by mothers and 0.9% (n = 8) only by fathers. For 127
(9.8%) children, neither parent responded to the survey.
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Parents of all
children born in
Uppsala County

15th July to 15th Nov
2004 in BASTA
N=1300 children

1173 accepted 127 drop-outs
90.2% 9.8%

873 (67.2%)
Main and demographic
questionnaire

300 (23.0%)
Demographic
questionnaire

752 (86.1%)
Both Q answered by
mothers & fathers resp.

113 (12.9%)
Both Q answered
Only by mothers

8(0.9%)
Both Q answered
Only by fathers

Figure 4. Sample in Study II (Q=Questionnaire)

In Study III, we used a combination of random and purposeful sampling
(Figure 5). A simple random sample is a subset of individuals (a sample)
chosen from a larger set (a population) (101). Parents of 80 children were
randomly selected from the respondents in Study II. Twenty-five parents
agreed to participate in the study. The children at this point were four-years-
old. Four focus groups were composed on the basis of parents’ educational
background, striving for homogeneity in this respect. The groups were het-
erogeneous regarding the children’s BMI. There was one father in each fo-
cus group and one non-native Swedish parent in three of the four groups.
Due to the overall low participation from the immigrant community, a fifth
group was created by recruiting five non-native Swedish parents from a local
preschool., one father and four mothers. These parents had immigrated to
Sweden between 1998 and 2004, were Swedish speaking and their child was
born in 2004. These parents had also participated in Study II. The non-native
Swedish parents were born in Switzerland, Iran, Iraq, Palestine and Brazil.
Finally, five focus groups were conducted with 30 parents (25 mothers and 5
fathers). In total, 58 parents declined to participate, 48 stated a lack of time
and 10 non-native Swedish parents stated a lack of language skills in Swed-
ish as the reason for declining.
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Sample from Study IT
Parents of 873 children

born 2004
Parents of 80 children Non-native Swedish parents
randomly invited of 8 children from a
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purposefully invited
I I
Parents of ) Parents of 25 children Parents of 5 children Parents of
55 children declined accepted accepted 3 children declined
(21 mothers & 4 fathers) (4 mothers & 1 father)
=4 Focus groups =1 Focus group

25 mothers &
5 fathers participated
Five focus groups
4-8 participants
in each group

Figure 5. Sample in Study III

As mentioned earlier, the participants’ educational level was homogeneous
in the first four groups. In two of the focus groups, all parents had a high
school degree as their highest attainment, while the other two groups con-
sisted of parents with a university/college degree. The educational level in
the fifth group was heterogeneous, with three parents having a high school
degree and two university/college degree. All of the children, 46.7% (n=14)
girls and 53.3% (n=16) boys, in the five groups were born in Sweden. Five
parents had no other children, fourteen parents had one other child, eight
parents had two other children and three parents had three other children.
Although many of the parents had two or more children, parents were asked
to focus only on their 4-year-old’s lifestyle.

The sample in Study IV was parents of 300 children, both mothers and fa-
thers (n=600) and they were divided into three groups. The parents in the
groups were offered different methods for providing consent. The final re-
sponse rate of the main questionnaire varied from 47.0% to 72.0% in the
three different groups; in total 180 mothers and 176 fathers filled out the
questionnaires. The response rate for the demographic questionnaire was
91.0%. Most of the participants (69.9%) who answered both the demo-
graphic questionnaire and the main questionnaire were between 31-40 years
old. Slightly more than one-tenth of the participants were non-native Swed-
ish (mothers 12.1%, fathers 14.3%). Almost all parents (98.0%) were cohab-
iting, and 75.4% of the participating parents lived in urban areas. Half of the
mothers and fathers had a high school degree as their highest education, and
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the remaining half had a university degree. The majority of the participants
were employed or studied (mothers 71.2%, fathers 90.1%) and some were on
parental leave (mothers 24.7%, fathers 3.4%). Parental leave is an employee
benefit that provides paid or time-off work to care for a child in Sweden for
365 full days.

Measurements

Study I
Practices and Attitudes Questionnaire

In the first study, our own questions were used, but the items concerning
meal patterns and eating habits had been used in previous studies among
children and adolescents (102). The questionnaire in this study included 49
questions, structured and open-ended, divided into four sections regarding
parents’ practices and attitudes towards their preschool child’s meal patterns,
eating and sleeping habits and physical activity. The questions were formu-
lated to examine parents’ reported practices and attitudes as follows: ‘How
many times per week does your 6-year-old child have breakfast?’ and ‘How
many times per week do you think that your 6-year-old child should have
breakfast?’, respectively. The practice and attitude questions for each life-
style component were presented in separate sections, in that order, to reduce
desirability bias. The last part of the questionnaire included open-ended
questions, examining possible obstacles experienced by the parents and their
desired support in order to promote a healthy lifestyle for their child.

Study II
The Swedish Parenthood Stress Questionnaire (SPSQ)

The Swedish Parenthood Stress Questionnaire (SPSQ) measures aspects of
perceived psychological stress associated with parenting and consists of 34-
items and has five subscales (103). It is a revised version of the American
Parenting Stress Index (104). The psychometric qualities for SPSQ are valid
for the total score and the subscales. The Incompetence subscale focuses on
general experiences of care-giving, while the Role Restriction subscale is
concerned with life restrictions due to parents’ responsibilities. The Social
Isolation subscale examines feelings of loneliness and availability of social
contacts. The Spouse Relationship Problems scale concerns partnership is-
sues and the Health Problems scale measures parental physical health. Re-
sponses are on a 5-point Likert scale where higher scores indicate higher
levels of parental stress.
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The Relationship Questionnaire (RQ)

The Relationship Questionnaire (RQ) was used to measure parents’ general
and specific attachment styles, defined as Secure, Fearful, Preoccupied and
Dismissing (71). The Secure attachment style person tends to be positive,
optimistic and constructive in her/his interactions with others, while the
Fearful attachment style is characterised by a desire for closeness as well as
a need for space and independence. Preoccupied individuals (negative self,
positive other) are preoccupied with attachment needs and depend overly on
others for personal validation, acceptance and approval. Adults with Dimiss-
ing attachment style tend to be very independent and self-reliant. They do
not usually find it easy to open up to others or to let themselves depend on
other people. This questionnaire consists of four short paragraphs describing
the four different attachment styles. Each respondent is asked to provide
ratings on a 5-point Likert scale for the degree (from strongly disagree to
strongly agree) to which they resemble each of the four styles.

Child Feeding Questionnaire (CFQ)

The Child Feeding Questionnaire (CFQ) measures parental feeding practices
and attitudes (105). The CFQ contains 31 items and measures the following
seven factors: Perceived Responsibility (three items), Parent Perceived
Weight (four items), Perceived Child Weight (six items), Parents Concern
about Child Weight (three items), Restriction (eight items), Pressure to Eat
(four items), and Monitoring (three items). The responses to all items were
coded on a 5-point Likert scale ranging from one to five. Only the item about
Current Parent Perceived Weight was used in our questionnaire and was
categorised as: markedly underweight, underweight, normal weight, over-
weight or markedly overweight. The other three items in the subscale were
about parents’ perception of their own weight in childhood, adolescence and
at twenty years old.

Time watching TV

Since we also wanted to know how much time children spent watching tele-
vision, we supplemented the questionnaires in Study II with two of our own
designed items used in Study I, with the difference that we were not asking
for the computer time in combination with the time watching TV. These
items were about how many hours on average the children spent watching
television during the weekdays and weekends.
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Demographic questionnaire

In Studies II, III and IV, the respondents (regardless of whether the parents
wanted to participate in the study or not) were asked to fill out a demo-
graphic questionnaire regarding parents’ age, education, employment, coun-
try of origin, marital status, if their child attended preschool, if the child had
siblings and if the child had a disability.

Anthropometry

The BMI of the children at 3 years of age was calculated from height and
weight collected at regular visits to Child Health Centres and registered in
BASTA at the Child Public Health Unit in Uppsala County. Variation in age
at assessment was less than one month before or after the child’s birthday.
Being underweight was defined as BMI <14.74 kg/m* for boys and <14.47
kg/m* for girls. Being overweight was defined as BMI >17.89 kg/m® for
boys and >17.56 kg/m? for girls, according to the International Obesity Task
Force for underweight and overweight children, with standardisation for sex
and age (62).

Study I1I
Focus group Interview guide

An interview guide with two initial questions, six main questions and several

probing questions was used for the interviews with the parents. The initial

questions were about parents’ perceptions about the concept of lifestyle and

to which extent they could influence their child’s lifestyle. The main ques-

tions were:

1. What kind of parenting support have you received for your child’s eating
habits?

2. Describe if you have had any support which has facilitated you in your
role as a parent in offering your child healthy eating habits?

3. What kind of parenting support have you received for your child’s physi-
cal activity?

4. Describe if you have had any support which has facilitated you in your
role as a parent in offering your child physical activity?

5. What kind of support would you like to receive in order to promote your
child’s eating and activity habits?

6. What kind of parenting support would you desire from society in order to
offer your child a healthy lifestyle?
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Study IV
Outcome for the methodological study

The response rate in Study IV was measured once a fortnight: 14, 28, 42
and finally 56 days after the first mailing. Early response rate refers to the
proportion of questionnaires that were returned before any reminders had
been sent out, that is, 1-13 days after the first mailing.

The amount of time spent on sending out questionnaires and reminders was
measured. The time spent on the different steps involved was measured and
was standardised as one minute for mailing the cover letter, the consent form
and the demographic questionnaire, and the reminder, respectively. One and
a half minutes were standardised for mailing the cover letter, the consent
form, questionnaires (main and demographic) and a prepaid envelope in one
envelope. The telephone reminder (second reminder) was estimated to take
three minutes.

The cost of mailings within the three approaches was also measured. Send-
ing out only the cover letter, the consent form, the demographic question-
naire and the reminder cost half as much as sending the main questionnaire.
The printing cost for the cover letter, the consent form, the demographic
questionnaire and the reminder was 0.2 EUR each. The main questionnaire
cost 1 EUR to print. Each telephone call cost 0.2 EUR (0.066 EUR/min).
The price of the envelopes and the postage was also included in the total
cost. According to our estimates, mailing the cover letters and the reminders
cost 1.5 EUR each, and mailing the main questionnaire including a pre-paid
return envelope cost 3 EUR each.

Procedures

A pilot study was performed before Study I, using mothers and fathers of 12
children in order to test the functionality of the instrument separately. These
participants were not included in the main study. Respondents in the pilot
study perceived that when they had to disclose their attitudes first and then
their practices, social desirability strongly influenced their answers to the
latter. Therefore, the order of these questions was switched. The school
nurse at each school assisted the survey with the practical work, both with
distribution and collection of the questionnaires amongst the pupils. The
school nurses also sent out a written reminder to the parents.

Prior to Study II, a pilot study (a preliminary survey) was also performed as

described below (i.e. Study IV) to investigate which type of consent was
most effective for a high response rate. According to the results, the Actively
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Decline was used in Study II. Subsequently, a cover letter, a demographic
questionnaire and a consent form were sent to the parents. Mothers and fa-
thers received their own copies of both questionnaires (two sets per child)
and were both encouraged to respond. In the cover letter, parents were in-
formed about the purpose of the study, that they would receive a children’s
book upon completion of the main questionnaire, and in the event that they
did not want to participate they had to actively decline within 7 days. This
two-stage design was chosen so that at least basic demographic data would
be collected for those not responding to the more detailed questions. Two
reminders were used; 14 days after the first mailing a written reminder letter
was sent out and after another 14 days, the non-respondents got a telephone
call. The Child Public Health Unit within Uppsala County assisted with chil-
dren’s weight, height and BMI from their register, BASTA.

In Study III, an information letter, a consent form and a demographic ques-
tionnaire were sent the parents and after a few days they got a telephone call
in which they were asked if they wanted to participate in a focus group in-
terview regarding parental perspectives’ on preschool children’s lifestyle.
Only one of the child’s parents was invited to the focus groups, so that their
relationship would not affect the group interview. The interviews were con-
ducted at The Child Public Health Unit in Uppsala County during weekend
mornings. Parents were provided with a continental breakfast. The focus
group interviews were led by a moderator and were supported by an ob-
server. The observer’s task was to take notes and summarise the discussion
and help discuss the group process after the interviews. Informed consent
was obtained from all individuals participating and confidentiality was guar-
anteed. At the start of the interview, it was emphasised that all opinions
would be respected and that the discussion would be recorded. Interviews
were conducted following an interview guide. At the end of the interview,
the observer summarised the discussion to ensure that the informants felt that
the contents had been perceived correctly. The interviews lasted approxi-
mately 1.5 hours and were all transcribed verbatim by the moderator.

Study IV was conducted as a preliminary survey prior to Study II. Parents
were divided into three different groups. Division into the three study groups
was not random, but consecutive: the first 100 children on the list comprised
Group No. 1, the second 100 made up Group no. 2, etc. In this study too, the
mothers and fathers received their own copies of both questionnaires (two
sets per child) and were both encouraged to respond. For parents who were
not living together, questionnaires were sent out to both addresses. The first
group of parents received a cover letter about the study, a demographic ques-
tionnaire and a consent form for participation. The parents in this group were
asked to Actively Agree to participate and return the consent form back to the
researcher. If the parent had agreed to participate, the main questionnaire
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was sent thereafter. The second group of parents received both the cover
letter about the study, the consent form and the questionnaires (demographic
and main) directly, by Direct Delivery. They were also asked to accept or
reject participation in the study on the attached consent form. The respon-
dents in these groups were required to tick a box in the consent form in order
to accept or decline participation in the study. The third group received a
cover letter about the study, the demographic questionnaire and the consent
form in which they had to tick a box to Actively Decline participation if they
did not want to be part of the study. The main questionnaire was sent to them
if they had not declined participation within 7 days. Thus, the respondents in
the Actively Agree group and the Direct Delivery group received a consent
form to accept or reject participation in the study, whereas the Actively De-
cline group received a consent form with only a possibility to decline par-
ticipation in the study. There were no other differences between the three
approaches. As an incentive for participation, all respondents were offered a
children’s book in the initial cover letter upon completion of the question-
naire. Two reminders were used, one written and one oral (telephone con-
tact).

