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Project Summary


Principal Investigator:  Professor Frances Aboud          
Co-Principal Investigator: Dr Tahmeed Ahmed


Project Name:  Effectiveness of a Community-Based Responsive Feeding Program


Total Budget:    54, 348                    

Beginning Date: 01/02/06

Ending Date: 01/03/07




Research Problem: Inadequate nutrition and lack of stimulation are two obstacles to the development of Bangladeshi children’s full potential.  According to the recent National Nutrition Survey almost half of under-five Bangladeshi children are moderate or severely malnourished (3).  Parents, though willing, are unaware of the importance of responsive stimulation.  In an observational study (2), we found several behavioral problems in early childhood feeding, such as lack of self-feeding among children 12 to 24 months of age, children's opposition to the mothers' feeding with increasing age, and low responsiveness of the mother.

Design & Method:  The randomized cluster field trial is a pre-post comparison of mothers and their children in a responsive feeding program.  A 5-week responsive feeding intervention for mothers of children under will be compared with the regular parenting intervention developed and delivered by Plan International.  Children aged 12-24 months will be included in the study.  The responsive feeding programme will focus on maternal behaviour change using learning strategies based on practice, peer support and problem solving.  Behavioural outcome measures will be recorded before and after the intervention (including a 3-month follow-up) to assess changes in maternal feeding practices and child feeding behaviour. Mothers will also be interviewed to find whether the new feeding strategies are acceptable to them.

Objectives: To determine the effectiveness of a practice-based Parenting Program in improving the responsive feeding practices of mothers of children between 12-24 months. Effectiveness will be measured by observations of mother-child feeding.   The key behavioural outcome measures are: 

i. maternal responsiveness to the child

ii. maternal encouragement of self feeding

iii. forceful behaviours from the mother, such as force-feeding and threats.

iv. child self feeding

v. child gestures indicating active interest in eating

vi. number of mouthfuls accepted by the child

vii. number of mouthfuls refused by the child

It is hypothesized that at posttest mothers in the responsive feeding group will show more responsiveness, encouragement of self feeding and fewer forceful behaviours compared to pretest levels and compared to mothers attending a regular parenting group.  Children in the responsive feeding group will show more self feeding, more gestures indicating active interest in eating, have higher intake (mouthfuls) and make fewer refusals compared to pretest levels and children in the regular parenting group. 
The intervention process will be assessed through systematic observation.  A random selection of groups from each of 

the 3 sites will be observed to assess the extent to which the groups follow the guidelines outlined in the manual, for 

example in terms of behaviours practiced, materials used, problems solved and support offered by other mothers.  

KEY PERSONNEL (List names of all investigators including PI and their respective specialties)

Name                                                       Professional Discipline/ Specialty
Role in the Project


1. Prof Frances Aboud


Professor of Psychology


Principal Investigator

2. Dr Tahmeed Ahmed

Head of Nutrition Program

Co-Principal Investigator

3. Dr Anna Moore


Psychologist



Co-Investigator

4. Ms Sadika Akhter


PLAN staff member


Project Coordinator


DESCRIPTION OF THE RESEARCH PROJECT

Hypothesis to be tested:


Concisely list in order, in the space provided, the hypothesis to be tested and the Specific Aims of the proposed study. Provide the scientific basis of the hypothesis, critically examining the observations leading to the formulation of the hypothesis.


The general hypothesis is that mothers in the responsive parenting group will demonstrate more supportive feeding practices which will not be shown by mothers in the regular parenting group. The specific hypotheses of the study are that:

1. Mothers in the responsive program will show more responsive behaviours, fewer forceful behaviours and more encouragement of self-feeding compared to their pretest levels and compared to mothers in the regular program.

2. Children in the responsive program will show more self-feeding behaviours, communicate more signals of interest in food, take more mouthfuls of food and refuse fewer offerings compared to their pretest levels and compared to the regular program children. 

3. Mothers in the responsive program will find the new feeding behaviours acceptable.

Specific Aims:


Describe the specific aims of the proposed study. State the specific parameters, biological functions/ rates/ processes that will be assessed by specific methods (TYPE WITHIN LIMITS).


The aim is to assess the effectiveness of a community-based Parenting Program in improving the feeding behaviours of mothers and the eating behaviours of children aged 12-24 months.  Unlike other programs, this uses behaviour change strategies, namely practice, problem solving and peer support, rather than relying solely on knowledge transfer.
Background of the Project including Preliminary Observations 


The synergistic effect of nutrition and stimulation is now well accepted (4).  This is most clearly demonstrated in the formative years of a child's life when growth and mental development are necessary prerequisites for school success.  One of the major obstacles confronting children of Bangladesh is their poor nutritional status.  In the latest nutrition survey, 33% of children under 2 years were moderately or severely stunted and the prevalence rose to 50% in 3 to 5 year olds (3).  It has consistently been found that chronic malnutrition measured by stunting impedes young children's cognitive, language and social development. 

