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Abstract

Background: Parents are important role models in influencing their children’s Nutritional needs, establishing healthy eating patterns in early childhood helps children achieve mentally and physically. Parents have a great impact on the family’s environment where mealtimes take place and the types of foods their children eat. Healthy, positive food experiences early on in life can have encouraging eating habits for their foreseeable future (Suresh 2019). Although many families in last decade are becoming increasingly overweight and obese (Han et al. 2010). Individuals being diagnosed with type 2 diabetes, cardiovascular disease, and several types of cancers is now at its highest rate (Finkelstein et al. 2005).
Objectives: The objective of the study was to research if becoming a parent affects their diet and if this can impact on their children and to determine if mothers’ employments status had any effect on the issue.
[bookmark: _Hlk39517186]Design: A quantitative method was used for the research using Lifestyle Choice Questionnaires to investigate their food intake, food planning and the different effects of family mealtimes.  
Participants: A sample of mothers (n=14) age 18-42 years completed an Lifestyle Choice Questionnaire. The mothers in the study were required to have one child between the ages of 0-5 years and were categorised into different groups Fulltime Part-time and unemployed.
Results: Mothers with higher education were more likely to understand how to read nutritional labels and feed their children healthy meals. Among the sample of mothers, those who did feed their babies readymade food jars frequently found their babies did eat a substantial amount of fruit and vegetables later in life. Equally mothers who were employed and unemployed both cooked home cooked family meals. Though mothers who worked part time were more inclined to cook more of these meals. Overall children’s mothers and children’s consumption of healthy foods were no different if mothers chose to be more cautious of healthy intakes early in the child’s life.
Implications: Financial income and relationship status appeared to affect some of the families eating habits in the study. There was a weak positive correlation between their relationship status and whether they found fresh food expensive but there was no significant difference (r=0.343, p=0.230) government bodies and health professionals should support these families to promote healthy eating options being cost affective.

Key words: Mothers, Children, Breastfeeding, Employment, Eating habits, lifestyle habits, Family meals, Processed foods.
































Chapter 1: Introduction

As a parent you play an important role in influencing your children’s food consumption. Parents and have a great impact on the family’s environment where mealtimes take place and the types of foods you and your children eat. Healthy, positive food experiences early on in life can have encouraging eating habits later in life (Suresh 2019). However, for the past several decades many families around are becoming increasingly obese (Han et al. 2010). Individuals being with type 2 diabetes, cardiovascular disease, and several types of cancers is at its highest rate (Finkelstein et al. 2005). Children in these families are becoming a popular topic from a health concern for being a problematic issue for the coming future (Harden and Dickson 2014).
Childhood obesity can be prevented throughout the time of infancy this is by the parent’s knowledge and understanding of healthy nutrition, including their feeding practices, acknowledging infant’s behaviour and the observation to the infant’s growth (Redsell et al. 2010). In the early years of life, the postnatal suckling period, and the change to an adult’s diet, may provide opportunities for positive outcomes for the infant’s future, if parent makes healthy choices (Anzman et al. 2010). However, research can show decisions for new mothers to decide to exclusively breastfeed their baby can have negative effects on themselves and their family relationships too. Women are encouraged to be good role models to their children but also to be a good spouse to their partner, though this can all be proven difficult with a baby to care for 24 hours a day as well as being physically and mentally exhausted (Coveney 2002).
Many lifestyle changes happen through the postpartum period of a women’s life, this consists of both positive and negative effects to baby and mother. Many mothers find the responsibility and the demanding care for the baby challenging, which leads them adopting unhealthy food intakes, these habits can be linked to obesity and other health related risks (Faria-Schützer et al. 2018). Nevertheless, a study found mothers with babies or preschool children had made healthier lifestyle choices then women who had no children, as they found they had more structure helping them to establish better eating patterns in their daily routine (Roos et al. 1998). 
Previous research suggests children who eat at regular times with their parents had positive health benefits long term (Nelson and Goff 2018), these include a healthier diet consumption, healthier weight gain and less risk of mental health issues (Trofholz et al. 2018). It can also be suggested babies who are frequently introduced to a variation of solid foods during the weaning period result in better acceptance of fruits and vegetables in later life (Anzman et al. 2010). Family life has so much importance for the development on eating habits and the parents are the role models for children to choose healthy eating alternatives, by influencing children to make these healthy choices provides long term positive effects for their future (Scaglioni et al. 2008). Research has found when children grow up, they may start to become picky/fussy eaters, a reluctance to try different types of food is described as “Neophobia” most infants around the weaning stage have minimal neophobia issues so are more willing to try new foods (Fernandez et al. 2018). However, many parents felt as their children grew up, they become more reluctant to eat of certain foods, these parents found it more of an inconvenience as well as costly to explore different alternative meals they may enjoy (Harden and Dickson 2014). Another common problem with parents is they may encourage their children by rewarding them with unhealthy snacks beverages, but rewarding does not allow children to develop intrinsic motivation for healthy eating (Parental Influence on Children's Eating Habits: (EUFIC). 2019), instead parents will benefit more from introducing a variety of different foods repeatedly from a young age this can encourage better eating habits for their future (Anzman et al. 2010).
[bookmark: _Hlk22635573]Social environments can contribute to children’s modelling and attitude on foods, the availability of inexpensive palatable foods high in sugar, salt, and fat, discourage children to make healthy choices (Anzman et al. 2010). There has been an increase in advertising unhealthy foods for families and children living in deprived areas as these areas are usually faced with a vast amount of fast food outlets (DuBreck et al. 2018). Low income and less educated families tend to have higher rates of obesity, this can be due to high energy dense foods, high palatability of sweets and fats and limited quantity of fruit and vegetables, however previous research has found hunger issues can be just as problematic in deprived areas too (Cummins and Macintyre 2005).




                                           Chapter 2: Literature Review
A healthy diet is important for our health and can support against certain diseases, it is recommended to provide us with the right amount of energy, the correct intake of healthy calories must be consumed (BNF 2019). The recommendations for a female’s calorie intake are 2000kcal and for males 2500kcal (Public Health England, 2019). Both adults and children diets should consist of high nutrient density foods but moderate energy density, including a variety of foods that are not high in sugar or energy, such as fruit and vegetables (Anzman et al. 2010).
[bookmark: _Hlk38993498]Obesity among children and adults has increased significantly throughout the years within the United Kingdom as well as globally (Goisis et al. 2015). Despite it being well known a healthy lifestyle encourages positive effects, the number of people regardless of sex, age or financial status people are becoming more overweight and obese which is becoming a public health issue (World Health Organization 2020). Children who become overweight or obese at a young age are more inclined to stay overweight throughout their adult lives (Kelsey et al. 2014). Research has also identified that obese children and adults are more at risk of low financial status and social development (Reilly 2003). To help reduce the effect of the obesity crisis intervention needs to start from birth (Goisis et al 2015). 