Data analysis

In Study I, educational levels were merged into two groups: one contained
parents with 12 years education or less (secondary school level) and the
other group contained parents with more than 12 years education (college
degree level). The number of meals per week was used as scale variables,
whereas dummy variables were constructed for ordinal variables. The eating,
sleeping and activity habits were used as ordinal variables. Descriptive sta-
tistical methods were used to examine the responses to the structured ques-
tions, regarding practices and attitudes exercised by parents. Independent t-
tests were used to clarify the differences in meal patterns between the par-
ents’ educational groups. Mann—Whitney U-tests were performed to clarify
the differences in eating, sleeping habits and physical activity between the
two groups. Fischer’s PLSD (Protected Least Significant Difference) was
used as a post-hoc test to verify the significance of the dependent t-tests in
order to examine the differences between parents’ attitudes and practices.
Furthermore, linear regressions were constructed to explain the variance in
reported practices for the different meals of the day. The open-ended ques-
tions regarding obstacles and need for support were initially dichotomised
into ‘having reported obstacles’ or ‘desired support or not’. Subsequently, a
qualitative content analysis was utilised to examine the responses to the
open-ended questions concerning the parents’ thoughts about obstacles and
their need for support (106). Manifest content analysis was performed, des-
ignating categories based on the exact expressions used by the respondents.
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Then a number was assigned to each of these categories and these were
treated as dummy variables in the statistical analyses. Thus, the given num-
bers did not actually have numeric qualities, but were a tool to convert the
qualitative data into a statistically useful format. Chi-square tests were used
to examine differences in experienced obstacles and desired support between
the two groups with different levels of education.

Logistic regressions were performed to estimate associations with the chil-
dren’s BMI; overweight or underweight were compared with normal weight
in separate models (Study II). The SPSQ scores were modelled as continu-
ous variables while parents’ educational level, mothers’ perceived weight
status, parents’ attachment and the child’s amount of TV watching as binary
dummy variables. Maternal and paternal SPSQ scores were included in the
same models. A second set of models investigated the association of parental
attachment style with children’s BMI. Measurements of maternal and pater-
nal attachment styles were included in the same models. A third set of mod-
els investigated the associations of the children’s television viewing habits
with BMI. Television viewing during the weekdays and on weekends was
modelled separately. All three sets of models were initially adjusted for the
child’s sex, father’s and mother’s age, parents’ level of attained education,
their employment status, number of siblings and if the parents were cohabit-
ing. Additional adjustments were made for maternal SPSQ score in the mod-
els for attachment and television viewing.

The sample to Study I1I was randomly selected by using the random function
in the database FileMaker. The focus groups interviews were analysed by
three researchers using systematic text condensation inspired by Giorgi and
described as a method by Malterud (107, 108). This method comprised four
main steps: (1) reading the transcripts to get an overview of the data, (2)
identifying text units relevant to the aim and encoding them with codes de-
rived from the data (coding), (3) condensing and abstracting the meaning
within each of the coded groups and (4) summarising the content within the
coded groups into descriptions of the participants’ views and experiences to
categories, and finally recontextualising to validate the results. To achieve
reliability of the analytical process, all steps were completed by the inter-
viewer and two additional researchers independently, thereafter discussed
together until agreement was reached. Fisher’s Exact tests were used to es-
timate the differences between parents who participated in the study and
those who declined regarding parents’ demographic factors and children’s
categorised BMI.

Descriptive statistical methods were used to examine which of the ap-
proaches for consent for participation in the postal questionnaires was most

effective in relation to the response rate, time and cost-efficiency (Study IV).
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Furthermore, Chi-square test was used to clarify the differences in response
rates and for assessing differences in demographic factors: parental age,
education level, employment, country of origin, marital status and residential
area (urban or rural) between the participants in the three groups. Fisher’s
test was performed for children’s categorised BMI, and Kruskal Wallis test
for BMI value. A calculation of the relative cost per percentage point to as-
sess cost-efficiency was made, using the function

o = kt(wxi)
rx 100

where k was the total material cost, w was the hourly wage for the worker, t
was the time spent mailing the information letters and questionnaires, and r
was the number of returned questionnaires. The material cost included print-
ing, envelopes and stamps. The hourly wage was calculated with an esti-
mated monthly salary of 3300 EUR and a monthly working time of 165
hours.

Statview was used in the first study while SPSS for Windows was used for
the statistical analyses for the other three studies.

Ethical considerations

Mothers and fathers gave their written informed consent prior to inclusion in
all studies, except the Actively Decline group in the fourth study, who re-
ceived a consent form with possibility to decline. However, those respon-
dents who accepted to participate in the Actively Decline group attached the
consent form when they later responded to the demographic questionnaire.
In the oral and written information provided to the parents before the inter-
views, we emphasised that participation was voluntary and that the reporting
of the data would be anonymous. Participants were informed that they could
choose to end the questionnaires and the interviews, respectively, at any
given time. The letter with information about the study contained contact
details for those responsible for the study, including a pediatrician and a
psychologist in case the questions raised issues or reactions.

To identify children via the BASTA registry can potentially be seen as an
intrusion of privacy; however, the only selection criteria used was the child’s
date of birth and sensitive information, such as BMI, was only treated on the
group level. Parents of underweight, normal weight and overweight children
participated in the studies using the same procedures so there is very little
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risk that parents of overweight children would feel singled out or stigma-
tised. All data were coded and no single participant could be identified in the
final data files used for analysis. However, because the questions in the sur-
veys related to personal circumstances and may be sensitive, approval from
the Ethics Committee was obtained, as required by Swedish legislation.

The study procedures were in accordance with ethical standards, and permis-
sions to conduct the studies were granted by the Medical Ethics Committee
of Uppsala University, Sweden. D.no 2003/537 (Study I), 2007/154 (Study
IT and IV) and 2008/145 (Study III).
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Results

Parental lifestyle practices and attitudes (Study 1)

Practices and attitudes towards children’s meal patterns, eating
habits and physical activity

A significant difference was found between parents’ practices of and atti-
tudes towards their 6-year-old children’s meal patterns, eating habits and
physical activity for all variables (dependent t-test, t=2.97-12.38, p=.014-
.0001) showing that the parents thought that their 6-year-old should eat more
regularly, eat fruit and vegetables more often, drink milk more often, con-
sume candy/crisps less often and have more physical activity than they actu-
ally did. Thus, parents’ attitudes about their child’s lifestyle were healthier
than their actual practices.

Parents thought that their children should have breakfast, lunch and a day-
time snack every day, but this was not reflected in their reported practices.
For example, a vast majority of parents (n = 155, 98.1%) had the attitude that
their 6-year-olds should eat breakfast every day, but significantly fewer par-
ents (n = 117, 74.1%) had experience of this. There were 5.1%, n=8 of the
children who never had breakfast.

Barely half of the parents (n = 75, 47.5%) reported that their child had fruit
once a day, but more of them (n = 89, 56.3%) thought that their child should
eat fruit several times per day. Regarding the consumption of candy/crisps
the pattern was inverted. Many parents thought that the children should eat it
more seldom than they actually did. However, parents considered it appro-
priate for children to eat candy/crisps once or twice a week.

One-third of the families exercised together once a week, while more than
half of the parents had the attitude that they should exercise together several
times a week. The findings above were not related to parents’ educational
level.
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Children’s lifestyle practices and attitudes related to parental
education

Significant differences were found between the two parental education
groups in terms of parents’ reported practices (p=.006 -.0001). Parents with
more than 12 years education reported that their 6-year-olds had more regu-
lar meal patterns, consumed milk, fruit and vegetables more often, partici-
pated much more in exercise, organised activities and outdoor games in
comparison with children of parents with less education. The pattern was
inverted regarding consumption of candy/crisps and the time spent in front
of the TV or computer.

Notably, no significant differences were found between the two parental
education groups in attitudes concerning meal patterns, frequency of con-
suming candy/crisps, participating in organised activity, outdoor games and
time spent in front of the TV/computer during weekends. For the other ex-
amined lifestyle choices, there were significant differences regarding paren-
tal attitudes and practices between parents with different education levels.

The regression equations identified that parental education had an independ-
ent effect on the frequency of eating breakfast and lunch. The best explained
variance in reported meal patterns was for eating breakfast. Parents’ higher
education and the frequency of drinking milk were positively related to a
higher frequency of eating breakfast. Factors negatively associated with the
frequency of eating breakfast were: non-native Swedish background, re-
ported >3h of TV viewing on weekdays, and reported different kinds of ob-
stacles for healthy lifestyle choices for children. Other variables, which posi-
tively influenced the frequency of lunch, snacks and dinner per week, were
parents’ perception of being able to provide their children with healthy food
habits and less time allowed for television viewing daily. Thus, feelings of
not being able to provide the child with healthy meals had an independent
negative effect on healthy food behaviour practices, as did allowing children
to view television for >3 h per day.

Additional analyses on sleeping patterns (unpublished data)
The findings for children’s sleeping habits had the same direction as the
other findings. Thus, parents thought that their child should go to bed earlier,
sleep more hours than they actually did according to the parents.

Half of the parents (n = 81, 51.3%) reported that their 6-year-old went to bed
between 8-9 p.m. during weekdays and around 9-10 p.m. on weekends (n =
79, 50.0%). This was later than the parents’ attitude about their child’s bed-
time, 61.4% (n=97) mentioned that children should go to bed between 7-8
p.m. during weekdays and 53.8% (n=85) between 8-9 p.m. on weekends.
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Barely two- thirds of the parents (n = 100, 63.3%) reported that their child
slept 8-10 hours per night, one-third (n = 56.35.4%) reported their child slept
10-12 hours per night. Most parents (n = 132, 83.5%) had the attitude that it
is appropriate that their 6-year-old was sleeping 10-12 hours per night. Par-
ents also highlighted bedtime routine as important.

With respect to parents’ educational level, parents with more than 12 years
education reported that their 6-year-olds went to bed earlier both on week-
days and on weekends, slept more hours and had good bedtime routines.
Similar to the variables for eating and activity habits, no significant differ-
ences were found between the two parental education groups in terms of
their attitudes about their child’s sleeping habits. However, in terms of par-
ents’ reported practices there were significant differences (Table 1).

Table 1. Differences between parents with different educational levels regarding their re-
ported practices and attitudes towards their children’s sleeping habits

Sleeping habits z p-value
Bedtime weekdays practice 2.5 0.01
Bedtime weekdays attitude 0.7 NS
Bedtime weekend practice 2.9 0.001
Bedtime weekend attitude 0.9 NS
Sleeping duration practice 2.9 0.001
Sleeping duration attitude 0.8 NS
Bedtime routines practice 3.2 0.000
Bedtime routines attitude 0.8 NS

NS= Non significance

Parents’ perceived obstacles

Parents’ experienced obstacles in promoting a healthy lifestyle for their
child. In the present study, about three-quarters, i.e. parents to 122 children
perceived such obstacles. The obstacles were categorised into five different
groups through manifest content analysis: lack of time, lack of money, lack
of time in combination with lack of money, child being fastidious, and lack
of time in combination with the child not wanting to play outdoors and pre-
ferring the TV/computer instead. When comparing the kind of obstacles
reported by the two parental educational groups (secondary school level and
college degree level), significant differences emerged. More parents with a
higher education stated lack of time as the most common obstacle, compared
with parents with lower levels of education, who stated lack of money and
lack of time in combination with lack of money as their most common ob-
stacles (p=.001). Significantly more parents with a higher level of education
reported that the behaviour and fastidiousness of the child was part of the
reason for the children not having enough healthy meals and physical exer-
cise, for example, the child did not want to play outdoors, but preferred the
TV/computer instead (p=.001).
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Parents’ requests for support

Almost two-thirds, (parents of 104 children) stated a need for support in
order to be able to give their children healthy meals and enough physical
activity. The desired support was categorised into six groups: more physical
activity at school, shorter working day, domestic help, better food at school,
more education about food and physical activity at school and economical
support. Irrespective of educational background, parents identified the
school as the most commonly desired source of support. When desired sup-
port from the school was disregarded in the analysis, parents with lower
levels of education often desired shorter working days and economic support
significantly more than compared with parents with a higher education, who
often desired domestic help significantly more (p=.04).

In summary, the results showed that parents’ attitudes to children’s lifestyle
were healthier than their reports of their child’s daily practices. The reported
practices, obstacles and desired support differed with regard to parents’ edu-
cational background.

Family stress and BMI (Study II)

Parental perceived stress

In unadjusted models, maternal and paternal stress (total SPSQ score) was
associated with overweight among the preschool children; producing unad-
justed odds ratio (OR) 4.71 (95% CI 3.44-6.44; p=000) for mothers and 2.17
(95% CI 1.48-3.18; p=000) for fathers. However, only maternal stress scores
remained statistically significantly associated with children’s overweight in
the adjusted models; producing an adjusted OR of 4.61 (95% CI 3.11-6.84;
p=000). Similar patterns of association between parental stress and under-
weight among infants were observed, but these associations were not as pro-
found as with overweight; adjusted OR for maternal stress was 3.08 (95% CI
1.64-5.81; p=000) for underweight. Higher level of maternal education was a
protective factor against child overweight, adjusted OR 0.43 (95% CI 0.25-
0.73; p=.002). Higher age among fathers (41-50 years) was associated with
child overweight, adjusted OR 2.11 (95% CI 1.28-3.49; p=.004). Among
children whose parents completed the questionnaires, one fifth (20.8%) were
overweight compared to 11.3% of the children whose parents did not re-
spond (p=.006).