To fully develop child potential, most research now points to the need to focus on children under the age of 3 years as this is the period when the development of nerve connections is most rapid (5).  This is also when parents, particularly mothers, develop an understanding of their child and the parenting skills that promote health and school achievement.  Child feeding is a major preoccupation of mothers in the first two years as they switch from breastfeeding to semi-solids and then solid foods.  In addition to the need for proper quantities and quality of foods, children also need an appetite to motivate their interest in food.  Responsive stimulation, which has long been promoted as the key to mental development, is now being seen as a necessary component of feeding.  UNICEF advocates a 3-in-1 child care approach in which mothers are encouraged to promote health, growth, and mental development in the same activities, such as feeding (6).

Although appetite is an important factor affecting the intake of complementary foods, it is sometimes neglected by nutritional programs (7) and its role has been identified as an important topic for future research (8).  In Bangladesh children often do not eat all of the food that is offered to them, even though portion sizes tend to be small (9).   Understandably, mothers might then either prepare less food for subsequent meals or try to force food into the child.  Only recently have nutritionists along with psychologists become interested in observing how children eat and why they refuse to eat.  This behavioural aspect to child feeding has received attention in South Asia by Engle and colleagues who have coined the phrase 'responsive feeding' to describe the ideal form of mother-child interaction (1).  In Viet Nam, Ha and colleagues (10) used video recordings of mothers feeding their children to code behaviours which they defined as responsive, namely physical help, child interest, and mother verbalization.  Moore, Akhter and Aboud (2) devised a more detailed framework based on theories of child development and observational data of feeding in rural Bangladesh.  Two thirds of the study mothers reported experiencing difficulties in the feeding situation, mostly a lack of appetite and frequent refusals. Children did not use their newly acquired psychomotor skills to feed themselves between 12 and 24 months. There were low levels of mother responsiveness to child signals, and high levels of active behaviours, the purpose of which was to encourage the child to eat; examples include verbal direction ("eat, eat"), focusing the child's attention back to the feeding situation and diversion (e.g. distracting the child by showing them an animal). High levels of maternal responsive maternal behaviour and child self feeding was associated with increased intake (measured by number of mouthfuls).  Active encouragement on the part of the mother was not associated with the child eating more, infact there was an association between child refusals and mothers who actively encouraged.  On average children accepted just over five mouthfuls per mealtime and refused two.  In addition to patterns of mother-child interaction this observational study also highlighted the limited range of foods that were offered to children, most were given rice but few were given vegetables or eggs.  Not only is the micronutrient intake of this type of diet insufficient (9) but it is possible that a lack of variety of foods could also be contributing to lack of child interest and frequent refusals.  
By promoting responsive feeding, we hope to improve mother-child interaction during feeding episodes and increase child intake.  In collaboration with Plan International Bangladesh, we will devise and test a program that can be implemented in a sustainable model at the community level.

Plan International has implemented Parenting Programs in many villages of Bangladesh for the past several years.  The group sessions, conducted by trained mother volunteers, are largely informational, but utilize a number of different interactive learning strategies to encourage participation and recall of the messages.  The sessions are divided into two modules: one concerned with health and nutrition, conducted by 6 health workers in each union, and the other concerned with child development, conducted by the mothers who run the Shishu Bikash Kendra preschools. The contents of their messages are based on a Training Manual with topics ranging from hygiene, complementary feeding and micronutrients, to play, learning and discipline (11).  An evaluation of the Plan International’s Parenting program showed that although mothers' knowledge increased, their child rearing practices did not change (12), suggesting that some additional strategies are required to facilitate behaviour change; for example problem solving, peer support and practice.  Social learning theory emphasises the importance of rehearsal and peer support in the acquisition of new skills (13).  Research conducted in the Philippines, evaluated a problem solving approach with mothers of malnourished children.  The number of solutions and their quality increased when mothers discussed their feeding difficulties with a partner (14).  To our knowledge these learning strategies have not previously been used in the context of feeding behaviour in Bangladesh, although it seems reasonable to hypothesise Bangladeshi mothers would benefit from an opportunity to practice new feeding strategies in a peer supported environment. 