Energy imbalance occurs when energy from foods goes beyond the energy used, leading to excess weight, a healthy BMI is under >25 whereas an obese BMI of >30 (World Health Organization 2020). 

From relevant research many adults and children’s food consumption are exceeding recommended intakes from high density foods (Public Health England, 2020). These types of foods are recognised as empty calories as they lack vital nutrients and can cause excessive weight gain (Caballero 2007). Furthermore, an increase of energy intake has a risk of health issues such as heart disease, high blood pressure, type 2 diabetes, stroke and having an impact on a person’s mental well-being (World Health Organization, 2020). Consequently, these foods should be lowered and eaten in small quantities to reduce any negative health risks. A portion of fruit and vegetables should be consumed at least 5 times a day for both adults and children to maintain health, having said this many children and adults are not consuming these governments recommendations in the UK alone (Public Health England, 2017).
A growing number of studies can suggest a pregnant woman’s diet can affect flavour experiences of the foetus, which can later affect baby accepting certain foods (Anzman et al. 2010). The amniotic fluid surrounds the growing foetus has sensory exposure thus meaning the flavours in the mother’s diet appear in the amniotic fluid (Savage et al. 2007). Another study found women who became pregnant found this was a crucial part of their life and change in healthier eating habits (Olson 2005). Furthermore, it can be identified women who were already obese before pregnant were more than likely to struggle to lose this weight or gain weight after birth (Faria-Schützer et al. 2018).  

[bookmark: _Hlk33969996]Post-delivery mothers face crucial challenging changes to look after herself and her new-born by adapting to demanding routines, mothers are at high risk of developing physical and psychological issues (Woolhouse et al. 2014). In this period a mother can feel a number of emotions which include bonding, excitement, relieved, scared of not being able to breastfeed, concerned about baby’s health as well as the fear of not being able to be a good mother, weight gain and nutrition are also common issues after birth (Faria-Schützer et al. 2018).  

Public health policies in most countries recommend exclusively breastfeeding baby for optimal health (Word Health Organisation 2020). Breastfeeding provides babies the appropriate nutrients they need for health and growth, with the correct information from family and professional external agencies most mothers can breastfeed their baby (Breastfeeding in the UK - Baby Friendly Initiative. 2020). Breastmilk it provides all the energy and nutrients a baby needs for the first 6 months of their life, while providing up to half or more of a child’s nutritional needs for the following 6 months and contributes to a third in their second year, for that it is recommended a mother should breastfeed exclusively for the first six months and then continued breastfeeding with the introduction of solid foods until 2 years where they will be eating he families diet (Breastfeeding and the Use of Human Milk. 2012). 

Breast milk contains long chain polyunsaturated fatty acids that contribute sensory and cognitive development (Colen and Ramey 2014). It promotes glucose metabolism, gut, and immune functioning (Anzman et at. 2010) It also supports to reduces the risk of infectious and chronic diseases, helps against atopy and asthma (Krawinkel 2011), furthermore it lowers the rate of baby morbidity and helps protect babies to recover from common illnesses such as diarrhoea or pneumonia. Breastfeeding also benefits a mother’s health by reducing the risk of several cancers and health problems, it can promote bonding with the baby and is beneficial for the environment (WHO | Breastfeeding. 2020).

Evidence has shown mothers who choose to formula feed with a higher protein content can be responsible for increased weight gain in baby (Koletzko et al. 2009). Furthermore, it can be found formula fed babies are at risk of asthma, atopic diseases, type 1 diabetes, and childhood leukaemia (Fahlquist 2014). A study found mothers who do choose to breastfeed are more mindful of theirs and baby’s overall health (Savage et al. 2007).  Another study has found mothers who chose to formula feed baby, introduce solid foods before the recommended time frame and consumed less fruit and vegetables linking to overweight and obesity babies (Redsell et al. 2010). It can be known babies who are breastfed can self-control their intake by regulating the milk consumed, while formula feeding, baby is able to get milk with minimal effort leading to baby being more content and can result in baby being easily overfed (Savage et al. 2007). 

A high number of mothers do not exclusively breastfeed their baby for the recommended time frame and stop completely before the 6-month period (Krawinkel 2011). This is a concern despite the amount of information health professionals advise the positive effects. Furthermore, a study found Mothers who had parents with higher educational achievement, an above average income and lived in better areas were more inclined to breastfeeding the recommended time frame (Colen and Ramey 2014). However, one of the main barrier’s for a mother to breastfeed in the UK is social embarrassment linking it to being to sexual or the baby always feeling hungry leading to the mother feeling of fatigue (Groleau et al. 2013). Mothers also face limited maternity leave leading them to go back to work resulting in them having to give up breastfeeding their baby (Guendelman et al. 2009). 

[bookmark: _Hlk39405730]Parents play a vital role encouraging healthy eating habits for their children, these learning experiences can determine their weight status and eating habits later in the adult life (Savage et al. 2007). Young children transitioning to solids are reliant on their parents to provide a healthy balanced diet to encourage health and growth (Anzman et al. 2010). These important years are were children’s eating behaviours can be learnt by their social surroundings (Lovelace and Rabiee-Khan 2013). Though many parents are now choosing to use readymade jars or squeeze pouches for convenience, less mess, and allowing children to feed themselves freely. Feeding babies with food jars or pouches can reduce future acceptance of different healthy foods as they get older leading to negative health risks (Beauregard et al. 2019). It can be identified if a baby has repeated exposure to different textures and flavours early on in life it will increase their acceptance of many foods when growing up (Kannan 2011). It can also be known young children will accept new foods after ten to sixteen times of repeated practice (Johnson et al. 2011). 

For adequate growth and health children’s diets should consist of high nutrient density foods and a low intake of low energy density foods. Young children initially reject the taste of certain fruits and vegetables, but early repeated exposer can rule out the condition neophobia and increase positive diets later in life, neophobia is when a child rejects unfamiliar foods (Fernandez et al. 2018). Many parents do not know of this repeated procedure and tend to not continue with new food groups the child likes just in case the child refuses to eat (Anzman et al. 2010.)  A study found children are naturally inclined to prefer more sweet and salted foods making the healthy option more of a challenge (Mennella 2014). For this reason, many parents can feel overwhelmed and stressed when children reject healthy meals, leading to mental and physical strain (Adamson and Morawska 2017). Parents are more inclined to opt for a diet which is low density energy as these foods usually have minimal preparation and can be easily self-fed (Brunner et al. 2010). Children who eat a low density diet are more at risk of being obese for the rest of their lives and have a lower life expectancy which may result in living shorter lives than their parents, therefore intervening early with practical strategies need to be in place to reduce the risk of effecting the population (Economos et al. 2012). 