When mothers’ SPSQ scores were divided continuously in fifths, a notable

and dose-dependant association with both overweight and underweight
among the preschool children was identified (Figure 6).
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Figure 6. Maternal SPSQ-score divided in fifths and adjusted Odds Ratio (OR*) for over-
weight and underweight, respectively, among preschool children in a logarithmic scale.
BMI was categorised according to Cole et al. (62)

Furthermore, when the five different subscales of the SPSQ were compared

for risk of overweight (Table 2) and underweight (Table 3) in the children,
all but one subscale had significant associations.

Table 2. Mothers’ SPSQ subscales and being overweight among young children

SPSQ Unadjusted OR  p-value Adjusted OR p-value
subscale (95% CI) (95% CI)?

Incompetence 4.19 (3.17,5.54)  0.000 3.56 (2.59,4.90) 0.000
Role restriction 2.91(2.28,3.71) 0.000 2.50(1.91,3.28) 0.000
Social isolation 3.00 (2.39,3.76)  0.000 2.55(1.97,3.30) 0.000
Spouse relationship problems 1.83 (1.52,2.19)  0.000 1.59 (1.29, 1.96) 0.000
Health problems 2.92(2.33,3.67) 0.000 2.64 (2.06,3.39) 0.000

2Adjusted for children’s sex, mother’s and fathers’ age, education, employment, if the child
had siblings and if the parents were cohabiting.

Table 3. Mothers’ SPSQ subscales and being underweight among young children

SPSQ Unadjusted OR p-value Adjusted OR p-value
subscale (95% CI) (95% CI)*

Incompetence 3.07 (1.99,4.74)  0.000 2.85(1.71,4.74) 0.000
Role restriction 2.02 (1.38,2.95) 0.000 1.71 (1.13,2.59) 0.011
Social isolation 2.38 (1.64,3.45) 0.000 2.27(1.47,3.52) 0.000
Spouse relationship problems 1.48 (1.09, 2.02) 0.012 1.26 (0.89, 1.78)  0.202
Health problems 1.95(1.38,2.75) 0.000 1.97 (1.34,2.89) 0.000

*Adjusted for children’s sex, mother’s and fathers’ age, education, employment, if the child
had siblings and if the parents were cohabiting.
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Attachment style

In the present study, parent’s attachment style was chosen as another marker
of stress for the children. Insecure attachment style (fearful, preoccupied or
dismissing), in either mothers or fathers, was associated with overweight in
children, independent of the potentially confounding factors, except for
SPSQ-score (Table 4). Further adjustment for maternal SPSQ eliminated the
associations with attachment style. Maternal, but not paternal, fearful and
preoccupied style was associated with underweight in children, unadjusted
and adjusted for demographic factors. For maternal preoccupied style, the
significance remained even after adjusting for SPSQ, producing an OR 4.26
(95% CI 1.67-10.86; p=.002).

Table 4. Parental attachment style and being overweight among children

Father’s Unadjusted p-value Adjusted OR p-value Adjusted OR p-value

Attach- OR (95% CI) (95% CI)? 95% CI)*

ment

Fearful 1.96 0.003 1.55 NS 1.12 NS
(1.25-3.08) (0.95-2.55) (0.65-1.93)

Secure 1.00 1.00 1.00

Preoccupied 2.54 0.002 227 0.015 1.68 NS
(1.41- 4.56) (1.17-4.41) (0.84- 3.37)

Dismissing 5.20 0.000 5.46 0.000  2.66 NS
(2.37-11.42) (2.21-13.50) (0.96- 7.36)

Mother’s

Attachment

Fearful 3.86 0.000 2.54 0.001 1.07 NS
(2.40- 6.19) (1.48-4.35) (0.57-1.99)

Secure 1.00 1.00 1.00

Preoccupied 4.10 0.000  2.90 0.000 1.14 NS
(2.59-6.47) (1.74-4.84) (0.63-2.05)

Dismissing  2.90 0.003 1.93 NS 0.67 NS
(1.43-5.87) (0.90-4.14) (0.28- 1.60)

*Adjusted for children’s sex, mother’s and fathers’ age, education, employment, if the child
had siblings and if the parents were cohabiting.

3Adjusted as above and additionally for maternal SPSQ (stress) score.

NS= Non significance

Television viewing

Children who spent more than 2-3 hours daily, either during weekdays or
weekends, viewing television were significantly more likely to be over-
weight compared to the normal weight group, adjusted OR 3.31 (95% CI
1.88-5.84; p=.000) for weekdays and 1.65 (95% CI 1.01-2.70; p=.045) for
weekends, respectively. More time watching television was also associated
with underweight among children, but the associations were less marked
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than for overweight. Mutual adjustment resulted in some attenuation of the
estimates.

Self-perceived weight

Maternal perceived overweight or to be very overweight was associated with
a higher odds of having an overweight child, producing adjusted OR 2.05
(95% CI 1.22-3.45; p=.007) for overweight and adjusted OR 2.75 (95% CI
1.27-5.92; p=.010) for very overweight. No associations for children’s un-
derweight and mothers’ perception of being overweight were found when
adjusted for demographic factors and stress.

The main finding of the study was that maternal, but not paternal, SPSQ-
stress score was significantly associated, statistically, with overweight and
underweight, among the preschool children, when adjusted for demographic
variables. Moreover, associations between the children’s BMI and mothers’
self-reported weight status, mothers’ and fathers’ insecure attachment style
and children’s TV-viewing were identified. Some of these associations were
attenuated but not eliminated by adjustment for maternal SPSQ-score. A
high maternal education level was inversely associated with overweight in
children and higher age among fathers was associated with child overweight.
Figure 7 illustrates these parental factors, which are associated (adjusted for
demographic variables) to child overweight or child underweight according
to the result in Study II.

Mother’s
Education \

Mother’s
self -perceived
weight

Father’s
CHILD OVERWEIGHT |&— | Ae

*

other’s Child watching TV Father’s
SPSQ-score SPSQ score
-incompetence v
-social isolati
o o CHILD UNDERWEIGHT

-health problems

-role restriction

Father’s insecure
attachment style
-preoccupied

Mother’s insecure -dismissing

attachment style

-fearful
-preoccupied

Figure 7. Association between parental factors and child overweight vs underweight
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Parents’ perspectives on providing their 4-year-olds
with a healthy lifestyle (Study III)

Themes and categories

The analysis identified four major themes: Lifestyle-“The way you live” is
parents’ responsibility, Challenges to promote children’s healthy lifestyle,
Support from professionals and peers might facilitate and Request for an
overall responsibility from society. The themes have two to four categories
each.

Lifestyle- “The way you live” is parents’ responsibility
The concept of lifestyle

Lifestyle was defined as a wide concept, including one’s approach to food,
physical activity, sleep, work, leisure, friends, alcohol and tobacco habits, as
well as ethical and moral decisions, according to the parents. Most non-
native Swedish parents expressed that religion was a central part of their
lifestyle.

Parent as model and guide

Parents agreed that they were mainly responsible for their child’s lifestyle,
and they saw themselves as role models for their child. They stated that as a
parent you had to make children’s lifestyle choice since children were not
capable of making their own choices.

Parents lose authority

Many parents stated that their child’s eating and activity habits were influ-
enced a lot by their friends and parents expected this phenomenon to in-
crease as the children grew older.

Challenges to promote children’s healthy lifestyle

Child’s preferences

An ordinary point of view among parents was that there was so much more
television channels today than compared with when they were children. Par-
ents in all groups complained that children are immersed in front of the tele-
vision and computer for several hours a day. Some parents reported that they
were frustrated about this situation, creating tension between them and their
child. Parents with a higher level of education had clearer limits than parents
with less education and were not afraid of having a conflict with their child
about the rules. For example, they switched off the TV if the child had spent
too much time watching TV.
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Vast supply of unhealthy food

Candy and crisps were a part of everyday life for some children. Many par-
ents complained about the vast supply of cheap candy and crisps, and the
fact that you can buy it anywhere and at anytime. Several parents felt that
candy and snacks should be eaten only during the weekend, but that it was
difficult to follow that direction when the child was exposed to these tempta-
tions in grocery stores and in media ads. According to several parents, pre-
schools offered children ice-cream and cookies on a weekly basis to cele-
brate birthdays. This frustrated many parents, but it did not apply to the non-
native Swedish parents, who allowed candy several times a week.

Lack of time and support

Most parents felt time-pressure in completing all of their daily chores, con-
tributing to their feelings of stress and insufficiency. Some parents expressed
that their social network was limited, especially non-native Swedish parents.
Furthermore, parents expressed that loneliness, in the parenting role, and
stress were obstacles to offering their child a healthy lifestyle.

Contradictory messages in media

The media frequently addresses news about healthy and unhealthy lifestyles;
sometimes parents felt these messages were contradictory. Parents got con-
fused and several of them expressed that they did not know what recommen-
dations to follow. Thus, parents singled out some advice, while dismissing
other reports.

Support from professionals and peers might facilitate

Child Health Care

All parents stated that the CHC's were helpful when their child was an infant
and many parents expressed trust for the CHC system. Parents wished the
nurses had more time to talk about children’s eating and activity habits at the
yearly health visits at CHC during the preschool years. Parents also wanted
the CHC nurses to come and visit preschools regularly and participate in the
parents groups.

Preschool

According to many parents, the preschools have an opportunity and a re-
sponsibility to influence children’s healthy lifestyles. Because of the fact that
many children spent most of their day at preschool, parents felt that pre-
schools should offer healthy food choices and outdoor activities for their
children. Furthermore parents desired that the preschool premises could also
be used for parents groups.
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The power of parents groups

Proposals about support that came up were parents groups where parents
could interact with other parents. They proposed parent group meetings that
focus on the challenges of parenthood, setting limits for children and pro-
moting a healthy lifestyle. The non-native Swedish parents expressed a need
for a stronger social network.

Request for an overall responsibility from society

A collective responsibility

The importance of early prevention strategies for children’s welfare was
discussed in all focus groups. Parents pointed out that politicians are respon-
sible to create environments, playgrounds and green areas to encourage chil-
dren’s physical activity. Many parents expressed that they wished that soci-
ety could subsidise healthy activities and food, such as fruit and vegetables
to make it possible for everyone to make healthy choices. Parents high-
lighted that having a low income should not automatically mean an un-
healthy lifestyle.

Clear guidelines

Parents requested clear guidelines to prevent large differences in health-
promotive practices between the preschools. Parents pointed out that eating
habits and outdoor play activities at the preschool were mainly dependent on
the teachers’ attitudes and interests.

In conclusion, parents felt primarily responsible for their children’s eating
and activity habits. However, they described a lot of influences from the
society that they could not handle where there is an abundance of unhealthy
choices for children, contradictory media messages about healthy diets and
inconsistent preschool policies regarding sweets and physical activity. Life-
style advice from Child Health Centres, uniform guidelines at preschools and
parents groups were mentioned as sources of collective support.
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How to conduct postal questionnaires effectively
(Study 1V)

Response rate, time consumption and cost-efficiency

The response rate was measured once a fortnight and already at the first
stage (early response), within two weeks and before the first reminder was
sent out, the group who was asked to Actively Decline participation in the
survey showed the highest participation rate; 37% compared to 25% and
28% in the other two groups (Figures 8 and 9). Similarly, during the whole
period of the survey, the Actively Decline group showed the highest partici-
pation rates. Figures 8 and 9 show mothers’ and fathers’ early response rates,
responses after each reminder and the final response rates, respectively for
the three modes of consent given: Actively Agree, Direct Delivery and Ac-
tively Decline. The final response rate for the three different modes of con-
sent was highest for Actively Decline with 72% for mothers and 70% for
fathers. For the Actively Agree, the final response rate was 61% for mothers
and 59% for fathers. The result for Direct Delivery was 47% for both moth-
ers and fathers.

Regarding the time consumed, the least amount of time was spent for the
group that was asked to Actively Decline participation, 4h 53 min compared
with 6h 43 min for Actively Agree and 6h 19 min for Direct Delivery. The
reason for the advantage of the Actively Decline mode was two-folded: both
the early high response rate and the confirmation of non-participation con-
tributed. In the Direct Delivery, where questionnaires were delivered directly,
no confirmation of non-participation was needed. In the Actively Agree and
Direct Delivery groups, the late responses demanded extra mailings.

First, the cost for each procedure was calculated. Direct Delivery had the
lowest cost. The highest total cost was for the group where participants were
asked to Actively Agree, which was due to the low early response rate gener-
ating reminders. Then, cost-efficiency was calculated by determining the
total cost for each completed questionnaire for the three different modes of
consent. The lowest cost for each returned completed questionnaire with this
way of counting was for the Actively Decline group. The highest cost for
each completed questionnaire was for the Direct Delivery group, that is, this
mode of delivery was the least cost-efficient. The Actively Agree mode was
17% better than the Direct Delivery mode. The cost-efficiency for the Ac-
tively Decline mode of consent was 1.52 compared with Direct Delivery, and
1.29 compared with Actively Agree. That is, we got 52% and 29% more
questionnaires completed, respectively, for the same amount of money spent.