In a small pilot study, we evaluated a 4-session intervention which promoted responsive mother behaviour and encouragement of self feeding using practice, problem solving & peer support as learning strategies.  Although the data should be interpreted with caution as the sample size was small and there was no control group, the findings indicate that mothers were able to acquire and generalize new feeding strategies.  Interview data indicated that the strategies were acceptable to Bangladeshi mothers and session attendance was good (all mothers attended 3-4 sessions).  At posttest (approximately 7-10 days following completion of the sessions) results showed that children who attended the group ate more mouthfuls of food and had fewer refusals.  Mothers also encouraged more self-feeding. The increase in the number of mouthfuls of food and self-feeding was most marked for the children of mothers who initially reported experiencing difficulties in the feeding situation.  Data from a 3 month follow-up are in the process of being collected.  Observational data were also supported by mother reports of behavioural change; the majority of mothers (14 out of 19) said that their children ate more now and over one third said that their child "disturbed them less", meaning that they cried less and refused less often during mealtimes.   Mothers also reported feeling more relaxed at mealtimes.  The results of this pilot study suggest that mothers can change their feeding patterns using the learning methods described and there may be an association with increased child intake.  However, a larger scale study using an appropriate control group is required before these conclusions can be justified.  

Research Design and Methods


Study Design  

The study will be a cluster-randomized field trial in which the randomized unit is the village. The villages where Plan runs parenting groups will be listed for all 3 sites and from this list, villages will be randomly selected and assigned to have either an intervention or a regular program. To avoid potential contamination, we may need to eliminate ones that are within 5 km or share a service such as a clinic.  The primary outcome measures will be behavioural: observations of feeding will be done approximately 2 weeks prior to the intervention, a month after the intervention and a follow-up will be done 3 months after the posttest to assess if changes are maintained over a longer period. 

Study Population and Sample
All mothers of children aged 12 to 24 months will be the study population from which the samples will be randomly selected for the intervention and the comparison group.  Children will be matched for age with an equal number in the 12 – 18 and 18 – 24 age groups in each village.

Sample & Recruitment

Sample size estimation is based on our previous data on responsive feeding behaviours and the number of mouthfuls accepted by children during a meal where the standard deviations were approximately 3.0. Setting alpha = .05 and power = .80, an n of 126 (84 x 1.5) for each group will be required to detect a mean difference of half a standard deviation on any indicator we use multiplying by a factor of 1.5 to accommodate the potential for clustering and loss to follow-up.  This means that the responsive feeding sample will include approximately 126 mother-child pairs and the same number of mother-child pairs will constitute the regular parenting sample (comparison).    

The study will take place in 3 sites in Bangladesh where Plan are currently running programmes: Dhaka, Gazipur, and Jaldhaka/Chirirbandar or Khansama (to be decided in discussion with plan).  At each of the three sites, we will randomly select 14 villages, 7 to be randomly assigned to the responsive feeding intervention and 7 to the regular sessions.  In any group we will randomly select 6 children in the desired age range (12 to 24 months).  Therefore the frame is 3 sites, each with 7 feeding and 7 regular groups, each group will have 6 mother-child pairs (total sample =252).  The most complete analysis will include a design looking at site (Dhaka, Gaziupr, Chirirbandar / Jaldhaka / Khansama), intervention vs control, and villages nested within site x intervention interaction.  Recruitment will take place as follows: We will approach mothers of Plan's parenting groups (within the appropriate age range) and ask them to participate.  Although there may be more than 6 mothers interested in participating, we will include all in the session but randomly select only 6 for data collection.  

Study Intervention  

The intervention group will receive 5 responsive feeding parenting sessions on a weekly basis. Mothers will meet at one of their homesteads in groups of approximately 10 with a facilitator.  The sessions can be offered as a module within the program or tacked on at the beginning.  The sessions will start in March 2006.  Any mother can attend, but we only want to include children between 12 and 24 months in the study as this is the age when self-feeding stagnates and refusals increase.  A “3P” approach to behaviour change will be used emphasizing Practice, Problem-solving, and Peer support.  

A few items of seasonal fruits (e.g. banana), vegetables (e.g. pumpkin) and eggs will be provided for each session.  The purpose of providing food for the sessions is to enable mothers and children to practice new feeding strategies in the session, therefore we need nutritious foods which the community facilitators can easily buy, store and prepare.  Mothers from the pilot study gave positive feedback about the foods which were offered, many of them commented that they did not know that "cheap" vegetables such as gourd or sweet pumpkin were good for their child and expressed surprise that their child liked to eat them.  

The sessions are usually run in the mid-afternoon.  The mothers will be asked to make sure the children ate a midday meal but had only breastmilk (or liquid) if hungry after that. That way we can be sure they will be hungry and engaged in the responsive feeding sessions.  Mothers and children will then practice the new feeding strategies and their peers will be encouraged to offer solutions to problems that arise. The main themes of the sessions will be to encourage age-appropriate self feeding and to encourage maternal responsiveness.  A responsive mother notices her child's behavioural signals (e.g. reaching for a piece of pumpkin), interprets the signal and then responds in line with the signal (e.g. encourages the child to pick up the pumpkin and eat it) not against it.  The session which focuses on reading and responding to child signals is appended (Appendix A)

The specific sessions are: 
1. Problems and Solutions. Introducing the concept of reading child signals and ways to show love.