[bookmark: _Hlk33731161][bookmark: _Hlk33776718]Breakfast can be frequently associated as being the most important meal of the day (Affenito 2007). Breakfast should make up your daily intake of 20-25% of your diet, which should include one of the five main healthy food groups, starchy foods, fruit, and vegetables, protein, and dairy (Gaal et al. 2018). When children are sleeping between 10-12 hours their body is essentially fasting, throughout this time the body produces low blood glucose levels, (Indianpediatrics.net, 2020). These sugar levels need replacing to gain efficient energy for the start of the day (Gaal et al. 2018). Regular breakfast consumption has shown to lower plasma cholesterol, reduces the risk of eating disorders and cardiovascular disease (ALBashtawy, 2017). Eating a healthy breakfast can reduce the risk of obesity and are proven to be essential benefits to eating behaviours and reduce the risk of learning difficulties (Parikka et al. 2018).
[bookmark: _Hlk33777651]It can be said children who consume breakfast on a regular basis can help support them learn effectively and it provides significant energy to the brain to help them function appropriately (Indian Pediatrics - Editorial. 2020). One study found reasons why children choose to not eat breakfast was that there was no family help to prepare it, there was no time in the mornings, they were not hungry or there was no breakfast available (ALBashtawy, 2017). However, another study found children who skipped breakfast was associated with single parents, especially single fathers (Parikka et al. 2018). Interestingly a study found children who consumed breakfast were children from parents who thought it was a very important mea and consumed it themselves (Eilat-Adar et. 2010). Having said these children who eat breakfast have a higher metabolism leading to less likely to snack on sugary foods and helps them gain concentration. Breakfast consumption within children is known to help maintain a healthy weight for their future (Edelstein, 2009). Children’s daily intake of breakfast can help with their physical activities as well as their mental wellbeing (ALBashtawy, 2017). 
Numerous schools in the UK provide a breakfast club which supports children to consume an appropriate breakfast, however lack of supervision can result into poor quantity sizes leading to weight gain. Having said this, children who do not consume breakfast reduce their intake of essential vitamins (Edelstein, 2009). Younger children achieve half their weight and bone development throughout these important years implying breakfast consumption contributes widely for this (ALBashtawy, 2017). Breakfast eating has been associated with performing well with academic work within children (Sampasa-Kanyinga and Hamilton 2017). However, many children are skipping breakfast which leads them feeling fatigue and irritable effecting academic and learning achievements and poor school attendance (ALBashtawy, 2017). 
[bookmark: _Hlk33639814][bookmark: _Hlk38995148]Parents encourage their own beliefs and practices of eating habits within the food they make available within the home, by family mealtimes, as well as the environment and structure they are living in (MacFarlane et al. 2010). Having a family meal together is linked with positive family interactions, though these days families struggle to find the time in their busy work schedules to sit down and have a family meal together (Cason 2006). Interestingly time management has been the same for many decades it is just now the perception of no time seems to increase as work and technology are now entering the family’s household (Jones 2018). More commonly family meals are mostly linked to two parent families (Parikka et al. 2018). Families who encourage mealtimes together result in children having better grades in school, better mental well-being, less behavioural problems and less likely to use alcohol and drugs (Jones 2018).
[bookmark: _Hlk33642083]A family meal only lasts on average 20 minutes but can have amazing benefits for the whole family (Jones 2018). Family meals have a crucial impact on the diet a child consumes, it encourages higher intakes of fruit and vegetables, dairy, less processed meals and can help language and literacy skills (Videon and Manning 2003). Furthermore, it encourages healthy routines within the family, which is linked to be beneficial for mental well-being and physical health (Jones 2018).
[bookmark: _Hlk33556857]Characteristics in the family household that can affect children’s food intake is described as the family food environment (Hendrie et al. 2013). Family food environment can be defined by the influencing and shaping children’s eating habits these include socio-demographic factors, parental activity, parental eating styles and child feeding styles (Scaglioni et al. 2008). A study found parents enjoyed having family meals in the home as they felt connected with their children (Cason 2006). Having said this more and more families are now choosing to eat more meals made outside of the home (Robson et al. 2016). This can be because of busy work schedules and poor time management which can result in parents choosing picking up quick convenient foods (Jones 2018). This factor is concerning due to these foods usually being high in saturated fat, sodium, cholesterol and lower in calcium and dietary fibre (Robson et al. 2016). Parents reasons for eating out were they don’t have prepare and clean up after a meal, the stressful responsibility of knowing what to feed all family members and each family member is able to eat what they like, eating out seems more cost effective and a variety of restaurants advertise kids can eat free making it look appealing to families (Robenson et al. 2016). Though a study found low income parents choose to only eat their meals at home as it is a means to save money (Bowen et al., 2014). Interestingly another study found eating out could save them money due to the number of ingredients it can take to make specific meals and them needing to be used by a certain time before they went off (Robenson et al. 2016).
A highly recognised distraction for many families today is the use of modern technology from TV, consoles, tablets, and mobile phones (Jones 2018). Screen time during mealtimes have been linked to negative dietary health effects as well as negative associations with the overall environment (Trofholz et al. 2017). It can be found that children who eat their food in front of a TV are more likely to consume a higher intake of  sugary drinks, a higher percentage energy intake from carbohydrate foods, fats, and increased intake from snacks (Liang et al. 2009). Having said this a study found that parents were more likely to use their mobile phone during mealtimes instead of their children, children where more inclined to watch the TV. Furthermore, it has also been found having the TV on can lead to more family interaction but could also lead to families wanting to eat in separate rooms to watch TV programmes they enjoy (Jones 2018).
[bookmark: _Hlk34333156]Children selective eating can be described as either picky eaters who reject both novel and familiar foods while neophobia reject unfamiliar foods (Fernandez et al. 2018). Neophobia usually starts around the age of two years when the child is transitioning to an adult diet and it can be described as a fear of new foods, most foods which are negatively rejected are fruit, vegetables and meat (Scaglioni et al. 2008). Parents can effectively encourage young children to try different foods by being enthusiastic and consume the foods together (Anzman et al. 2010). Parents who expose their children to different foods over time and eat often will be more accepted, this is how particular preferences are the norm in different cultures (Scaglioni et al. 2008). Force feeding and threatening along with coaxing and providing snacks between meals can all be associated with selective eating issues (Sanders et al. 1997). A study identified parents who had children who were selective eaters found themselves less capable in managing the children’s negative behaviours (Adamson and Morawska 2017).
Both parents have an exceptional role in being able to encourage healthy eating behaviours for their children (Economos et al. 2012). As it remains in most western societies mothers are still considered responsible in monitoring their child’s health and weight and liable for cooking and feeding the family as well as arranging the families routine, structure and all childcare duties (Harden and Dickson 2014). Interestingly father’s involvement in helping to parent can benefit the whole family and provide positive healthy outcomes (Sarkadi et al. 2008). Over the past 2 decades more and more mothers within the United Kingdom are now in employment (Office for National statistics 2020). These days family households usually consist of two parents working, this increases the pressure on the mother to continue with her family duties cooking, cleaning and children’s activities but also to provide an income, leading to a struggle for a healthy lifestyle balance (Pelletier and Laska 2012). Having said this a study found mothers that were in employment tend to devote less time to cooking responsibilities then non-working mothers (Savage et al. 2007).
[bookmark: _Hlk33640655]Parents of children who monitoring their children’s food consumption have been linked to healthier food consumptions (Jarman et al. 2015). Parents are responsible to model healthy food and lifestyle behaviours in children (Hendrie et al. 2013). Though parents who choose to put pressure on their children to eat certain foods have been shown to have negative outcomes for consuming a healthy diet including parents who choose to reward their children with unhealthy foods (Jarman et al. 2015), these practices has short and long term effects but can increase weight gain (Scaglioni et al.2008). Furthermore, parents who restrict access to unhealthy foods can be found to negatively affect children’s food preference (Savage et al. 2007), these experience can encourage children to have a greater preference as children want to eat more of the restricted food when limited (Jarman et al.2015). However, it can be found parents who are concerned on their children’s weight are more inclined to use restrictive feeding practices to keep checks on their health (MacFarlane et al. 2010).
A parent’s nutritional knowledge and positive food environment has been known to increase healthier diets and lower body weight (Hendrie et al. 2013). Higher educated mothers may search for information on health and nutrition and be more health conscious then most average mothers (Johnson et al. 2011). However, a study found mothers who are responsible at preparing healthy meals consider the children’s and fathers food preference before their own which may not necessarily be at great nutrition value (Faria-Schutzer et al. 2018). Another study found mothers with an education living in deprived areas in wales were aware food can affect children’s health but felt that personal choice and pleasure were more important than the health benefits, these findings clearly show that nutrition choices are complex and knowledge is not always the issue (Lovelace and Rabiee-Khan 2013).
Children who are living in less advantaged environments are at greater risk of obesity (Economos et al. 2012). Children’s food consumption from these deprived areas are seen to have a higher unhealthy food intake (Jarman et al. 2015). Parents with low financial income especially those who are single describe buying fruit and vegetables are more expensive then highly processed foods leading them to be less likely to eat the recommended daily intake for health (Blitstein et al. 2012). Having said this low- income parents have less food choices then from higher income families, this is because of the lack of information and funds to make healthy choices (Voola et al. 2018). Families in developing countries living in poverty are less likely to have access to quality, affordable, nutritious foods increasing the risk of malnutrition and numerous diseases including those who are married or cohabitating (Jha and Gaiha 2016). Low deprived families and single parents are forced to make unhealthy food choices to ensure that their children do not go without eating (Voola et al. 2018). Furthermore, a study found single mothers living in poverty have less capacity for nutritious food (Rao et al., 2017). 
From previous research limited studies within the UK which have researched on how being a parent affects their diet and how it can impact on the family. As a result, there is a gap for this study to take place. For this reason, the current study was created using a qualitative questionnaire to examine a parent and their children's food consumption along including a parent’s nutritional knowledge. Therefore, the current study established to main aims 1) To research into whether a Mothers diet may change after having a baby; 2) to establish if a parent's nutritional knowledge and parenting skills can affect a child’s decision making. 
                                                        