This study indicates that allowing respondents to actively decline participa-

tion appears to be a good strategy for a high response rate, but was also more
efficient in terms of time and cost.
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Discussion

Methodological considerations

The presentation of the studies in this thesis does not follow the chronologi-
cal order in which the studies were performed. The methodological study
(Study 1V) was a previous study to the questionnaire study (Study II) since
we were eager to get a high response rate and good cost-efficiency. To
minimise the risk of confusion in the thesis, the studies concern-
ing children’s lifestyle follow each other and the methodological study is
presented as the last one.

The advantages and disadvantages of cross-sectional studies

The studies in this thesis were mainly cross-sectional, which are useful for
epidemiological and public health research. In addition, the cross-sectional
design made it possible to assess many outcomes and generate hypotheses.
Furthermore, our cross-sectional studies were relatively inexpensive and not
too time-consuming, compared to longitudinal studies with several follow-
ups. The limitation with the cross-sectional design is that it is impossible to
separate cause from effect because measurement of exposure and outcome
occurs at the same time, as also highlighted in the literature (101).

Using mixed methods

Combining qualitative and quantitative methods (Study I) in the same study
and especially in the same analysis may need further explanation and discus-
sion. The answers to the open-ended questions were handled in a semi-
qualitative analysis. Reported obstacles and need for support were initially
dichotomised into having reported any or not. A qualitative manifest content
analysis was then employed to examine the answers to the open-ended ques-
tions concerning the parents’ reported obstacles and desired support. Catego-
ries were designed based on the exact expressions used by the respondents.
Thereafter, we assigned a number to each of these categories and treated
them as dummy variables in the statistical analyses. Thus, the given numbers
were a tool to convert the qualitative data into a statistically useful format. It
has often been emphasised that qualitative and quantitative methods should
be combined to use their “complementary strengths and non-overlapping
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weaknesses". The qualitative approach examines content and character,
while the quantitative generates knowledge about the extent. In addition, the
distribution of variables allows comparison between groups and the methods
add to each other (109). In the first study, we have made an effort to com-
bine the two approaches to enrich our understanding of parental perspectives
and generate questions for further research.

Focus groups- a potent instrument

The third study was a qualitative study with focus group interviews. Group
discussions produced data and insights that would be less accessible without
the interaction found in a group setting. Listening to others verbalise experi-
ences stimulates memories and ideas in participants (110). This is also
known as the group effect where group members engage in “a kind of
‘chaining’ or ‘cascading’; talk links to, or tumbles out of, the topics in the
focus groups and expressions preceding it (110). The interaction between the
parents was constructive and led to rich discussions in all five groups. The
participants really appreciated the interviews. However, focus groups also
have disadvantages. Specifically, the researcher has less control over a group
than with a one-on-one interview, and thus time was sometimes lost on is-
sues irrelevant to the topic. The literature mentions other difficulties with
focus groups: the data is tough to analyse because the talking is in reaction to
the comments of other group members, observers/ moderators need to be
highly trained, and groups are quite variable and are notorious for attrition
through “no-shows” (110). Some of our participants dominated the group
and were very talkative, while some participants were quiet. This phenome-
non was probably linked to the personal characteristics of the participants,
but it is possible that the recording instrument was a barrier for some. How-
ever, the moderator and the observer tried to curb the dominant voices by
encouraging the quieter participants to provide input. Confidentiality is a
requisite in order to encourage participation in the discussion (110). All five
group interviews were emotional and personal, as a result of a good atmos-
phere with high tolerance. To prevent drop-out, the moderator gave the re-
spondents a telephone call the evening before the interview to serve as a
reminder. During the phone call the parents were asked if they had any food
allergies since they would be offered breakfast during the interview.

According to Kreuger et al. (110) another issue when doing focus groups is
with the setting itself. The participants may either hold back on their re-
sponses and/or try to answer the moderator’s questions with answers the
participants feel that the moderator wants to hear. Our focus groups were
held with a moderator who is a pediatric nurse and maybe this had an impact
on the discussions. It is possible that the respondents answered as they
thought they were expected to.
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Instruments- what do we really measure?

The fact that the parents in the first study were asked in the questionnaire to
state both their attitudes and their practices might produce moral difficulties.
To admit that you have not given your child what you believe is appropriate
can be difficult and may have influenced the results. There is also the issue
of ‘social desirability’(111), a term that refers to respondents giving answers
that they think are expected from them. By asking parents to describe both
their attitudes and practices, the social desirability of answers to reported
practices might have been reduced, as indicated by our pilot study, whereas
reported attitudes might certainly be affected. In addition, among non-native
Swedish parents, poor understanding of the subtle difference between the
two lines of questions might have influenced the answers.

In the second study, parental stress was measured by SPSQ-score (103),
which is a hypothetical construct for perceived parental stress and therefore
an indirect measure of stress exposures among children. As a consequence,
associations with SPSQ-scores should be interpreted with caution, particu-
larly when speculating about the underlying mechanisms. The parents’ at-
tachment styles in close general relationships were determined with the Re-
lationship Questionnaire (RQ), which shows convergent validity (71). RQ
provides detailed knowledge of the relationship between adults, which is an
important factor associated with stress. The measure of attachment style, RQ
1s most relevant to interactions between adults, rather than between adults
and children, and is a summary marker based on four statements. However,
this measure is still a marker of potentially stressful relationships within the
family and should be relevant to the child through stressful circumstances
and elements of parent-child interactions.

The register used for the anthropometric component of the studies, BASTA,
contains information about the child’s height, weight and thus BMI. The data
used here are from the visit at age 3 at the CHC and variation in age at as-
sessment is less than one month on either side of the child’s birthday. Ac-
cording to the Swedish CHC’s guidelines, the nurses measure length “with
the child almost naked” and the weight “in panties or underwear”. CHC
nurses are required to report these measures to the register; the data are col-
lected with parental consent and linked to the personal identification number
of the child. BMI cut-off points used were as defined by the International
Obesity Task Force (60, 62).

One item was used from the validated questionnaire CFQ (112) regarding
parental perceived weight status. Parents reported their perceived level of
body weight. This approach has the advantage of practicality and low cost,
but it would have been better to have data on parents’ BMI. However, we
were afraid that a question about parents’ height, weight and BMI would
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contribute to more drop-outs or inaccuracy of the data. Most people feel that
providing data on height and weight are too private and previous publica-
tions have reported lack of reliability of self-reported weight and height in
the general population (113). However, similar to earlier evidence (114)
there were associations between maternal overweight and child overweight
in our findings that indicate that mothers, in particular, reported their per-
ceived weight truthfully.

Response rates and sample

In the first questionnaire study, the response rate was excellent, 89.7%,
which is quite common when the study is conducted in a school setting.
Mothers’ and fathers’ responses were analysed separately. In the pilot study,
we did not identify any differences between mothers' and fathers' answers.
Moreover, the aim of the study was not to study the difference between the
parents.

The response rate for the second study was also satisfactory (at least one
parent of 1173 =90.2% children completed the demographic questionnaire
and parents of 873 children =67.2% completed both questionnaires), espe-
cially since the questionnaire was comprehensive and included 12 pages
with 101 items. The questionnaire was only in Swedish. Slightly more than
one-tenth of the participants had a non-native Swedish background. Three
mothers and one father used an interpreter.

It was notable that those parents who participated in the study, to a larger
extent, had an overweight child in comparison with those who declined;
20.8% versus 11.3%. However, the total prevalence of overweight for the
whole population (n=1300) was 19.3% (n=251). These figures are also com-
parable to national statistics (55). An association between children’s and
mothers’ overweight was shown and participation among overweight parents
of overweight children might reflect concern for their own as well as their
children’s weight status. Maybe these parents perceived a severity and sus-
ceptibility to overweight, which were the cues to complete the study (33).
Furthermore, parents with overweight children might have found the topic
interesting and important and were, therefore, motivated to complete the
questionnaire. According to earlier studies, interest in the topic has a positive
impact on response rates (115). Moreover, the respondent parents had higher
education levels than those parents who only responded to the demographic
questionnaire. High educational level is a contributing factor to participation
in studies (116, 117). It is likely to believe that well-educated parents have
more knowledge and are more aware of their responses than those with less
education. Therefore, opinions from both low and high educated Swedish
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and non-native Swedish parents are important to get a holistic view of the
parents' requests for support.

It was difficult to recruit parents for the focus groups, which is a documented
phenomenon (110). Only one-third of the invited parents accepted to partici-
pate, and the majority were mothers. In terms of educational level, the focus
group study was intentionally designed to equally include parents with lower
and higher levels of education. It was also difficult to recruit non-native Swed-
ish parents for the interviews and finally we made a purposeful sampling for
the last focus group to be able to include the immigrants’ perspectives.

Drop-out analyses

Although the response rate in Study I was excellent, among the 18 parents
(10.3%) who did not respond, 17 (9.6%) parents were from a school where
the majority of parents had a lower level of education and were immigrants.
However, 39.9% of participants had a non-Swedish-speaking background,
which is more than in the population as a whole. This would in fact increase
the generalisability of the findings for other cultural contexts.

In the second study, there was also a greater loss of the less educated and
immigrant families. Thus, our sample is not entirely representative of the
general population. In summary, these findings are consistent with earlier
studies; individuals with a lower level of education and immigrants are un-
derrepresented in surveys (117).

Additionally, it was difficult to recruit non-native Swedish parents for the
focus groups (Study III); several parents expressed that they were not com-
fortable with speaking Swedish.

In the last study, there were 356 (mean 59.3%, range 47.0-72.0%) participat-
ing mothers and fathers of the 600 parents of 3-years-olds who were asked
using three different approaches of consent. There were no significant differ-
ences regarding children’s BMI, parental age, educational level and em-
ployment, country of origin or marital status between the parents in the three
groups. A demographic questionnaire from more than 90% of the target
population proved the basis for our drop-out analysis. When comparing
those parents who only answered the demographic questionnaire with those
who completed both the main and the demographic questionnaires, no sig-
nificant differences regarding children’s BMI, parental age, marital status or
residential area (urban or rural) were found. However, those parents who just
answered the demographic questionnaire had significantly lower educa-
tional levels, higher unemployment rates and a higher number of them had a
non-native Swedish background, in line with previous results (117).
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Credibility, dependability, transferability and confirmability in
the qualitative study

According to Polit and Beck (118), the results of a qualitative study are
evaluated by using four quality concepts: credibility, dependability, transfer-
ability and confirmability.

The credibility of findings, in relation to the research question was ensured
both by the interview guide and by the fact that both the moderator and an
observer were present at all focus groups. The observer took notes during the
interview and thereafter summarised the discussion to ensure that the infor-
mants felt that the contents had been perceived correctly. After the final
group discussion, the moderator and the observer discussed the interviews
and the core content.

The dependability (results of the analysis in relation to the interview mate-
rial) of the qualitative study was ensured by the moderator also transcribing
the interviews. In addition, two co-researchers helped perform the analysis
that was documented in detail in terms of themes and categories that
emerged and disappeared on the way. A recontextualisation was done by
using all designated themes and categories and comparing them to the origi-
nal interviews (108).

Regarding the transferability, the applicability of findings (108), parents in
our sample had participated in an extensive questionnaire regarding family
stress and children’s lifestyle variables (119)and had already reflected on
this topic, in comparison with those who had not answered the questionnaire.
Furthermore, they had also given priority to participate in a focus group in-
terview. Thus, the findings cannot be assumed to apply to all parents. In
terms of transferability there is another limitation concerning fathers; with
only five participating fathers the results do not reflect fathers’ experiences
to the same extent as mothers’, which may mean that our results highlight
particular maternal perspectives on children’s lifestyle. This may also reflect
that mothers are more interested or concerned about children’s healthy hab-
its, in line with earlier findings (80, 120). However, all participating fathers
were active in the discussions and no differences between mothers and fa-
thers could be identified. There were no significant demographic differences
between parents who participated in the focus groups and those who just
answered the demographic questionnaire or children’s categorised BMI.
Furthermore, by including parents of different ages, educational levels and
ethnicity, transferability of the findings was enhanced.

Qualitative research tends to assume that each researcher brings a unique
perspective to the study (121). Confirmability refers to the objectivity or
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neutrality of the data; the potential for congruence between two or more
independent people about the data’s accuracy, relevance or meaning. To
enhance confirmability, we used bracketing and we also documented the
procedures throughout the study.

Qualitative data analysis

Systematic Text Condensation (STC) is an effective method to get a good
overview and an understanding of the material (108, 122). Additionally, it is
an appropriate method for studies with limited amounts of data with good
saturation (118, 122). According to Malterud, the method can be applied in
almost all circumstances (individual interviews, group interviews, observa-
tional studies) and has a high flexibility in the analytical process. It is also
possible to shift focus and look for new patterns. The recontextualization
step is important to prevent the reduction of the material and establishes a
connection to the informants’ reality.

STC is not a complete method; it has, like all methods, some shortcomings.
One disadvantage is the risk of decontextualizing individuals, processes and
temporality. Condensing the material may also be difficult, but this chal-
lenge is common for all qualitative analyses (108).

Compared to other qualitative methods, Malterud (108) states that STC is an
editing analysis style and in many ways similar to Grounded Theory in that
the analyst is looking for experiences or perceptions that seem common
among participants. Furthermore, STC has philosophical roots in phenome-
nology, but is not a phenomenological method and does not have the ambi-
tion of interpreting or retrieving the essence of a phenomenon experienced
by the interviewees. STC has many similarities with Graneheim and Lund-
man's content analysis (106), but they use the word “theme” in a different
way and have a different strategy when condensing the material. Malterud is
also very clear that no qualitative analysis should aim to quantify qualitative
data even if the reader can be guided as to the extent a certain theme or cate-
gory was endorsed by the participants (108).