2. Self-feeding with Finger Food

3. Self feeding: Reading and Responding to your Child's Signals. 

4. Responsive Behaviour during Play and How to Respond to Refusals

5. Enjoying a novel food or toy.  

The sessions will have 3 activities and will last for about 1 hour 15 minutes.  In each session there is at least one activity which requires mothers to practice new skills, the other activities are discussion-based with an emphasis on mothers helping each other to solve their problems.  Each practice activity begins with a description of the required behaviour followed by a demonstration from the facilitator, the mothers are then asked to practice in pairs.  Mother volunteers who run local preschools for 3-4 year olds will facilitate the sessions. These are literate local women.  The women will receive 5 days of training by technical staff from Plan.  The Co-Investigator will train Plan's technical staff.  The role of the facilitator is clearly described in the manual.  It involves giving some information, encouraging the mothers to practice new feeding strategies and supporting the mothers to help each other solve their feeding problems. 

The comparison group of mothers will receive Plan’s regular module as described in the Manual (11).  It includes information about foods to feed a child, how to make khitchuri, breast feeding and growth monitoring.   
Measurement 

All data will be collected by trained, experienced research assistants with university degrees.  They will receive a one week training in observation techniques, interviewing and collection of nutritional data (training and standardisation according to WHO procedures, 15) from the PI and Co-Investigator.  All research assistants will complete a field test as part of their training.  Questionnaires will have been piloted.  All children will be weighed on a calibrated Uniscale and height will be measured with boards from ICDDR,B.  The performance of the research assistants will be closely monitored by an experienced staff member from Plan (formerly from ICDDR,B) whose role will be to coordinate the project and by regular field visits conducted by the PI and Co-Investigator.  All those people selected to participate in the research from the regular and responsive parenting sessions will complete all of the measures.

1. Mother Interview  (See Appendix B for pretest, posttest, follow-up interviews and intervention observations)

All study mothers will be interviewed at pretest, posttest and follow-up.  The interviews for the responsive parenting and regular parenting will be the same for both regular and responsive parenting groups. The interviews will include the following components:

i) Sociodemographic Information: 

Mothers will be asked for the usual sociodemographic information, including the number of household assets, which is a widely used measure of socio-economic status (2).  

ii) Feeding 

Mothers will be asked at what age their child started eating solids, whether their child has had any recent health problems and whether they experience any difficulties feeding their children solid food.  They will also be asked to provide 24- hour diet recall (without quantities) to obtain information on the different types of foods that are offered to children.  Food offered to children during the observations will also be recorded.  This information is not intended to assess nutritional status.  Mothers will also be asked to rate their anxiety during feeding on a 4 point scale.

ii) Mother’s Evaluation of the Sessions and Acceptance of New Behaviours

At the posttest, mothers will rate their evaluation of the sessions and an open-ended question about what they liked and did not like.  At the 3-month follow-up, mothers will evaluate the ease and regularity with which they can perform various responsive feeding behaviours.  
2. Mother & Child Behaviour

The mother and child will be observed during complementary feeding, for a period of up to one hour.  On the basis of pilot data from the 3-month follow-up (which is not yet available as data collection is still underway), we will make a decision of whether to do a single observation or two sets of observations by looking at the frequency of key behaviours.  If the 2 observations are similar we will do just one set of observations, but if they differ significantly we will do 2 sets of observations. Observations will not be done if the child is sick.  The research observer will record all mother and child behaviours by hand.  The observers will be blind to the group membership; observers will simply be sent to villages and will have no direct contact with Plan personnel in the field.  The consent forms and the research tools will be designed in such a way that the research assistants will not be able to derive group status from them.  The research assistants will also not be informed of the study hypotheses or design.  Different research assistants will be used to collect the behavioural outcome data from those conducting the systematic observations of the group sessions.