                                                            
                                                     

 

                                                     





                                                 





                                                  Chapter 3: Methodology 
3.1 Rationale 
For this study, a questionnaire with closed questions was chosen to help gather qualitative data. Qualitative and quantitative data collection has a variety of advantages due to it being simpler to analyse, it can also deliver more depth and detail by analysing attitudes feelings and behaviours and encourages participants to open upon their response leading to new subject matters (Wertz 2011). The information can then be put into appropriate graphs and tables, to give a good understanding on the participants answers making it easier to analyse (Laniado 1996).

A large portion of data can be collected by using a questionnaire by gathering information from a large scale of participants in a short time frame (McLeod, 2014). The study will consist of closed questions. By using open ended questions, known as qualitative it will encourage the participants to give a more detailed answer with more information showing their true opinions. Although participants may be overwhelmed by these types of questions, it can take up a lot of their time to state their answers and some being less alliterate then others may lead to some incomplete questions. Questionnaires may not be a reliable source of gathering data as the participants taking part may not feel comfortable at airing their thoughts on certain subjects and might describe their views on what thought is wright, rather than their real choices.  
Closed questions only allow simplistic responses, this can range from yes or no, age, sex, or employment status. This will be analysed into quantitative data. Using these types of questions reduces the amount of information given and can be misunderstood what the participant is truly wanting to disclose. However closed questions are simpler to analyse then open-end questions
 
3.2 Participants 
Originally there was going to be n=18 participants, however four were removed from the study due to not engaging fully and being distracted with personal issues. Leading to their answers being invalid. 
The participants were at random n=14 from a mother and toddler group within the Swansea region and consisted of only females age ranging from 25-40 years. To recruit the necessary participants, they had to have a child in the last 5 years.  
 3.3 Design 
Prior to the Study a pilot study was performed, this had deemed to be essential requirement due to the questionnaires performed were not validated. The pilot study helped to establish if the questions being asked were suitable and if the timeframe worked with the participants in the study (Bell, 2005). The pilot study was performed on 3 participants which both met with the appropriate criteria. Although the participants understood most questions throughout the trial there had been one which had been worded incorrectly and difficult to understand, for this reason the question had been removed. Though a successful time scale for the completion of the trial was achieved. 

3.4 Instrumentation 
Questionnaires were used to collect appropriate data for the study, however no validated questionnaires were considered suitable (Laniado 1996). Questionnaires which had already existed involving food intakes and implications were only on adults, adolescent and children as well as being based on convenience of foods and physical activity, solely relating to the study performed. The questionnaires were designed for the study so the participants involved could answer on relating to themselves as well as their children, questions relating to their intake on foods and understanding of nutrition. Using these types of questions produced quick, valid, and reliable results regarding nutrition (Furber & Roberts, et al., 2017). 