Children’s lifestyle — the role of parents, services
and society

The congruence and incongruence of parental attitudes and
reported practices

The findings showed significant differences between parents’ reported prac-
tices and attitudes towards their children’s meal patterns, eating and sleeping

56



habits and physical activity. With respect to parents’ higher or lower educa-
tional backgrounds, it was evident that parents of children with higher edu-
cational level reported that their children had a healthier lifestyle in compari-
son with the reports from parents with lower education. Interestingly, par-
ents, regardless of education, agreed in their attitude that their children
should have a healthier lifestyle than the practices they described. Thus,
reported practices in these areas were not congruent with parents’ attitudes.
Existing literature supports the finding that higher levels of education in
parents correlates with healthier patterns of eating habits and physical activ-
ity in children (67). Moreover, when taking different social and cultural fac-
tors into account, parents’ academic competence seems to be significant for
both healthier eating patterns and for knowledge about food intake and nutri-
tion (123). The results are in agreement with other studies showing that chil-
dren in poorer areas are less inclined to participate in organised activities and
spend more time sitting in front of a television or a computer (67, 124).

An inability of parents to implement their lifestyle attitudes among their
children may indicate a lack of self-efficacy, as previous studies have proven
(125). It seems quite clear from the above that depending on whether paren-
tal attitudes and practices are congruent or not, different types of interven-
tions are suitable. Where parental attitudes show a preference for less
healthy lifestyle choices, such as, for example, for less fruit and vegetable
consumption, interventions addressing knowledge and attitudes might be
needed. For lifestyle areas, where parents seem aware of and are positive
towards healthy choices, the specific obstacles and issues of parenting self-
efficacy might need to be addressed. However, it would be beneficial for
children’s healthy lifestyle if parents were given the opportunity to discuss
their practices and attitudes towards their children's lifestyle with profession-
als and other parents.

Linking psychosocial stress and childhood overweight

An association between parental, particularly maternal, SPSQ stress score
and overweight among three-year-olds was identified. Associations with
underweight were less pronounced. Overall, the associations were stronger
in mothers. This perhaps mirrors the fact that mothers are more prone to
parental stress than fathers (78) or that mothers are more involved in parent-
ing of the child and that the mother’s stress may be more implicated in proc-
esses relevant to the child’s development and weight gain (80, 120).

When analysing SPSQ’s five subscales, Incompetence showed the highest
Adjusted OR for overweight as well as for underweight. The subscale Incom-
petence measures parents' experiences of difficulties and possible unskillful-
ness in their parenting role with eleven different items. Examples of items
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are, “I need help to cope with my parenting” and “I often feel that I cannot
handle things very well”. These items are linked to parent's self-efficacy.
Parenting self-efficacy (PSE) or perceived competence in the parenting role
has been linked with parenting competence (126). Thus, a feeling of incom-
petence in the parental role may result in an inability in implementing healthy
lifestyle choices for their children with all the obstacles in the environment.

There is evidence that observing other parents who successfully manage a
parenting challenge leads to higher parenting self-efficacy (127). Thus, par-
ents networks, as parents in our focus groups desired, might be a successful
strategy towards improving parents' ability to implement their knowledge
and attitude towards their children's physical activities, as well as eating and
sleeping habits. To be involved in a network may also reduce feelings of
social isolation.

The subscales Role restriction, Social isolation and Health problems also
showed excess odds associated with children being overweight and under-
weight. The subscale measuring the parents' marital problems, Spouse rela-
tionship problems, showed the lowest odds for overweight and no signifi-
cance was observed for underweight. This might reflect that the stress of
marital problems is not as strongly associated with children's lifestyle as
stress linked to difficulties in the parental role.

Evidence from earlier studies shows that exposure to psychosocial stressors
is linked to overweight among children (80, 81). In line with our study, ear-
lier studies are also controlled for relevant demographic confounders and
parents’ weight status (79-81). In contrast, there is also evidence that expo-
sure to stress can be associated with reduced weight gain and risk of being
underweight (82). These apparently contradictory associations may reflect
different mediating mechanisms or susceptibility factors. In early life, inter-
action with parents constitutes a major part of young children’s lifestyle,
such that parental stress (78, 104) is likely to represent an important source
of children’s exposure to psychosocial stress.

Insecure (fearful, preoccupied and dismissing) parental attachment style was
chosen as another marker of stress in the family, according to earlier studies
(128). Our findings indicate significantly higher odds for mothers with inse-
cure attachment style for having an overweight or underweight child. These
associations are in line with previous results (69, 129). An advantage of con-
sidering parental attachment style as a potential source of stressful exposure
in the family is that it is a measure less reactive to current circumstances and
less likely to be confounded by material and social factors (130). However,
the attenuation of the association with overweight in children after adjust-
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ment for maternal stress suggests that stress itself is more relevant than at-
tachment style.

More time spent watching television by the child was associated with being
overweight. There was some co-linearity between maternal SPSQ-score and
television-viewing, suggesting that reduced physical activity due to watching
television may explain associations of maternal stress with overweight. More
time watching television was also associated with being underweight, but
adjustment for maternal SPSQ-score largely attenuated the estimates. In fact,
the numbers were small, resulting in wider CI.

The persistence and dose-dependence of the associations between stress and
child weight status is a significant finding. Parental stress is validly measur-
able and there are several available interventions that have the potential to
decrease maternal stress (131).

Experienced obstacles and desired support reflect society of today

Parents in Study I mentioned lack of time or money, or the combination of
the two as the main obstacles for promoting their child with a healthy life-
style. Interestingly, there were no differences between the proportion of par-
ents reporting obstacles between the two educational groups in Study I, but
significantly more parents with a lower education perceived lack of money
as the main issue and for those with a higher education, lack of time was the
most important obstacle. An explanation for this pattern might of course be
that lower educational levels lead to jobs with lower wages and less influ-
ence on work hours, whereas parents with higher education have jobs with
more demands on their time. Parents in the focus groups (Study III) also
described lack of time for healthy cooking and physical activity with their
child. Moreover, challenges that emerged from the focus groups were that
children are exposed to “temptations”, children’s own preferences, lack of
support and the media’s contradictory messages.

These obstacles refer to the different systems in Bronfenbrenner’s Ecological
Theory, in line with previous research (32, 75, 132). However, parents’
perceptions in our studies reflect the society of today, that is, the available
vast supply of sedentary activities and unhealthy food. Naturally, this attracts
children and becomes their preference, while parents get frustrated and con-
flicts arise. Furthermore, parents nowadays take more account of children’s
preferences and are more sensitive towards children’s desires (133, 134). In
addition, contradictory messages from media and epidemiological research
might leave parents confused and frustrated (75, 135).
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Parents requested support from the society, for example, school (Study I).
Those with lower levels of education often desired shorter working days and
economic support, significantly more than compared to parents with a higher
education, who often desired domestic help significantly more. Parents in the
focus groups (Study III) stated that CHCs, preschools and parent meetings
should be used to support parents in providing their child with a healthy
lifestyle. They also mentioned that society in general could help by provid-
ing better early prevention strategies, consistent with previous results (132,
136, 137). Parents requested clear health guidelines, especially in preschools,
and subsidies of healthy food as a health promotion technique. Notably, the
Swedish National Food Administration has clear guidance for the munici-
palities’ nutrition policies for preschools (90). However, the guidelines were
not well known by the parents and the variation of the foods and activities at
preschools may be explained by the fact that specific menus and activity
plans are created by individual preschools. Thus, parents wanted a collective
responsibility from society.

Parenting self-efficacy is important for children’s healthy lifestyle

During preschool age, children’s lifestyle habits are established, heavily
influenced by parents’ own behaviour (12, 18). Parenting self-efficacy and
children’s healthy lifestyle are closely related (138). Montigny et al. defines
parenting self-efficacy (PSE) as beliefs or judgments that a parent holds of
their capabilities to organise and execute tasks related to parenting a child
(139). Parents with high parenting self-efficacy beliefs are more likely to
make a greater effort than parents with low parenting self-efficacy. PSE has
been studied in relation to numerous health behaviours (42). Parents of
healthy weight children report lower levels of lifestyle behaviour problems
and higher levels of parenting self-efficacy than parents of obese children
(138). Earlier research has shown that parents with higher PSE are, them-
selves, more satisfied with parenting and have children who exhibit more
positive outcomes (125). The studies in this thesis have not measured parent-
ing self-efficacy, however, our results indicated that even if a parent had a
health-promotive attitude and knowledge about children’s lifestyle, there
were hindrances to implement their visions. According to the regression
analysis in Study I, parents’ feelings of inability to provide the child with a
healthy lifestyle were negatively associated with children’s healthy behav-
iours. The findings from the focus group interviews (Study III) showed that
all parents believed that they were mainly responsible for their child’s life-
style and most parents saw themselves as role models for their child. How-
ever, they identified a lot of barriers in the environment, which made it diffi-
cult to promote their child with a healthy lifestyle and parents desired collec-
tive support, consistent with other findings (74, 75).
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Some studies show no given relation between socio-economic status and
high self-efficacy among parents, the difference is more about how parents
use the socio-economic benefits (2). In contrast, there is evidence that par-
ents from lower SES groups are less likely to enforce food rules at home
than higher SES parents (9). Similarly, our results showed that parents with
lower educational levels had less ability to realise their attitudes for chil-
dren’s meal patterns, eating, sleeping and activity habits. It might well be
that parents with lower education lack the self-efficacy required to imple-
ment their attitudes into daily practices. Parents with a higher level of educa-
tion in the focus groups had clear limits and were not afraid of having a con-
flict with their child. For example, they switched off the TV if the child had
spent too much time watching TV.

A framework for understanding the likelihood of parents taking
actions to promote a healthy lifestyle in their children

The Health Belief Model (HBM) is a conceptual framework to explain and
predict health-related behaviours in individuals. According to this model,
individuals will decide to engage in an action to prevent a condition: if they
perceive themselves as susceptible to the condition and perceive the condi-
tion to have severe aversive effects, if they believe that the action will reduce
their susceptibility to the condition or its adverse effects at a subjectively
reasonable cost, and if they feel self-confident in taking the action. Figure 10
applies this model to explain factors that may affect parents’ decision to
promote a healthy lifestyle in their children and reduce the likelihood of their
children becoming overweight and developing other diseases linked to un-
healthy lifestyles.

Perceived susceptibility refers to parents’ perception of the likelihood of
their children becoming overweight. Previous studies show that genetics
(140), parents’ own lifestyle and even demographic factors (141) are impor-
tant determinants of children’s susceptibility to obesity and whether parents
perceived it as a health threat. Overweight/obesity in the family, friends or
siblings might lead parents to perceive a need for promoting a healthy life-
style in their children. Parents' knowledge of and attitudes towards children’s
eating habits and physical activities influence their perception of severity of
overweight in children. Our studies showed that parents were concerned
about their children’s lifestyle, especially eating habits and physical activi-
ties and wanted to be a good role models for them. Most parents had enough
knowledge about the characteristics of healthy lifestyle for children. How-
ever, parents’ knowledge and attitudes did not necessary lead to taking ac-
tions for healthy behaviour according to the Theory of Planned Behaviour
(41).
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Perceived benefits refer to the extent that parents believe promoting a
healthy lifestyle will reduce the risk of overweight/obesity in their children.
Perceived barriers refer to prospective negative aspects of the action. In our
study, parents considered promoting healthy lifestyle in their children as
beneficial, but also reported some obstacles in doing so. Examples of these
obstacles included: parental stress, lack of time and money, inconsistent
messages from media, children’s pickiness and their unwillingness to play
outdoors. Also, having an overweight child was associated with considerable
parental stress. Parents are more likely to take actions toward promoting a
healthy lifestyle in their children if they believe that the benefits of taking
action outweigh the barriers (Figure 10).

It is also necessary for the parent to believe that they have the ability to pro-
mote the healthy lifestyle in their children (parenting self-efficacy). In fact,
parents’ confidence is reported to be one of the most important factors in
parents’ ability to successfully implement healthy behaviour (142). Further-
more, information from the media can be a major cue to behavioural changes.

HBM assumes that individuals — or parents in this case — are solely responsi-
ble for behavioural change. In doing so, it presents an oversimplified picture
of the world. There is no doubt that parents play a key role in the develop-
ment of eating and activity habits in their children (12, 18). However, chil-
dren and their parents are embedded in larger contexts such as preschool,
friends and acquaintances (micro-systems), according to the Ecological The-
ory. Moreover, there are interactions between these micro-systems. The so-
ciety’s education and health care system for instance (i.e. exosystem) affects
the individual parent and child as well as the macro system consisting of
social ideologies, laws and rules. In summary, these findings suggest that
health promotion strategies may be more effective if directed at the wider
community level, rather than at parents alone, and preferably earlier in a
child’s life.
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Strategies to increase response rate to postal
questionnaires

Our results showed that the participants, who were asked to Actively Decline
participation in the questionnaire study (Study IV), had a higher response
rate. This mode of consent also proved to be less time consuming and had
the highest cost-efficiency compared to the Actively Agree and Direct Deliv-
ery groups. Several reviews and meta-analyses on strategies to increase re-
sponse rates to postal questionnaires have been published in the literature
over the past 40 years (95, 98, 143) (Figure 11).