The reliability of this observational method of data collection will be established by video recording the feeding episode of a small sub-sample of mothers and children (n=15), who have given their permission.  We will ask the first mothers we interview until we have a sufficient number.  The purpose of the video is scientific, i.e. to gauge whether our research assistants can observe and record in written form all the relevant mother and child behaviours.  We believe they are well trained to do this, but reviewers of scientific papers require empirical proof that commonplace and subtle behaviours are reliably recorded.  Ha et al (10) in Vietnam used video to collect mother-child behaviour data for analysis of feeding behaviour, thereby setting the scientific standard.  The coding scheme that we use is more detailed than that of Ha and colleagues and therefore the risk of missed data is even greater.  There is the risk that videoing might alter the behaviour of the participants, although Ha and colleagues reported that it did not have a significant impact on maternal or child behaviour.   However, to minimize this risk, we will only video a small number of mother-child pairs, establish satisfactory inter-rater and test-retest reliability among two or three local observers and then use these people as the standard against which to compare other observers.  The ethical issues of using video are addressed under Ethical Assurances section and will be addressed in greater detail for Ethics Review Committee.

The observations will be translated into English and then coded by trained independent raters based on the framework outlined in our previous study (2).  The coding framework consists of 4 behavioural categories: 1) self feeding, 2) responsiveness, 3) active feeding, 4) social behaviour.  These four categories reflect the key components of an optimum style of complementary feeding behaviour (1).   A subset of observations will be coded by a second independent coder to establish reliability.  However, inter-coder reliability using this same observational framework was high in our previous study (r=.91) (2).  In addition to these specific behavioural codes, the number of mouthfuls accepted by a child and the number of refusals will also be recorded.  In most cases each behavioural code or category has a positive or negative classification; positive meaning it promotes feeding, and negative meaning that it is aversive, intrusive or interrupts feeding.  The codes are mutually exclusive except for self feeding which could be a response to the partner's cue or actively initiated on its own.  Because of the importance given to the development of self feeding behaviours, we will code this first (with a subcode of Reponsive or Active).  

Self-feeding, is done by the child, but the mother can behave in a manner to initiate it (mother positive self-feeding) or to discourage it (mother negative self-feeding).  Likewise, the child can pick up food or hold a cup (child positive self-feeding) or not take the cup offered by the mother (child negative self-feed). We operationalized responsiveness as behaviour that is in direct response to the behavioural, gestural or verbal cue of the feeding partner (mother or child) i.e. synchronous (16).  Responsive behaviour on the part of the mother is child-driven; it is in line with the child's cue, not counter to it.  Active feeding is operationalized as behaviour that encourages the child to eat or the mother to feed, either indirectly through words or directly through forcing food into the child's mouth.  Active strategies on the part of the mother may follow a child refusal but are not in line with a child's cues and are mother-driven, for example encouraging a child to eat through verbal direction ("eat, eat"), by diversion (e.g. showing the child a chicken to distract them before offering another mouthful) or by focusing the child's attention (e.g. bringing the child back to the feeding situation after it has been distracted). We code active behaviours as negative if they are clearly aversive, intrusive, or threatening (e.g. force feeding).  Social behaviours take place between the feeding partners but concern non-food topics. Frequencies of each type of self-feeding, responsive, active or social behaviour can then be calculated.     

3. Child’s nutritional status:

Will be assessed through weight for age and weight for height by creating z-scores using international standards.  Although the study is adequately powered to detect a mean difference of .5 of a SD (weight for age), it is unlikely that an expected mean difference of this magnitude will be observed, therefore the primary outcome of the study is behavioural.  Changes in height are not expected.

4. Observation of the intervention

A selection of the sessions (at least one per group for a total of approximately 21) will be observed by research assistants to gauge the extent to which they are consistent with the session plan.  Particular attention will be given to the amount of actual feeding behaviours practiced in the sessions, the number of problems or obstacles identified and solved by mothers and whether materials were provided by facilitators.  This will help to identify problems with implementation.  Different research assistants will conduct these observations to the ones conducting observations of the feeding episodes, so the latter research assistants remain blind to group membership   Refer to Appendix B for a draft copy of the instrument which will be used to structure session observations.      
TentativeTime Line (dependent on when funding can be secured)
February 2006

· RRC & ERC Approval

· Finalise measures and training resources for research assistants, Plan Technical Staff, Community Facilitators 

· Secure funding for the project (UNICEF, Bangladesh University Institute of Education and Development are being approached and have expressed early interest)

· Recruit Research Assistants

· Identify field sites in collaboration with Plan International

March 2006 

· Train Research Assistants

· Train Technical Officers from Plan Bangladesh

· Technical Officers train Community Facilitators.

April 2006   

· Baseline measures 

May - June 2006  

· Intervention sessions 

July 2006

· Endline measures

October 2006

· Follow-up measure

November – December  

· Data Analysis

January –February 2007

· Final Report Writing

Facilities Available


Describe the availability of physical facilities at the place where the study will be carried out. For clinical and laboratory-based studies, indicate the provision of hospital and other types of patient’s care facilities and adequate laboratory support. Point out the laboratory facilities and major equipment that will be required for the study. For field studies, describe the field area including its size, population, and means of communications. 