3.5 Procedure 
Participants taking part will be provided with enough information regarding the investigation and the researcher will ensure all participation in the activity is based on voluntary informed signed consent. The participants will be advised they can immediately withdraw at any stage of the experiment.  The participants will be aware, all information provided will always remain confidential and the questionnaires will be designed so they are unidentified but will include a variety of information such as age, employment status, relationship status and eating habits to accurately analyse the results of the data. The participants will be completing the questionnaire independently, the researcher will respect the rights and well-being of all participants taking part with no health and safety matters arising. 
Before the study was performed ethical approval from was gained from the school of sport Health and Outdoor Education Department at the University of Wales Trinity Saint David. 
The data was collected by approaching parents at a mother and toddler group. A maximum of 14 participants will be presented with 25 carefully planned out questions, to make the participants feel comfortable expressing their views on their lifestyle choices.  The interview will take place in the morning at a mother and toddler venue in Swansea with verbal and written consent first. The participants will be asked to fill out a lifestyle choice questionnaire. This will be spread out into sections to recognise their 1) Nutrition consumption 2) Knowledge on nutrition 3) Time management. The researchers will respect the confidentiality of information collected. The questions will be easy to comprehend and time efficient, in regards to this most questions will be closed questions so participants are able to provide information in a way that reflects the view they want to express, this will include don’t know/ prefer not to say where appropriate. However, as it will depend on the applicants to give truthful information regarding personal choices, the data provided may not be completely dependable. 
It was considered while gathering data for the study all participants taking part understood information would remain confidential, the questionnaires needed to include some personal information such as age, gender, employment status in order to analyse the results. No names or identifying information were included.  All information was securely protected with a password with a back-up was kept under lock and key, all followed by The Data Protection Act 1998 (GOV, 2019). 

3.6 Reliability and Validity 
When applying quantitative data within the questionnaire it enabled the research question to be answered it also enabled to investigate the mother and child’s eating behaviours to be revealed by using qualitative questions, this helped the precision of the results.
Before the questionnaire had been complete all the participants were found by being approached at the same facilities, they obtained the same instructions and a statement that emphasized their privacy. If this research were repeated with the same participants and the same resources and conditions the outcome would most likely be the same. Therefore, the questionnaire can be thought to be reliable source. Though the questionnaire within the study had not been validated the questions asked were analysed and modified to perform a questionnaire that was validated (Boynton and Greenhalgh 2004). This allowed the questionnaire to be altered and created to ensure the study was an intended topic, providing content validity.


3.7 Data Analysis 
The data gathered from the questionnaires and focused group interviews which will be used to form the connection between their knowledge and their nutritional consumption.  The data provided from the mixed methods will then be used through the T-Test formula using SPSS (version 22.0) to understand if becoming a parent has a considerable impact on their diet and if it has any impact on their children. The P-value was set at <0.05 for a significant difference. Microsoft Excel was used for the descriptive information and the figures and tables used in the study. 

  




                                                   











                                               




                                             Chapter 4: Results
4.1 Character Demographic
In the Study there was a total of 14 participants to the Family eating habits questionnaire all of which were mothers (n=14). Shown in table 1 the age of the women differed from 20 to 42 and were categorised into 3 different age groups. Relationship status was categorised into 3 groups of single (n=4) Cohabiting (n=4) Married (n=6). Education status was categorised into 3 groups non education (n=2) NVQ (n=4) Degree (n=8). Employment status was categorised into 2 sections unemployed (n=7) employed (n=7). The number of children in each household was collapsed into four categories.

Table 1. Character Demographics

	Demographic Variables
	Categories
	n


	
	
	

	Age
	20-29
	2

	
	30-39
	11

	
	40-49
	1

	
	
	

	Gender

	Female
	14

	
	
	

	Relationship status
	Single
	4

	
	Cohabiting
	4

	
	Married
	6

	
	
	

	Education
	None
	2

	
	NVQ
	4

	
	Degree
	8

	
	
	

	Employment status
	Employed
	7

	
	Unemployed

	7

	
	
	

	Number of children
	1
	3

	
	2
	7

	
	3
	2

	
	4
	2






4.2 Education Level 
The results demonstrates that 3 mothers who had an NVQ did not breastfeed compared to 1 with an NVQ that did, whereas 7 mothers who had a degree and did breastfeed compared to 1 that did have a degree and did not breastfeed. There was a medium negative correlation between the level of education and whether mothers breastfeed their children and there was no significant difference (r = -0.439, p = 0.117
Figure 1. The number of Mothers who are educated compared to if the breastfed.
4.3 Breakfast Consumption.
[bookmark: _Hlk39694944]As Shown in Figure 2 there is the same amount of children from unemployed mothers who consume breakfast with 2 children from employed mothers eat breakfast compared to 5 children from employed mothers who do not eat breakfast, whereas 2 children from unemployed mothers do eat breakfast compared to 5 children from unemployed mothers who do eat breakfast. There is no correlation between the mother employment status and whether they buy takeaway food and there is no difference between the 2 groups (r=0.000, p=1.000)
Figure 2. Does your child eat breakfast daily?
4.4 Baby ready-made food Jars
Figure 3 demonstrates 8 mothers used baby jars and their child does eat 5 fruit and vegetables a day, compared to 3 mothers who used baby jars and their children don’t eat 5 fruit and vegetables a day, 1 mother said she used baby jars and their child now sometimes eats 5 portions of fruit and vegetables per day, whereas 2 mothers fed their babies fresh food and the children now eat 5 fruit and vegetables a day and none of the mothers who fed their babies fresh food say their children now eat 5 fruit and vegetables a day. There is a very weak negative correlation between whether the mothers used baby jars and whether their children now eat 5 items of fruit and veg a day, there was no significant difference (r=-0.47, 0.874).

Figure 3. The number of mothers who used baby jars compared to how many children now eat 5 portions of fruit and veg per day.
4.5 Diet prior children 
The results show 3 mothers who only had 1 child all had good eating habits before having the children, 4 mothers who had 2 children and had good eating habits before having children, compared to 2 mothers who had 2 children and didn’t have good eating habits before having children, 1 mother had 2 children and said sometimes they had good eating habits before the children were born, whereas with both mothers that had 3 children, 1 said they had good eating habits before they had children and 1 said they didn’t. There is a weak positive before having children, and there is no significant difference (r=0.209, p=0.473) correlation between the number of children that the mothers have and their eating habits.
Figure 4. The number of children per mother compared to the eating habits before having children.
4.6 Employment 
The table below demonstrates 4 mothers were employed and did cook home-made foods compared to 2 employed mothers who did not, whereas 4 unemployed mothers cooked home-made food compared to 3 unemployed mothers who did not. There is a very weak correlation between employment status and whether mothers cooked home-made food. There is no significant difference (r=0.149, p=0.611).
Figure 5. The employment status of mothers compared to whether cook homemade food.