Sponsorship:
Study originating from university
= Appearance of the
] - g2 Questionnaire
22 -User friendly
B2 - Short
g g -Single sided
Contact: &2 -Relevant/easiest
Pre-notification R2AZ questions first
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ol - Personalised
AEL First mailing i/
; -Cover letter- Assurance of confidentiality
~—_°\ -Consent- Actively Decline .
Incentive =~ -Questionnaire according to above instruction N Delivery
-Monetary/ -Stamped return envelope, Handwritten address By first class post
non-monetary -A teaser on the envelope Recorded delivery
-In the first
mailing | First remind-letter or sms -
-Unconditionall : ~
Second mailing
Q included > Follow-ups
Second reminder
Telephone call -/

Figure 11. Strategies to increase response rate to postal questionnaire (Q) (98)

Figure 11 above describes strategies to increase response rate to postal ques-
tionnaires with respect to earlier evidence and the results from the present
study (98). The result from Study IV showed higher response rates when the
participants had the possibility to Actively Agree or Actively Decline partici-
pation, compared with Direct Delivery. One explanation may be that the
choice to actively agree or disagree gives a feeling of free choice and not of
obligation. In the Swedish setting this very duality of individual choice and
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responsibility is probably salient for our results. By the same token, the Di-
rect Delivery of both questionnaires can be perceived as “pushy” by the re-
spondents, making direct claims on their time without having given them a
chance to decide whether or not they wanted to supply that time. Interest-
ingly, the response rate in this pilot study was the same as in the second
study where we used the Actively Decline approach for consent (more than
70%). Thus, the findings were replicated on a layer scale, implying that the
procedure was relevant. One can imagine that those who received an infor-
mational letter and did not decline participation and were then sent a ques-
tionnaire they recognised, felt familiar with the study when they received the
questionnaire. Furthermore, it is possible that the respondents felt more
amenable to answering the questionnaire. This result might have the same
effect as a commercial whereby the respondents are in favour of something
they recognise. Another explanation why this particular approach generated
the highest response rate may be that when the questionnaire was sent out,
the respondents felt guilty and obliged to respond. The Actively Decline ap-
proach is a balance between the direct approach, where the questionnaire is
delivered directly, and a more humble approach, where the respondents are
asked to actively decide if they doubt participation. It seems that this mode
of delivery is the ideal balance between humbleness and directness.

Regarding the cost-efficiency, the lowest cost for each returned completed
questionnaire was for the Actively Decline group. The Direct Delivery group
had the highest cost for each returned completed questionnaire. An explana-
tion for the high cost for each completed questionnaire might be that this
group was not pre-notified with a cover letter, which generated a low early
response and many reminders consistent with Harrison et al.'s randomised
controlled trial (100). Already before the first reminder was sent out, the
Actively Decline group showed the highest participation rate. Similar to pre-
vious findings (97), the speed of response influenced the cost-efficiency
substantially, since the cost and the time consumed for reminders were less
in this approach. It is possible that we could have maximised the response
rate and cost-efficiency if we had used the recommended strategies from
earlier evidence for a successful high response rate and cost-efficiency (95,
98, 115, 116, 143), for example, offered an incentive unconditionally and
sent a questionnaire with each mailed reminder (97).
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Conclusions

My studies show that children’s lifestyle, particularly, eating habits and
physical activity are very present in parents’ thoughts and daily lives. They
relate to it and think about it and would also like to be a good role model for
their children. Most parents have enough knowledge about healthy eating
habits and need for physical activity for their children. Parents’ attitudes are
relatively concurrent; you want to do right for your child. However, there
was a difference between what parents wanted in this regard and what they
managed to get their children to eat and to do physically. The difference
between attitudes and practices was not so great for highly educated parents,
but it was significant for parents with lower educational level. The findings
showed an association between parental, particularly, maternal stress (indi-
cated by SPSQ-score) and children’s overweight. All five subscales showed
significantly strong contributions for child overweight. Maternal stress was
also associated with underweight among children, although the associations
were less pronounced. Also, associations between childhood sub-optimal
BMI and parents’ insecure attachment style were identified, but were not
independent of maternal SPSQ-score. Parents formulated barriers for chil-
dren’s healthy lifestyle such as: lack of time, money and support, a vast sup-
ply of unhealthy foods, and children’s preferences for sedentary lifestyle
along with unwillingness to play outdoors. Contradictory lifestyle statements
from the media and the preschools’ lack of a uniform health policy were
additional aggravating factors. Parents formulated support from profession-
als and peers that might facilitate such as: guidance from Child Health Care,
support from preschool and parents groups. In addition, support from society
was requested as early prevention, uniform health guidelines at preschool
and price subsidy for healthy foods.

Furthermore, when comparing three different approaches of consent to a
postal questionnaire survey we found that allowing respondents to Actively
Decline participation appeared to generate the highest response rate and was
most cost-efficient.
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Clinical implications

The preschool years are known to be a key stage in the life course for shap-
ing attitudes and behaviours. Lifelong habits, which can have an impact on
an individual’s ability to maintain a healthy weight, may be established dur-
ing these years. Parents are ultimately responsible for their children’s devel-
opment, but childcare providers may also play an important role by provid-
ing opportunities for children to be active and develop healthy eating habits
and physical activity as well as by acting as positive role models.

The preschools’ perspective

Since most children in Sweden attend preschool during the weekdays, pre-
schools have an impact on children’s lifestyle. First, preschools should be
required to clearly state their policies regarding children’s eating habits and
physical activity, including outdoor games. Preschools can promote chil-
dren’s healthy lifestyle and support parents through arranging parent group
meetings that focus on the challenges of parenthood, setting limits for chil-
dren and promoting a healthy lifestyle. Preschools can also provide self-help
groups at the preschool premises for parents of children who are at risk for
becoming overweight.

CHC nurses’ perspective

In connection with the regular health visits at the CHC, more time should be
set aside for parents to discuss practices for their children regarding meal
patterns, eating habits and physical activity. It is important that CHC nurses
are aware that parents with lower education do not necessarily have attitudes
that would be regarded as the most beneficial for children’s lifestyle. How-
ever, it is also crucial that attitudes that are “correct” in terms of health out-
comes might not show in actual practices due to different obstacles. Thus,
both parental attitudes and practices should be included in a conversation on
children’s lifestyle issues. Encouragement and support from CHC nurses
might also have a positive impact on the parents’ self-efficacy in introducing
healthier practices for their children (144).
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With CHC nurses’ knowledge and awareness of the association between
parental stress and children’s overweight and underweight, parents with a
high level of parental stress can receive interventions directed at impacting
parenting competence and self-efficacy, something that several evidence-
based programs can offer (145). If parents become aware of their stress-
profile, based on the different domains of parenting stress measures and the
possibilities to impact on the situation, specified interventions could be of-
fered to alleviate, for example, social isolation or to attend to their own
health concerns. Furthermore, CHC nurses’ competence would be of benefit
in the preschool, in forming healthy policies for children in the services.

The public policy perspective

Politicians and society have to take the overall responsibility for children’s
healthy lifestyle and early prevention of overweight. Green areas and safe
playgrounds are good investments for children’s physical activity. Moreover,
price subsidy for vegetables and fruit could be a strategy for healthy eating
habits. Better implementation of the Swedish National Food Administra-
tion’s guidelines (90) of children’s eating habits is necessary to avoid large
differences between preschools. Furthermore, it would also be a health pro-
moting strategy if the preschool teachers and parents were knowledgeable
about the guidelines. Accrediting preschools to become a “healthy-kids facil-
ity,” might be a promising thought. Moreover, the media could be an effec-
tive channel in delivering practical advice on healthy lifestyles for children.
However, the current patterns of reporting, where health threats and different
diets to lose weight are in focus, are not very helpful for parents of young
children.
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Future research

Clinical research in public health often aims to investigate associations for
some variables in a specific population, with the majority of studies having a
cross-sectional design. Consequently, it is not possible to identify the tempo-
ral sequence of events. Thus, a suggestion for future research is a long-term
follow-up of those parents who participated in our studies regarding prac-
tices and attitudes towards their children’s meal patterns, eating, sleeping
habits and physical activity, together with a longitudinal study of stress in
the family and children’s BMI. It would be interesting to see if these vari-
ables change when the child becomes older or if the pattern is stable. Parent-
ing self-efficacy is also an interesting variable in this context.

In terms of interventions, parents’ reported practices and attitudes as well as
perceived obstacles and desired support might be worth taking into account.
Based on the ecological model, a collaborating organisation is preferable in
an intervention. A single authority has limited potential for changes, but
many authorities at different levels, with the same focus might contribute to
a positive support for the parents.

Future research has to combine survey data with biomarkers of the psycho-
logical responses of a child to stressor exposure, so the pathways among
stressor exposure, metabolic manifestations and weight change in children
can be clarified.

Finally, our suggestion for future methodological research is to rigorously

record and experiment with different strategies for consent, delivery, re-
minders and incentives, when conducting postal surveys.
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Summary in Swedish- svensk sammanfattning

Under senare ar har barns livsstil avseende kost och fysisk aktivitet fordnd-
rats, med en Okad prevalens av dvervikt och fetma som ett resultat. Under
hela forskoledldern introduceras barnet successivt i familjens mat- och akti-
vitetsvanor. Saledes &r detta en avgoérande period for grundldggandet av en
hilsosam livsstil. Fordldrarnas attityder spelar en stor roll for utvecklingen
av barnets vanor och de bor ses som nyckelpersoner i det preventiva arbetet
avseende en hélsosam livsstil. Detta samtidigt som ménga fordldrar upplever
stress i1 fordldrarollen och 6nskar stod i olika former.

Det 6vergripande syftet med delstudierna i denna avhandling var att under-
soka fordldrars syn péa faktorer som har samband med 3-6 aringars livsstil
ndr det giller matvanor och fysisk aktivitet, med hjilp av bade kvantitativa
och kvalitativa metoder. Ett annat syfte var utvédrdera hur tre olika typer av
medgivanden till deltagande i studien paverkade svarsfrekvens, tidsatgéng,
och kostnadseffektivitet, infor en av avhandlingens storre enkétstudie.

Studierna har genomforts bland foréldrar i Uppsala lan mellan ar 2003 och
2008. Den forsta studien var en tvérsnittsstudie med enkét som datainsam-
lingsmetod, dar 213 fordldrar till 158 (89,7%) 6-aringar deltog. I den andra
studien, som &ven den var en tvirsnittsstudie, deltog fordldrar till 873
(67,2%) 3-ariga barn. Den tredje studien var en kvalitativ studie med fokus-
gruppsintervjuer som datainsamlingsmetod, med totalt 30 fordldrar till 4-
ariga barn, fordelade i fem fokusgrupper. Fjirde och sista studien var en
metodologisk studie med fordldrar till trehundra 3-ariga barn som bjods in
for att svara pé en enkat utifran tre olika forutséttningar avseende medgivan-
det. Svarsfrekvensen varierade for de olika metoderna (47-72%), totalt sva-
rade foréldrar till 180 barn, 59,3%.

I den fOrsta studien anvindes en enkét bestdende av strukturerade och
ostrukturerade fragor géllande foréldrars erfarenheter av och instéllning till
barnets méltidsmonster, kostvanor och fysisk aktivitet. Till den andra studien
anvéindes ett frageformuldr bestdende av foljande validerade instrument;
Swedish Parenthood Stress Questionnaire (SPSQ), Relationship Questionna-
ire (RQ) och en fraga hamtad fran CFQ (Child Feeding Questionnaire) anga-
ende fordldrarnas upplevelse av den egna viktstatusen. Fordldrarna rapporte-
rade @ven sina barns tv-vanor. Datauppgifter om barnens lingd, vikt och
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BMI inhdmtades fran barnhélsovérdens register, BASTA. Till fokusgrupps-
intervjuerna anvéndes en intervjuguide bestdende av sex nyckelfragor. Sys-
tematisk textkondensering tillimpades som kvalitativ analysmetod. I den
fjarde studien, anvéndes frageformuléret fran studie tva, men tillvigagangs-
sdttet for medgivandet var olika for de tre olika grupperna.

Resultatet frén studierna visade en skillnad mellan fordldrars erfarenhet av
och instéllning till sina barns maltidsmonster, kost- och somnvanor och fy-
siska aktivitet. Fordldrarnas instdllning var att deras barn borde ha en hélso-
sam livsstil, men de erfor att det inte blev sa i det dagliga livet. Fordldrar
med en hogre utbildningsniva rapporterade att deras barn hade en hilso-
sammare livsstil dn fordldrar med ldgre utbildningsnivé. En rad hinder iden-
tifierades av fordldrarna for att kunna uppnd en hilsosam livsstil for deras
barn; brist pa tid, ekonomiska resurser eller en kombination. Det st6d som
fordldrar definierade var mer undervisning i hilsa och idrott riktat till barnen
och mer hilsosam mat i forskolan. I studie tvé identifierades samband mel-
lan foréldrastress och barns BMI, overvikt framf6r allt, men dven undervikt
samt samband mellan moderns otrygga anknytning och suboptimalt BMI hos
barnet. Resultatet fran fokusgruppsstudien visade att fordldrarna ansag att de
sjdlva var huvudansvariga for sina barns livsstil och att de sag sig sjdlva som
forebild och végvisare for sina barn. Foréldrarna var eniga om att barnets
kamrater troligen skulle f& storre betydelse for utvecklingen av livsstilen i
takt med barnets stigande éalder. Forédldrarna beskrev flera utmaningar som
begrinsat eller hindrat dem fran att ge sina barn en hélsosam livsstil, sdsom
barnets egna preferenser, det stora utbudet av ohdlsosamma livsmedel, stress
med en kénsla av ensamhet och brist pd stod samt medias motsdgelsefulla
information om barns kost och fysiska aktivitet. Fordldrarna formulerade
sjidlva behov av stodinsatser pé olika nivaer som skulle underlétta for att
frimja en hélsosam livsstil. Resultatet fran den metodologiska studien visade
att mojligheten till att aktivt tacka nej till deltagande i en postenkétsstudie
genererade hogst svarsfrekvens, minst tidsatgang och bést kostnadseffektivi-
tet, 1 jdimforelse med att aktivt tacka ja till deltagande i studien alternativt att
fa enkéten direkt tillhanda redan i forsta utskicket.