Plan International Bangladesh will provide space in their field units for the coordinator and investigators to convene with research assistants and train them.  In the north of the country, they provide guesthouse accommodation.  Locked file cabinets are sometimes available; if not we use locks on suitcases which hold data or names of participants until these can be returned to Dhaka.  Communication with Dhaka is through cell phones and email.

Data Analysis



Behaviours will be coded using the previously developed coding scheme (2 as seen in Appendix C) which covers mother and child behaviours in 4 categories, each with a positive and negative pole: self-feeding, responsive, active, social.  The negative pole is for behaviours that are aversive or intrusive.  

Frequencies of behaviours will then be analyzed using an analysis of covariance where differences between intervention and regular groups are examined, covarying pre-session frequencies and other covariates such as child's age, mother's education and family assets.  The PROC MIXED procedure will be used to include fixed and random effects of program and village, respectively.  The same will be done for child's z-scores for weight for length and weight for age. If there is a group difference in z-scores, then a mediational analysis (using the Baron & Kenny method) will be run to determine which behaviours contributed to gains in weight by noting whether the relation between Program and Weight z-score drops when a mediator is covaried.
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Ethical Assurance for Protection of Human Rights

Informed consent will be obtained at the time of registering mother-infant in the groups.  It will be made clear that the decision to attend the sessions is not tied to participation in the research, and that the research is intended to evaluate the parenting program not the mothers.    In addition a sub-sample of mothers (n=15) will be asked for their consent to video them feeding their child with complementary foods (NOT breastfeeding).  Again, it will be made clear to the mothers that their consent to video is entirely voluntary and they can participate in the group and the research without being videoed.  The purpose of the video will be explained to the mothers and they will be informed that the video material will be stored in a locked cabinet. The research assistants will explain the purpose of the study, the rationale and the procedures to be followed.  There are no risks associated with participating in the study.  The benefits of participating in the groups are not known.  Participants will not get paid.  It will be explained to participants that they are free to withdraw from the research or the video recording at any point, without giving a reason.  Withdrawing from the research will not jeopardize their participation in these sessions or any future sessions offered by Plan.  All mothers will be informed that their participation in the research, or refusal, will not either positively or negatively affect their enrollment in subsequent sessions offered by Plan.  Codes will be used to identify participants and documents matching name to number will be kept in a locked drawer.  

Use of Animals



This study does not involve the use of animals.
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Dissemination and Use of Findings

If successful, the Training Manual for Responsive Feeding will be disseminated to organizations implementing nutrition programs in Bangladesh.  They will be offered training of key personnel.  Because this is a widespread problem in Bangladesh, as many organizations as possible will be informed.  Also, because unresponsive feeding practices, either intrusive and controlling or laissez-faire, are common in developing countries, the Manual and study will be disseminated through Dr. Patrice Engle, the responsive feeding expert at UNICEF.  Responsive feeding in early childhood also has implications for the nutritional status of adolescent girls and programs aimed at increasing their food intake.  Because many do not develop an appetite for food when young, they are unlikely to eat more when older.  Findings will also be disseminated at scientific meetings and through submission to peer reviewed academic journals.

Collaborative Arrangements


Describe briefly if this study involves any scientific, administrative, fiscal, or programmatic arrangements with other national or international organizations or individuals. Indicate the nature and extent of collaboration and include a letter of agreement between the applicant or his/her organization and the collaborating organization. (DO NOT EXCEED ONE PAGE)


We will be collaborating with Plan International, the NGO who conducts the Parenting Program and BRAC University Institute of Education and Development (BUIED).  Plan International and BUIED will provide personnel support to help with the general running of the project, data collection and training.  Plan's Technical Officers will attend special training to enable them to support the community mothers who run the sessions.  Plan and BUIED have a strong commitment to this research and we are in the process of developing a Terms of Reference for the project.  
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HEAD OF NUTRITION PROGRAMME, ICDDR,B
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4.1.   As Principal Investigator: 
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	c) Working papers
	

	b)  Monographs
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6    Five recent publications including publications relevant to the present research protocol

1) Ahmed T, Azam MA, Begum N, et al. High level of circulating endotoxin in sera from children with severe diarrhea in Bangladesh. J Endotoxin Res 2004;10(4):223-8.

2) Ahmed T, et al. ICRAM (the International Campaign to Revitalise Academic Medicine): agenda setting. British Med J 2004;329:787-789.

3) Ahmed T, et al. The International Campaign to Revitalise Academic Medicine. Academic medicine: the evidence base. British Med J 2004;329:789-792

4) Ahmed T, Ali M, Ullah M, Choudhury I, Haque E, Salam A, Rabbani G, Suskind R, Fuchs G. Mortality in severely malnourished children with diarrhoea and use of a standardised management protocol. Lancet 1999;353:1919-22.