4.7 Working Hours 
The results show 4 mothers did not work and did cook homecooked meals, compared to 3 who didnt work and didn’t make home cooked meals. Whereas 5 mothers worked part time and did cook homemade meals and 2 worked part time and didn’t cook home cooked meals. There is a very weak positive correlation between the amount of mothers who worked and whether they make home cooked meals, there is no significant difference (r=0.149, p=0.611)
Figure 6. The number of working hours compared to whether mothers cook home-made foods

4.8 Take-away consumption
The results indicate that the same amount of employed and unemployed mothers buy takeaway food,  2 employed mothers buy takeaway food compared to 5 employed mothers who do not buy takeaway food, whereas 2 unemployed mothers buy takeaway food compared to 5 unemployed mothers who do not buy takeaway food. There is no correlation between the mother employment status and whether they buy takeaway food and there is no difference between the 2 groups (r=0.000, p=1.000).

Figure 7. The employment status of mothers compared to whether they buy takeaway food.
4.9 Cost of fresh food
The results show 3 mothers were single and found fresh food expensive, 1 was single and did not find it expensive, 4 were cohabiting and of which 2 found it expensive and 2 didn’t, 2 who found it expensive were married and 4 were married and did not find it expensive. There was a weak positive correlation between their relationship status and whether they found fresh food expensive and there was no significant difference (r=0.343, p=0.230).
 Figure 8. The relationship status of mothers compared to whether they find fresh food expensive.

5.0 Eating food as a family 
[bookmark: _Hlk38995503]The table below shows 5 mothers eat food together at the table with no TV and 5 mothers also eat their food on the sofa with the TV on 1 mother eats at the table and sometimes has the TV on, whereas 1 mother eats on the sofa and has the TV on compared to 2 mothers who eat on the sofa don’t have the TV on. There is almost no correlation between if they eat together as a family and they find it difficult to get their children to eat healthy and there is no significant difference (r=0.020, p=0.945)
Figure 9. How many Families eat together at the table with the TV on or off compared to how many families eat on the sofa with the TV on or off.

5.1 Understanding food labelling 
The results show 2 of the mothers had no level of education and they did read the food labels, 4 mothers had obtained an NVQ, 2 of which read food labels and 2 of which didn’t read food labels. 7 of the mothers had a degree and read the food labels and 1 had a degree and did not read them. There was a very slight negative correlation between the mother’s level of education and whether they read food labels, there was no significant difference (r=-0.068, p=0.817).

[image: ]  Figure 10. The education level of mothers compared to whether they read food labels.








                                         







Chapter 5:  Discussion
The present study developed two main aims 1) To investigate how becoming a mother can affect their diet towards nutrition and behaviour towards health: 2) to determine if this had any impact on their children of what decision of foods they may consume. 

The results from the present study found mothers with higher education were more likely to understand how to read nutritional labels. Among the sample of mothers, those who did feed their babies readymade food jars frequently have found their babies do eat a significant amount of fruit and vegetables later in life. Equally mothers who were employed and unemployed both cooked home cooked family meals. Though mothers who worked part time were more inclined to cook more of these meals. The use of readymade food choice strategies, including the consumption of fast food takeaways were consumed at equal measure with employed and unemployed mothers. A high percentage of mothers were more inclined to breastfeed their babies due to understanding the positive health outcome, was the mothers who had a higher educational background. Families who ate their dinner either at a table or on the sofa had no difference on the consumption of their children eating healthy. Mothers who were married did not find fresh foods expensive to mothers who were single parents. The findings can give crucial implications for health experts who work with families to encourage healthy lifestyle habits, whilst being able to encourage healthier family meals.  The results of the current research are discussed in detail as follows.

Eating a healthy diet help reduce the risk of many developing diseases and becoming obese (World Health Organization 2020). Investigating how becoming a mother can affect their diet and behaviour towards health and how this could impact on their children was the main aim of the study. Breastfeeding provides babies appropriate nutrients they need for health and growth (Word Health Organisation 2020). It is recommended a mother should breastfeed exclusively for the first six months and then continued breastfeeding with the introduction of solid foods until 2 years (Breastfeeding and the Use of Human Milk. 2012). There was a medium negative correlation between the level of education and whether mothers breastfeed their children and there was no significant difference (r = -0.439, p = 0.117). The present study identified half of the mothers in the study who stated they had a degree had breastfed their baby, these findings are similar to Colen and Ramey, (2014) who found a higher academic achievement were more inclined to breastfeeding the recommended time frame.
Though breakfast is the most important meal of the day (Affenito 2007). The findings in the present study found there was only 2 children from employed who consumed breakfast and 2 children from unemployed parents who consumed breakfast. There is no correlation between the mother employment status and whether they buy takeaway food and there is no difference between the 2 groups (r=0.000, p=1.000). These results correspond with (ALBashtawy, 2017) who found reasons why children choose to not eat breakfast was no family helps to prepare it, there was no time in the mornings and was not hungry and no breakfast was available in the house However, another study found children who skipped breakfast was associated with single parents, especially single fathers (Parikka et al. 2018). Interestingly a study found children who consumed breakfast were children from parents who thought it was a very important meal (Eilat-Adar et. 2010). 

In relation to babies being fed pre-made foods from jars and pouches the present study shows half of the mothers had used baby jars and their child does eat 5 fruit and vegetables a day while only 2 mothers gave just fresh homecooked meals and their children eats 5 fruit and vegetables a day. There is a very weak negative correlation between whether the mothers used baby jars and whether their children now eat 5 items of fruit and vegetables a day, there was no significant difference (r=-0.47, 0.874). This does not relate to Beauregard et al, (2019)  who found parents who gave their babies readymade jars or squeeze pouches resulted in less acceptance of different healthy foods as they got older which could result in risks to their health and research from (Johnson et al. 2011) who found young children will accept new foods after ten to sixteen times of repeated exposure. The present findings suggest within time children may adapt to different taste due change of likes and dislikes.