Med Health Belief Model (HBM) som referensram, vilken forsoker forklara
och predicera hdlsobeteenden hos individen, blir det fordldrarna som maste
agera sd att deras barn inte riskerar att bli 6verviktiga eller drabbas av sjuk-
domar kopplade till en ohélsosam livsstil, genom att férdndra beteendet. Om
fordldrarna anser att fordelarna dvervéger alla upplevda hinder dkar sanno-
likheten for att fordldrarna kan frédmja barnens livsstil med forédndrat beteen-
de, hélla tydliga grénser och genomfdra sina ambitioner géllande barnens
kost och fysiska aktivitet. HBM framhaller den enskilde individen, fordldern
1 det hir fallet, som ensam ansvarig for beteendeforandringen. Som barn,
fordlder och familj befinner man sig dock i en kontext med forskola, vinner
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och bekanta, de s& kallade mikrosystemen enligt Bronfenbrenners modell.
Dessutom finns en interaktion mellan dessa mikrosystem som utgdér meso-
system. Samhéllets lokala stodstrukturer till exempel arbetsliv, barnomsorg,
myndigheter, hélso- och sjukvérd, varor och tjénster, kommunikation kallas
exosystemet och har betydelse for den enskilde fordldern och barnet, precis i
likhet med overgripande ideologier, lagar, normer och attityder som finns i
samhillet, det sa kallade makrosystemet enligt den ekologiska modellen. I en
tydlig samverkansorganisation 6kar mojligheterna att gora skillnad och
frimja barns hilsosamma livsstil.

Avhandlingsarbetet har visat pa ett behov av okad forstielse for fordldrars
situation, det foreligger en skillnad mellan foréldrarnas instédllning och vad
man faktiskt klarar av i vardagen géllande sina barns mat- och kostvanor.
Manga fordldrar upplever en stress i sin fordldraroll och 6nskar dérfor olika
forum for att kunna ventilera sina svérigheter och fa stéd, bade i ndtverk med
andra fordldrar och med professionell vigledning. Avhandlingens resultat
visar att fordldrar efterfragar ett kollektivt ansvar i samhaéllet for att kunna
frdimja sina barns kost- och aktivitetsvanor. Fordldrarna efterfragade tydliga
riktlinjer for barnets kost och rorelse pa forskolan, de belyste att variationen
mellan forskolorna var stor, detta trots att Livsmedelsverket faktiskt har tyd-
liga rdd om kost i forskolan. Bade forskolan och barnhélsovarden kan pé oli-
ka sitt bidra till att underléatta for fordldrar att uppnad en hélsosam livsstil.
Forskolan skulle kunna finnas som forum och arena for fordldrar déar dessa
fragor kan diskuteras med stod fran forskolepedagoger. Barnhilsovarden
skulle kunna bistd med expertis, som adjungeras vid vissa fordldragruppstraf-
far péa forskolan, till exempel i samband med fordldramoten. Det méste dess-
utom finnas tid for sjukskoterskan inom barnhélsovarden att ta upp livsstils-
frdgan 1 samband med de hidlsobesok som erbjuds under forskoledldern och
pa sa vis stodja fordldrarna i deras ambition att ge sina barn en sund och hil-
sosam livsstil. Evidensbaserat fordldrastddsprogram har goda forutséttningar
att minska foréldrastress och oka foréldrarnas tilltro till den egna formagan.

Forslag pad framtida forskning &r en langtidsuppfoljning av dem som har
deltagit i studierna om foréldrars erfarenhet av och instéllning till deras barns
maltidsmonster, kost- och somnvanor och fysiska aktivitet respektive studien
om stress i familjen och dess samband med barnets BMI. Att méta fordldrars
self-efficacy och kopplingen till ovanstdende kan ytterligare oka forstielsen
om fordldrars perspektiv pa barns livsstil. Kartliggning av eventuella bio-
markérer for barnets psykosociala stress och kopplingen till viktutvecklingen
behdver dven vidare studeras. Slutligen vore det intressant att f& mojligheten
att pa ett rigor0st sétt i en experimentell studie fa undersoka olika metodolo-
giska strategier for medgivande, utskick, paminnelser och gavor, i syfte att
kostnadseffektivt maximera svarsfrekvensen vid enkétstudier.
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Study I — Enkat
Foraldrars erfarenhet av sitt barns maltidsmonster,

mat- och sovvanor och fysiska aktivitet

Bakgrundsfrigor

Besvara nedanstiende frdgor genom att markera med ett X, det svar som
staimmer bast med Dig/Er och hur det vanligtvis ar for Din 6-aring.

1. Enkéten fylls i av

Mamma Pappa Béde mamma & pappa Annan vardnadshavare
() () () ()
2. Ar Ditt barn
Flicka Pojke

() ()
3. Har Ditt barn rétt till hemspraksundervisning?

Ja Nej

() ()

4 a. Vilken utbildning har mamma?

Grundskola Gymnasium  Universitet/ Hogskola Folkhogskola Annan
() () () ()

4 b. Vilken utbildning har pappa?

Grundskola Gymnasium  Universitet/ Hogskola Folkhogskola Annan

() () () ()

Sa. Vilket yrke har mamma?

5b. Vilket yrke har pappa?

6 a. Mammas alder?

20-30 ar 31-40 ar 41-50 ér 51-60 ar
6 b. Pappas alder?

20-30 ar 31-40 ar 41-50 ar 51-60 ar
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Fragor om Ditt/Ert barns faktiska méltidsmonster och matvanor

Besvara nedanstdende fragor genom att markera med ett X, det svar som
stimmer bast med Dig/Er och hur det vanligtvis ér for Din 6-aring.

7. Hur manga dagar per vecka dter Ditt barn frukost?

Ingen ldag 2dagar 3dagar 4dagar Sdagar 6dagar 7dagar
() ) () () ) () ) )
8. Hur ménga dagar per vecka dter Ditt barn lagad lunch?

Ingen ldag 2dagar 3dagar 4dagar Sdagar 6dagar 7dagar
()y )y ) () ) () ) )
9. Hur ménga dagar per vecka dter Ditt barn mellanmal?

Ingen ldag 2dagar 3dagar 4dagar Sdagar 6dagar 7dagar
() ) () () () () ) )
10. Hur manga dagar per vecka &ter Ditt barn lagad middag?
Ingen ldag 2dagar 3dagar 4dagar Sdagar 6dagar 7dagar
)y )y ) () ) () ) )
11. Hur manga dagar per vecka éter Ditt barn nagot innan sangdags?
Ingen ldag 2dagar 3dagar 4dagar Sdagar 6dagar 7dagar
)y )y ) () ) () ) )
12. Hur ofta &ter Ditt barn frukt?

Aldrig 1 ggr/vecka Flera ggr/vecka Varje dag  Flera ggr/dag
() () () ()

13. Hur ofta éter Ditt barn gronsaker?

Aldrig 1 ggr/vecka Flera ggr/vecka Varje dag  Flera ggr/dag

() () () ()
14. Hur ofta éter ditt barn godis eller chips?

Flera ggr/dag Varje dag Flera ggr/vecka 1-2 ggr/vecka  Aldrig

() () () () ()
15. Hur ofta dricker Ditt barn mj6lk?

Aldrig 1 ggr/vecka Flera ggr/vecka Varje dag  Flera ggr/dag
() () O ) )
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Fragor om Ditt/Ert barns faktiska fysiska aktivitet

Besvara nedanstiende frdgor genom att markera med ett X, det svar som
stimmer bast med Dig / Er och hur det vanligtvis ar for Din 6-aring.

16. Hur manga timmar per dag &dr Ditt barn ar ute och leker pa fritiden?
0-1 tim/dag 1-2 tim/dag 2-3 tim/dag 3-4 tim/dag mer &n 4 tim/dag
() () () () ()

17a. Hur ofta motionerar ni tillsammans i familjen, t ex promenerar, tar en
cykeltur, aker skridskor etc?

Aldrig 1g/varannan manad 1-3g/minad 1lg/vecka  flera ganger/vecka

() () () () ()

17b. Om ni motionerar tillsammans i familjen, ange i sé fall i vilken form:

18. Hur ofta gér Ditt barn pa ndgon organiserad aktivitet,
t ex spelar i fotbollslag?
Aldrig 1g/varannan manad 1-3g/ménad  lg/vecka  flera génger/vecka

() () () () ()

19. Hur manga timmar per dag anvénder Ditt barn framfor TV/ dator under
vardagar?

Mer dn 4 tim/dag 3-4 tim/dag 2-3 tim/dag 1-2 tim/dag 0O-1 tim/dag
() () () () )

20. Hur ménga timmar per dag anvinder Ditt barn framfor TV/ dator under
helgen?

Mer 4n 4 tim/dag 3-4 tim/dag 2-3 tim/dag 1-2 tim/dag 0-1 tim/dag
() () () () Q)
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Fragor om Ditt/Ert barns faktiska sovvanor

Besvara nedanstadende fragor genom att markera med ett X, det svar som
stimmer bast med Dig/Er och hur det vanligtvis &r for Din 6-aring.

21. Nér gar Ditt barn och lagger sig dag fore skoldag?

Kl 21-22 Kl. 20-21 K1.19-20 Kl. 18-19
() () () ()

22 . Nér gar Ditt barn och lagger sig under helgdagar?

Kl 21-22 Kl. 20-21 K1.19-20 Kl 18-19
() () () ()

23. Hur manga timmar per natt sover Ditt barn under veckodagarna?

6-8 tim/natt ~ 8-10 tim/natt 10-12 tim/natt mer dn 12 tim/natt
() () () ()

24. Hur manga timmar per natt sover Ditt barn under helgdagar?

6-8 tim/natt ~ 8-10 tim/natt 10-12 tim/natt mer dn 12 tim/natt
() () () ()

25. I vilken utstrackning har Ditt barn samma rutiner nér det ska ga och lag-
ga sig?

Aldrig  Ibland Oftast Alltid
() ) () Q)
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Fragor om hur Du/Ni skulle vilja att Ditt/Ert barn éter:

Besvara nedanstaende fragor genom att markera med ett X, det svar som
stimmer bast med Dig/ Er och Din/ Er uppfattning.

26. Hur manga dagar per vecka skulle Du vilja att Ditt barn dter frukost?
Ingen 1 dag 2 dagar 3 dagar 4 dagar 5 dagar 6 dagar 7 dagar

() )y ) () ) () () ()

27. Hur ménga dagar per vecka skulle Du vilja att Ditt att barn dter lunch?
Ingen 1 dag 2 dagar 3 dagar 4 dagar 5 dagar 6 dagar 7 dagar

() )y ) () ) () () ()

28. Hur manga dagar per vecka skulle Du vilja att Ditt barn dter mellanmal?
Ingen 1 dag 2 dagar 3 dagar 4 dagar 5 dagar 6 dagar 7 dagar

() )y ) () ) ) () ()

29. Hur manga dagar per vecka skulle Du vilja att Ditt barn dter lagad mid-
dag?

Ingen 1 dag 2 dagar 3 dagar 4 dagar 5 dagar 6 dagar 7 dagar

() ) ) () ) () () ()

30. Hur manga dagar per vecka skulle Du vilja att Ditt barn dter mellanmal
innan sédngdags?

Ingen 1 dag 2 dagar 3 dagar 4 dagar 5 dagar 6 dagar 7 dagar

() )y ) () ) () () ()

31. Hur ofta skulle Du vilja att Ditt barn &ter frukt?

Aldrig 1 ggr/vecka Flera ggr/vecka Varje dag Flera ggr/dag

() () () () )

32. Hur ofta skulle Du vilja att Ditt barn &ter gronsaker?

Aldrig 1 ggr/vecka Flera ggr/vecka Varje dag Flera ggr/dag

() () () () ()

33. Hur ofta tycker Du att det dr lampligt att Ditt barn dter godis eller chips?
Flera ggr/dag Varje dag Flera ggr/vecka 1-2 ggr/vecka Aldrig

() () ) () )
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34. Hur ofta skulle Du vilja att Ditt barn dricker mjolk?
Aldrig 1 ggr/vecka Flera ggr/vecka Varje dag Flera ggr/dag

) () ) () ()

Fragor om hur Du/Ni skulle vilja att Ditt/Ert barn utévar
fysisk aktivitet:

Besvara nedanstdende fragor genom att markera med ett X, det svar som
stimmer bast med Dig/ Er och Din/ Er uppfattning.

35. Hur manga timmar per dag skulle Du vilja att Ditt barn &r ute och leker
pa fritiden?

0-1 tim/dag 1-2 tim/dag 2--3 tim/dag 3-4 tim/dag mer 4n 4 tim/dag
() () () () ()

36. Hur ofta skulle Du vilja att familjen motionerar tillsammans,
t ex promenerar, tar en cykeltur, dker skridskor etc?

Aldrig 1ggr/varannan manad  1-3ggr/ménad lggr/ve flera ggr/vecka
() () () ()

37. Hur ofta skulle Du vilja att Ditt barn gar pa ndgon organiserad aktivitet,
t ex spelar i fotbollslag?

Aldrig 1ggr/varannan manad  1-3ggr/manad 1ggr/ve flera ggr/vecka
() () () ()

38. Hur manga timmar per dag tycker Du det dr lampligt att Ditt barn dgnar
framfor TV/ dator under vardagar?

Mer én 4 tim/dag 3-4 tim/dag 2-3 tim/dag 1-2 tim/dag 0-1 tim/dag
() () () () ()

39. Hur manga timmar per dag tycker Du det dr lampligt att Ditt barn dgnar-
framfor TV/ dator under helgen?

Mer dn 4 tim/dag 3-4 tim/dag  2-3 tim/dag 1-2 tim/dag 0-1 tim/dag
() () () () ()
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Fragor om hur Du/Ni skulle vilja att Ditt/Ert barn sover:

Besvara nedanstiende frégor genom att markera med ett X, det svar som
stimmer bast med Dig/ Er och Din/ Er uppfattning.