5) Ahmed T, Islam M, Adhikari S, et al. Use of a standardized protocol based on local diet results in satisfactory rates of weight gain of severely malnourished children undergoing nutritional rehabilitation. J Pediatr Gastroenterol Nutr 2004;39:S277.
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· Received from the President of Bangladesh, the Bangladesh Academy of Science-Dr Sultan Ahmed Choudhury Gold Medal for outstanding achievement in Medical Science, 2003.

· International Health Research Award for 1999 given by the Ambulatory Pediatric Association, USA. This award is given annually for outstanding research and application in Pediatrics. I received the award at the annual congress of Pediatric Societies of North America after a plenary presentation of my research findings.

· Best paper award in Pediatric Gastroenterology in the annual conference of the Commonwealth Society for Pediatric Gastroenterology and Nutrition and the Indian Pediatric 

Association, New Delhi, 1998.

· Awarded the Fellowship for innovative research in developing countries in 1990, by the International Health Federation, UK.
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1    Name

: FRANCES ABOUD

2    Present position
: Professor of Psychology at McGill University, Canada 




Adjunct Scientist at ICDDR,B on part-time secondment from McGill 
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1. Ph.D Psychology, McGill University, Montreal, Canada (1970-1973)

2. M.A. Psychology, McGill University, Montreal, Canada (1969-1970)
3. B.A. Honors Psychology, University of Toronto, Canada (1965-1969)
4. List of ongoing research protocols  

4.2.   As Principal Investigator:  

	Protocol Number
	Starting date
	End date
	% of time

	2005-014
	1/5/ 2005
	30/9/2008
	5%

	
	
	
	


4.3. As Co-Principal Investigator: Not applicable.

	Protocol Number
	Starting date
	End date
	Percentage of time

	
	
	
	

	
	
	
	


4.4.   As Co-Investigator:  Not applicable

	Protocol Number
	Starting date
	Ending date
	Percentage of time

	
	
	
	

	
	
	
	


5. Publications 
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	a. Original scientific papers in peer-review journals
	42

	b. Peer reviewed articles and book chapters
	32

	c. Papers in conference proceedings
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	d. Letters, editorials, annotations, and abstracts in peer-reviewed journals
	0

	e. Working papers
	10

	f. Monographs including books
	2


6. Five recent publications including publications relevant to the present research protocol

1. Moore, A.C., Akhter, S., Aboud, F.E. (2005).  Responsive complementary feeding in rural Bangladesh.  Social Science and Medicine, in press
2. Aboud, F.E. (2006).  Evaluation of early childhood preschool program in rural Bangladesh. Early Childhood Research Quarterly, in press.

3. Aboud, F.E. (2004).  Evaluation of parenting program of Plan Bangladesh

4. Aboud, F.E. (2004).  Cultural perspectives on the interactions between nutrition, health and        psychological functioning.  In WJ Lonner et al (Eds.), Online Readings in Psychology and Culture (http://www.wwu.edu/~culture)

5. Ticao, C.J., & Aboud, F.E. (1998).  A problem-solving approach to nutrition education with    Filipino mothers.  Social Science and Medicine, 46, 1531-1541.
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: ANNA MOORE

2. Present position
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3. Educational  background
: 

1.  Diploma in Clinical Neuropsychology, Institute of Psychiatry, London, UK (2003)

2   Doctorate in Clinical Psychology, University of London, UK (1998-2001)                                                                                  

3.  BSc in Psychology, The University of Birmingham, UK (1993-1996)

4. List of ongoing research protocols  

4.1 As Principal Investigator:  Not applicable
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	End date
	% of time

	
	
	
	

	
	
	
	


4.2 As Co-Principal Investigator: Not applicable.

	Protocol Number
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	End date
	Percentage of time

	
	
	
	

	
	
	
	


4.3   As Co-Investigator:
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	Ending date
	Percentage of time

	
	
	
	

	
	
	
	


5 Publications 

	Types of publications
	Numbers

	a. Original scientific papers in peer-review journals
	2

	b. Peer reviewed articles and book chapters
	0

	c. Papers in conference proceedings
	1

	d. Letters, editorials, annotations, and abstracts in peer-reviewed journals
	0

	e. Working papers
	0

	f. Monographs
	0


6 Five recent publications including publications relevant to the present research protocol

1. Moore, A.C., Akhter, S. & Aboud, F.E. Responsive Complementary Feeding in Rural Bangladesh.  Social Science and Medicine, in press.