Mothers have a considerable amount of responsibility when they have children which can lead to lack of time for both themselves and the family, especially those of which who are employed which can influence their family’s nutrient consumption (Savage et al. 2007). Mothers who are employed and were affected by lack of time often use food choice strategies to help cope with this. In the present study take away foods were only consumed in very small quantities with mothers that work and as well mothers that do no not work. The study found there was no correlation between the mother employment status and whether they buy takeaway food and there is no difference between the 2 groups (r=0.000, p=1.000). Though the results show no significance the results can relate to a previous study who states eating foods made outside the home are due to busy work schedules and poor time management, resulting in parents picking up quick convenient foods to feed the family (Jones 2018).
Regarding mother’s cooked homemade meals there was a very weak correlation between employment status and whether mothers cooked home-made food. There is no significant difference (r=0.149, p=0.611). The study did find that just over two thirds of employed mothers cooked homemade meals therefore, declining the results from Savage et al. (2007) suggesting mothers who were in employed tended to devote less time to cooking responsibilities then non employed mothers. Therefore, it could be said mothers who are employed may have good time management regarding work-life balance, making homecooked meals a priority.

As evening meals are the most recognised shared meal between families (MacFarlane et al. 2010). It was relevant to understand how many mothers and families were contributing to this event, as these family meals are proven to increase healthier diets as well as positive family interactions (Cason 2006). The present study found almost no correlation between if they eat together as a family and they find it difficult to get their children to eat healthy and there is no significant difference (r=0.020, p=0.945). Whilst there was no significant difference, when comparing the family’s location of meals, the family who ate the most meals together was at the dining table. The findings are also consistent to (Jones 2018) who suggest that families who eat around a table consumed a healthier intake of foods. These findings are also linked to mothers stating time management is one of the downfalls to eating separately due to the negative increase of work and technology which is now the norm in the family’s household (Jones 2018). Children who see other family members eat fruit and vegetables on a regular basis are more likely to learn healthier eating habits by positive role modelling, it can also encourage children to continue these healthier eating habits further on to adulthood (Anzman et al. 2010). This can also relate to family members with an unhealthy food consumption, the child is more likely to follow whatever option is observed (Brunner et al. 2010). 

[bookmark: _Hlk39406656]Previous research has stated families who live in deprived areas are more at risk of becoming overweight (Economos et al. 2012). The present study found 4 married mothers did not find fresh food expensive while 3 single parents did find fresh food expensive. There was a weak positive correlation between their relationship status and whether they found fresh food expensive and there was no significant difference (r=0.343, p=0.230). These findings do not relate to a study that found a high percentage of single mothers living in poverty find healthy foods expensive (Rao et al., 2017) and parents with a low financial income especially those who are single describe buying fruit and vegetables are more expensive then processed foods  (Blitstein et al. 2012).

The present study found nearly one third of mothers who consumed their food together as a family with no distractions at the table while nearly a third consumed food at the table but not together and two mothers stated they eat on the sofa with distractions. It is crucial to understand what the distractions are during mealtimes as stated, watching TV has been associated with increased food intake which in time can lead to increased weight gain and a risk to health (Liang et al. 2009). Though having the television on throughout mealtime can encourage conversation within the family household but alternatively it could lead to family members converting to different locations in the house to watch the TV programmes they wish (Jones, 2018).

In addition to a mother education knowledge half of the mothers had a degree and could understand how to read the nutritional labels while 2 mothers with no degree was able to read nutritional labels. There was a very slight negative correlation between the mother’s level of education and whether they read food labels, there was no significant difference (r=-0.068, p=0.817). A parent’s nutritional knowledge can be known to increase healthier diets for the entire family (Hendrie et al. 2013). These findings relate to Johnson et al. (2011) who found mothers with a higher academic background were more inclined to search nutrition and health information then mothers who are less educated. Though sometimes nutrition is not always the importance in many families as a Lovelace and Rabiee-Khan (2013) found mothers were aware food can support health but felt that personal choice and pleasure were more important than the health benefits, these results show health and nutrition choices do not always relate to a person understanding and knowledge.

A strength of the present study was to research into what number of mothers chose to breastfeed their baby. The importance of the investigation since research has suggested mothers who breastfeed their babies often lead to healthier outcomes (Savage et al. 2007). Furthermore, there seemed to be little research in this performed area which is linked to working mothers breastfeeding while under time scarcity therefore upcoming research should investigate in further support for current or existing mothers.

Being able to use quantitative questionnaires and utilising qualitive data was another strength for the study as it was a much faster way for mothers to take part in. Mothers were able to give detailed information on their own food consumption and behaviours and their own children. Moreover, the questionnaire was designed to include many different topics which helped investigate the eating patterns and knowledge of the mothers and children.

Although the design of the questionnaire covered a variety of areas the use of precise measurements for the study could have been used to understand very complex behaviours was a limitation to the present study. This included not having the exact time frame of when mothers breastfed and what their diet intake was like while doing so. A question asked in the questionnaire was “What was your eating habits before children?” As the study did not ask to document their food intake before children and after having children it prevented a clear understanding of whether their food consumption was healthy and consuming the recommended intake of nutrients. 

Furthermore, the data collected for the eating knowledge and eating behaviours of the mothers and children was only obtained by the mothers, the views of the events could have resulted in the information given to be bias. Also, the answers from the questionnaire may have been altered to feel socially accepted.
                                              













                                                  Chapter 6: Conclusion


The current obesity epidemic is well known to be linked to an increased consumption of unhealthy foods within adults and children. The results from the study help important effects for change for not only families but for education in schools, work environments, health advisors and other health professionals who promote to live healthier lives.
The importance of the government, education and other health professionals which work with families and children to support and teach healthy food recommendations and eating strategies are vital to shape healthy lifestyle choices to help live content and productive lives. It is also an essential part of helping parents and children to perform to their best ability physically and mentally. Parents should be offered advice before conceiving to understand the importance of health for the developing foetus and is essential part in preparing for a healthy pregnancy. Teaching programmes could be encouraged to both parents and children to cook healthy balanced regular meals to help increase their knowledge and nutrient intake, these meals should be simple recipes that are not time consuming and are affordable, especially to those families who are single parents or on a low income. This could be offered on a regular basis to help increase the recommended nutrient intake. Health professionals are to investigate all potential issues that can lead to unhealthy food habits and negative food behaviours especially those who affected by time scarcity due to both parents now in employment. Furthermore, government policies and employers should work together to encourage and support families by providing working family friendly hours to help parents or single parents be home at priority times for the children to eat homemade meals, this may also encourage parents to feel less disappointment in their work place. Parents should be able to cook and eat fresh family cooked meals in a designated area without any disruptions which include the TV and mobile phones to help encourage interaction with the family for what has been researched for only a short amount of time in one day, yet it’s health benefits promotes healthy outcomes for now and the future. 
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Appendix
Appendix 1. Eating behaviour Questionnaires.
University of Wales Trinity Saint David Carmarthen
How does becoming a parent affect their diet?
How old are you?
What is your relationship status?
How many children do you have?
What is your highest educational qualification?
Are you employed?
How many hours do you work?