40. Nér tycker Du det ar lampligt att Ditt barn gér och ldgger sig dag fore
skoldag?

K1.21-22  KI.20-21 K1.19-20 KI. 18-19
() () () ()

41. Nér tycker Du det ar 1ampligt att Ditt barn gér och ldgger sig under helg-
dagar?

KIL.21-22  KI.20-21 K1.19-20 KI. 18-19
() () () ()

42. Hur manga timmar per natt tycker Du att Ditt barn bor sova under veck-
odagarna?

6-8 tim/natt  8-10 tim/natt 10-12 tim/natt mer dn 12 tim/natt
() () () ()

43. Hur ménga timmar per natt tycker Du att Ditt barn bor sova under helg-
natt?

6-8 tim/natt  8-10 tim/natt 10-12 tim/natt mer dn 12 tim/natt
() () () ()

44. Tycker Du det viktigt for Ditt barn att ha samma rutiner nér det ska gé
och lagga sig?

Aldrig Ibland Oftast Alltid
() () () ()
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Fragor om onskemal om stod och eventuella hinder

Besvara nedanstaende fragor genom att markera med ett X, det svar som
stimmer bast med Dig / Er och hur det vanligtvis dr for Din 6-aring. Ldmna
gérna egna synpunkter pa de tomma raderna.

45. Tycker Du att Ditt barn dter néringsriktiga maltider?
Ja Nej

() ()

46. Tycker Du att Ditt barn far tillrdckligt med fysisk aktivitet?
Ja Nej

() ()

47. Tycker Du att Ditt barn far tillrdckligt med somn?
Ja Nej

() ()

48. Vilka hinder ser Du for att kunna ge Ditt barn regelbundna maltider,
goda mat- och sovvanor och fysisk aktivitet?

49. Vilket stod skulle Du vilja ha for att kunna ge Ditt barn regelbundna
maltider, goda mat- och sovvanor och fysisk aktivitet?
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Study II- Enkat
Studie rorande barns och forédldrars matvanor

Kod nr
Frageformulédret fylls i av

U Mamma 4 Pappa

Besvara nedanstiende fragor genom att markera med ett X, det svar
som stimmer bast.

1. Har Er 3-éring syskon?
U Ja O Negj

Om ja, i sa fall hur manga dldre respektive yngre

2.Ange Er 3-arings fodelseland?

U Sverige U Annat

3. Ar Er 3-aring adopterad?
a Ja U Nej

4. Har Er 3-aring ndgon kronisk sjukdom/funktionsnedséttning?
a Ja O Negj

Omjaange vilken..............ooooiiiiiiii i,

5. Har Ni barnomsorg (férskola/dagmamma) for Er 3-aring?

U Ja O Negj

6. Vilken vardnad har Ni om Er 3-&ring?
U Gemensam U Enskild
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Fragor till mamma
7. Ange mammas fodelseland?

U Sverige U Annat

8. Mammas utbildning?
U Grundskola

U Gymnasium

U Universitet/Hogskola
U Folkhogskola

U Annan

9. Mammas arbetsform for nirvarande
U Forvdrvsarbetande

U Studerande

U Foréldraledig

U Arbetslos

U Sjukskriven

10. Mammas élder
U 20-30 ar

U 31-40 ar

U 41-50 ar

U 51-60 ar

U dldre dn 61 ar




Fragor till pappa

11. Pappas fodelseland?
U Sverige U Annat

12. Pappas utbildning?
U Grundskola

U Gymnasium
U Universitet/Hogskola

U Folkhogskola

13..Pappas arbetsform for ndrvarande
U Forvérvsarbetande

U Studerande

U Foréldraledig

U Arbetslos

U Sjukskriven

14. Pappas alder
U 20-30 ar
U 31-40 ar
U 41-50 ar
U 51-60 ar
U dldre dn 61 ar
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Hur det ar att vara foralder

Hér foljer nagra pastaenden som handlar om hur man som smabarnsforalder

kan uppleva sin situation.

Vissa pastdenden later kanske lika, men det dr 4nda viktigt att du svarar pa

alla. Fundera inte for lange pa varje péstaende, ofta dr det forsta intrycket det

basta.

1.Att vara foralder ar svarare an vad
jag trodde.

2. Sen vi fick barn har vi inte langre
lika mycket tid for varandra.

3. Det ar oftast barnens behov som
styr mitt liv.

4. Pa grund av ett férandrat sémn-
monster kanner jag mig ofta trétt och
ur form.

5. Sen jag blev foéralder har jag kant
mig mer ledsen och nere an vad jag
hade férvantat mig.

6. Tack vare barnen har jag fatt en
hel del nya kontakter.

7. Néar det inte fungerar med barnen
kanns det som att jag inte kan goéra
nagonting ratt.

8. Sen vi fick barn har vi borjat um-
gas med manga andra smabarnsfor-
aldrar.

9. Jag har ofta en kansla av att
andra personer i min alder inte ar
speciellt fortjusta i mitt sallskap.

Stammer

Stammer

Stammer

Stammer

Stammer

Stammer

Stammer

Stammer

Stammer

inte
alls

inte
alls

inte
alls

inte
alls

inte
alls

inte
alls

inte
alls

inte
alls

inte
alls
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10. Sen jag fick barn har jag drab-
bats av manga olika infektioner.

11. Nar jag hamnar i en problemsi-
tuation som géller barnen, har jag
manga som jag kan vanda mig till for
att fa hjalp och rad.

12.Sen jag fick barn har jag nastan
ingen tid fér mig sjalv.

13. Jag behdver hjalp for att klara av
mitt féraldraskap.

14. Efter att ha blivit foralder far jag
mindre hjalp och stdéd av min
make/sambo an vad jag hade vantat
mig.

15. Att fa barn har gjort att jag och
min make/sambo har kommit var-
andra narmare.

16. Jag kanner mig for det mesta
frisk och i fysiskt fin form.

17. Nastan all min tid gar numera at
till barnen.

18. Jag trivs med att vara foralder.

19. Att fa barn har orsakat en hel del
problem i relationen mellan mig och
min make/sambo.

20. Det ar svarare att uppfostra barn
an vad jag hade trott.
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21. Nér jag ar bortbjuden férvantar
jag mig vanligen inte att ha roligt.

22. Jag kanner mig som en duglig
och bra féralder.

23. Jag har ofta skuldkanslor for hur
jag kénner for barnen.

24. Under det senaste halvaret har
jag kant mig mycket tréttare én van-

ligt.

25. Efter att ha fatt barn kan jag
nastan aldrig langre gora de saker
som jag sjalv tycker om.

26. Efter att ha fatt barn tillbringar vi
mycket mindre tid tillsammans som
familj, &n vad jag hade vantat mig.

27. Att vara foralder ar lattare an vad
jag trodde.

28. Nu for tiden har jag en positiv
syn pa livet.

29. Jag kénner mig ensam och utan
vanner.

30. Jag ger upp mer an vad jag
tidigare hade trott var ndédvandigt av
mitt eget liv, for att kunna méta bar-
nens behov.

31. Jag och min make/sambo férso-
ker att ocksa fa tid éver for varandra.

32. Jag kanner ofta att jag inte kan
klara av saker och ting sa bra.

Stammer

Stammer

Stammer

Stammer

Stammer

Stammer

Stammer

Stammer

Stammer

Stammer

Stammer

Stammer
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alls
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Sétt kryss for det alternativ som stdmmer fér dig.

2 3. 4.

33. Jag tycker att jag

1. ar en mycket bra foralder,

2. aren bra foralder,

3. ar en medelbra férélder,

4. har vissa problem med att vara foralder,

5. inte ar en speciellt bra foralder.

2. 3 4.

34. Efter att ha fatt barn har jag

1. varit sjuk mycket oftare an tidigare,

2. varit sjuk nagot oftare an tidigare,

3. varit sjuk i ungefar samma utstrackning som tidigare,

4. varit friskare an tidigare,

5. varit mycket friskare an tidigare.
35. Hur manga timmar per dag tittar Ditt barn pa TV under vardagar i
genomsnitt?
Mer édn 4 tim/dag ~ 3-4 tim/dag 2-3 tim/dag 1-2 tim/dag 0-1
tim/dag

d d d a a
36. Hur manga timmar per dag tittar Ditt barn pa TV under helgen i
genomsnitt?
Mer 4n 4 tim/dag  3-4 tim/dag 2-3 tim/dag 1-2 tim/dag 0-1tim/dag
(| a (W a (|
Markera med ett X for det alternativ som stiimmer bist for Dig.
Markant Underviktig | Normal Overviktig | Markant
underviktig overviktig

Fraga om Din upplevda vikt

37. Hur upplever Du Din vikt
for ndrvarande?
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38. Fragor om relationen till andra manniskor

Nedan beskrivs fyra olika sitt att uppleva relationer till andra ménniskor. Sétt ett kryss for hur
vil Du anser att varje sitt passar in just pa Dig, ndr Du tdnker pa hur Du fungerar i relationer
med andra.

Staimmer | Stimmer | Stimmer | Stimmer | Stimmer
inte alls | ganska ibland ganska mycket
daligt bra bra

A. Jag ar tillfreds utan att ha ndra kénslomaéssiga relationer. Det dr vdldigt viktigt for mig att
kdnna mig oberoende och att klara mig pa egen hand. Jag foredrar att inte vara beroende av
andra, eller att andra dr beroende av mig.

Stdmmer inte mkt
alls bra

B. Det ér latt for mig att komma kénslomaéssigt nira andra ménniskor, Jag ar tillfreds med att
vara beroende av andra och med att veta att andra &r beroende av mig. Jag dr inte orolig for att
vara ensam eller for att andra inte skall acceptera mig.

Stdmmer inte mkt
alls bra

C. Jag vill vara kdnsloméssigt helt ndra andra, men ofta tycker jag att andra dr ovilliga att
komma mig sa néra som jag skulle 6nska. Jag kinner mig illa till mods utan néra relationer,
men ibland oroar jag mig for att andra inte uppskattar mig lika mycket som jag uppskattar
dem.

Stdmmer inte mkt
alls bra

D. Jag tycker det &r obehagligt att komma néra andra. Jag vill ha ndra, kinsloméssiga relatio-
ner, men jag tycker det dr svart att lita helt pa andra, eller vara beroende av dem. Jag ar radd
att bli sarad om jag tilldter mig sjélv att komma for ndra andra ménniskor.

Stammer inte mkt
alls bra

Om Du skulle vilja en av beskrivningarna ovan som mest typiskt for hur Du ér tillsammans
med andra ménniskor, vilken skulle det bli. Sdtt en ring runt den bokstav som passar bést.
A B C D

Relationship Questionnaire, Bartholomew & Horowitz,1991
Svensk éverséttning; Anders Broberg, Psykologiska institutionen, Géteborg, 1991
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Study I1I
Intervjuguide

Fokus
Foréldrastod for framjande av barns livsstil

Oppningsfraga

1. Borja girna med att berdtta hur manga barn ni har och hur gamla de ér.

Introduktion

2. Vad ingér i begreppet livsstil for dig?

3. I vilken utstrackning tror du att man som forélder kan péverka sitt barns
livsstil?

Nyckelfragor

4. Vilken sorts stod har du som fordlder till ett forskolebarn fatt nir det géller
ditt barns kost?

5. Vilket stdd har underléttat for dig som fordlder att kunna erbjuda ditt barn
en bra kost?

6. Vilken sorts stdd har du som forélder till ett forskolebarn fatt nér det géller
ditt barns rorelse?

7. Vilket stdd har underléttat for dig som forédlder att kunna erbjuda ditt barn
rorelse?

8. Vad skulle du som fordlder vilja ha for sorts stod nér det géiller barns kost
och rorelse?

9. Finns det ndgot som ansvariga for barnens hélsa i samhiéllet borde tinka
pa nér det giller barnens livsstil?

Avslutningsfraga

Vad ir det viktigaste som har framkommit idag angéende 0nskat fordldra-
stod for frimjande av barns livsstil?
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Bakgrundsformulér for Study I1T

Besvara frdagorna genom att markera med ett X i avsedd ruta eller beskriv
med siffiror/ord pd linjen

FRAGOR OM BARNET

Hur gamla &r dina barn? ar

Vilket ar ditt barns kén? Q
Pojke O Flicka

Har ditt barn syskon?

U Ja U Nej
Om ja, i sa fall hur manga aldre 4
respektive yngre U

Ange ditt barns fodelseland
U Sverige U Annat Om annat, ange vilket land

Har ditt barn ndgon kronisk sjukdom eller funktionsnedséttning?

a Ja U Nej Om ja, ange vilken

Vilken vardnad har du om barnet?

U Gemensam Q Enskild

FRAGOR OM FORALDERN

Ange ditt fodelseland
U Sverige U Annat Om annat, ange vilket land

Vilken ér din ldngsta avslutade utbildning?

U Grundskola
U Gymnasium/yrkesskola

U Folkhogskola (< 3ar)
U Universitet/Hogskola (3 ar eller mer)

Vad har du for sysselsattningsform just nu?
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U Forvarvsarbetar heltid
U Forvirvsarbetar deltid
U Studerar

U Fordldraledig

U Arbetssokande

U Sjukskriven

Din alder

W 20-30 ar

0 31-40 ar

1 41-50 ar

U 51-60 ar

O 4dldre 4n 61 ar

Ditt civilstatus

Q Gift
O Sammanboende
U Ensamstaende

U Franskild
Q ”Séirbo”
O Anka/énkling
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