Did you breastfeed?
How long did you breastfeed for?
Did you cook homemade meals through your babies weaning stage?
Have you used baby food jars?
How often had you used baby jars?
Do you understand how to read nutritional labels?
Do you consume 5 fruit and vegetables a day?
Do your children consume 5 fruit and veg a day?

What was your eating habits before you had children?
Do you cook homemade meals every day?
Do you eat Takeaways weekly?
Do you find it challenging to get you children to eat a healthy?
What do you try to avoid if anything on product labels?
Do you eat at the same time as your children?
Where do you eat your meals at home?
Do you have the Tv on while eating your dinner?
Do you and your children eat breakfast?
Do you feel it is the school’s responsibility for your child to learn healthy eating habits?
Do you find Fresh food expensive?
Appendix 2. Copy of the consent form given out prior to participation
01/12/19
Dear Participant,
I am currently a student from University of Wales, Trinity Saint David, Carmarthen, in my 3rd year studying Health, Nutrition and Lifestyle. I am carrying out a research project where I intend to investigate if “becoming a parent can affect their diet and if so, does it have any impact on their children”.
All information will be confidential, and all data will be kept on the universities one drive and erased once the project is complete.
Any feedback can be given individually for each questionnaire, and once complete the study will be available to view by all participants.
By signing below, you are consenting to take part in the present study and agreeing that your participation is voluntary and that you understand that you are free to withdraw at any time, without giving any reason
_______________________________________   ___________________	
Signature of Participant 				Date
Appendix 3: Completed Ethics Form.
Appendix 4. Data results from SPSS.


	Correlations

	
	Education
	Breastfed

	Education
	Pearson Correlation
	1
	-.439

	
	Sig. (2-tailed)
	
	.117

	
	N
	14
	14

	Breastfed
	Pearson Correlation
	-.439
	1

	
	Sig. (2-tailed)
	.117
	

	
	N
	14
	14





	Correlations

	
	Working Hours
	Home-made meals

	Working Hours
	Pearson Correlation
	1
	.149

	
	Sig. (2-tailed)
	
	.611

	
	N
	14
	14

	Home-made meals
	Pearson Correlation
	.149
	1

	
	Sig. (2-tailed)
	.611
	

	
	N
	14
	14





	Correlations

	
	Breakfast intake
	Children

	Breakfast intake
	Pearson Correlation
	1
	.209

	
	Sig. (2-tailed)
	
	.473

	
	N
	14
	14

	Employment
	Pearson Correlation
	.209
	1

	
	Sig. (2-tailed)
	.473
	

	
	N
	14
	14




	Correlations

	
	Baby jars
	Five a day

	Baby Jars
	Pearson Correlation
	1
	-.047

	
	Sig. (2-tailed)
	
	.874

	
	N
	14
	14

	Five a day
	Pearson Correlation
	-.047
	1

	
	Sig. (2-tailed)
	.874
	

	
	N
	14
	14




	Correlations

	
	Eating Together
	Healthy children

	Eating together
	Pearson Correlation
	1
	.020

	
	Sig. (2-tailed)
	
	.945

	
	N
	14
	14

	Healthy Children
	Pearson Correlation
	.020
	1

	
	Sig. (2-tailed)
	.945
	

	
	N
	14
	14


	Correlations

	
	Takeaways
	Employment

	Takeaways
	Pearson Correlation
	1
	.000

	
	Sig. (2-tailed)
	
	1.000

	
	N
	14
	14

	Employment
	Pearson Correlation
	.000
	1

	
	Sig. (2-tailed)
	1.000
	

	
	N
	14
	14






	Correlations

	
	Employment
	Home-made meals

	Employment
	Pearson Correlation
	1
	.149

	
	Sig. (2-tailed)
	
	.611

	
	N
	14
	14

	Home-made meals
	Pearson Correlation
	.149
	1

	
	Sig. (2-tailed)
	.611
	

	
	N
	14
	14




	Correlations

	
	Education
	Read Labels

	Education
	Pearson Correlation
	1
	-.068

	
	Sig. (2-tailed)
	
	.817

	
	N
	14
	14

	Read Labels
	Pearson Correlation
	-.068
	1

	
	Sig. (2-tailed)
	.817
	

	
	N
	14
	14




	Correlations

	
	Relationship Status
	cost

	Relationship Status
	Pearson Correlation
	1
	.343

	
	Sig. (2-tailed)
	
	.230

	
	N
	14
	14

	cost
	Pearson Correlation
	.343
	1

	
	Sig. (2-tailed)
	.230
	

	
	N
	14
	14




Mothers Education level compared to if they breastfed

Yes	None	NVQ	Degree	1	1	7	No	None	NVQ	Degree	1	3	1	Highest Qualifaction


Number of mothers




Does your child eat breakfast daily

yes	Employed	Unemployed	2	2	no	Employed	Unemployed	5	5	Breakfast consumption

Number of children




Did you use baby food jars compare Does your child eat 5 fruit vegetables a day

yes	Baby jars 	Fresh food	8	2	no	Baby jars 	Fresh food	3	0	sometimes	Baby jars 	Fresh food	1	0	What the child ate as a baby


Number of mothers




Eating habits before children compared to number of children

yes	1	2	3	4	3	4	1	1	no	1	2	3	4	0	2	1	1	sometimes	1	2	3	4	0	1	0	0	Number of children


Number of mothers




Do working mothers cook home made food?

yes	Employed	Unemployed	5	4	no	Employed	Unemployed	2	3	Employment status


Number of mothers




Hours of work compared to if mothers make home cooked foods


Yes	None	Part time	Full Time	4	5	0	No	None	Part time	Full Time	3	2	0	Working hours


Number of mothers




Do working mothers buy takeaway food?

yes	Employed	Unemployed	2	2	no	Employed	Unemployed	5	5	Employment status


Number of mothers




Do people find fresh food expensive

Yes	Single	Cohabiting	Married	3	2	2	No	Single	Cohabiting	Married	1	2	4	Relationship status


Number of mothers




Do you eat your meals together with no distractions compare Do you eat with the TV on

yes	Table	Sofa	5	1	no	Table	Sofa	5	2	sometimes	Table	Sofa	1	0	Do you eat yor meals together


Number of mothers
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