2. Moore, A.C., MacLeod, A.K., Barnes, D. & Langdon, D.W.  Future-Directed Thinking and Depression in Relapsing-Remitting Multiple Sclerosis.  British Journal of Health Psychology (Accepted for publication)

3. Moore, A.C., Akhter, S. & Aboud, F. (2005).  Evaluation of Pilot Preschool Programs of PLAN Bangladesh.  Bangladesh Education Journal, 4(1), 33-39.

APPENDIX A:  EXAMPLE OF A SESSION FROM RESPONSIVE PARENTING MANUAL

SESSSION 3.  Self Feeding: Reading and responding to your child’s signals 

Basic Information

Before children speak in words, they communicate with others using sounds and body movements.  This includes cries of anger or sadness, squeals of joy, smiles of happiness, tense forehead creases, eyes that watch with interest, eyes that watch with fear, hand movements indicating “give me”, hand movements indicating “go away”, mouth movements indicating “I am not ready for more food”, mouth movements indicating "give me more food".  Sometimes it is easy to know what your child needs, other times it is harder; for example, a cry can signal one of ten different needs.  You will have to work out what your child is trying to tell you by offering different things and seeing which is accepted.  

Responsive feeding means that mothers watch and listen to their child, identify the child's signals, and respond in line with the signal, not against the signal (as long as the child is not being hurtful or destructive).  This means that if the child, wants to take a mouthful of egg, not rice, then the mother should provide the egg or if the child reaches out to touch the food then the mother should encourage the child, not stop it. The mother should respond as soon as the signal is made by the child.  If the child is reaching for food, give the food immediately; do not wait.  If your child is giving hunger signals while the food is being prepared, give her a small piece of fruit or vegetable to take the edge of her hunger.  However, if the child is being destructive or hurtful, then the mother should respond by saying, "Don't hit your sister [or some such rule]; go play with your own things."

Objectives

By the end of the session, the mothers will have:

· understood the many different cries and their different meanings

· noticed appetite & satiety signals from their own child when given food to eat

· responded verbally and behaviourally to some of their child's signals

Session Duration: 1 hour – 1 hour 15 minutes

Materials:  Sweet pumpkin, gourd, or other fruits & vegetables

                  Bucket of water, soap on a rope


      Drinking water

Session Review (10 minutes):  What was practiced last week during the session? What were the key messages? What problems were solved? Did the mothers try this at home? What obstacles did they meet?  How could they overcome these obstacles?
Activity 1.  Group Discussion: A cry is a signal. What many things children say to you when they cry? (20 minutes)

The purpose of this activity is to develop the idea that although children can not speak yet, they try to communicate their needs in other ways, for example through cries.  Mothers need to notice the child’s cry and try to work out what their child is trying to tell them, they should do this by trying different things. One cry will mean hunger, so the child should be given food, another cry will mean boredom, so the mother should play with her child.  

“When does your child cry? What do you think she might be trying to tell you when she cries”

  Start by saying that many children cry when they are sick.  Let mothers share other times when their child cries.  

For example:  children cry when they

· fall and hurt themselves, they cry loudly with pain

· see their mother depart, they cry and stretch out their arms or cling

· are angry, they cry with a loud forceful sound [almost yelling]

· are frustrated because they are stopped from doing something, they cry

· are frightened, they cry with screams

· are hungry

· are bored

Then ask the mothers:

“How do mothers know what their child is crying for?” 

Sometimes they know from the sound, but often mothers cannot know.  So they have to try different things to see what the child needs.  

Mothers can ask: 

1) Are you hungry?  And show: some food

2) Do you want to talk and see some animals?   And start to talk and show something.

3) Are you frightened of the stranger?   And hold the child while he/she watches the stranger.

4) Mothers can give the child some of their own clothing to hold while the mother is away.


Activity 2. Self-Feeding: reading & responding to child signals (25 minutes)

The purpose of this activity is for the facilitator to model to the mothers how they should READ their child’s hunger and satiety signals and how they should RESPOND.
The facilitator should demonstrate first.  Identify one child who you know is lively and good at giving signals.  Let everyone watch as the mother puts food on the plate for the child to eat.  

While the mother is laying out food, the Facilitator should Read the child’s signals by commenting on them:  

"See his head moving. See his eyes are watching the food.  See his smile. His hands are moving but they don't yet reach for the food.  I think this child is hungry and ready for food” 

“Look, his mouth is open and he is looking at the carrot, but he turns his head when she offered it to him.  I think this child wants to eat the carrot by himself”  

“This baby has a plate of food in front of him but he is looking at the water.  I think he wants a drink to moisten his mouth before he starts”

The Facilitator should then point out how the Mother can Respond by acknowledging and interpreting each signal: 

"Baby, I see that you are looking at this tasty food.  Are you hungry?  Now you are smiling at the tasty food.  Do you want to eat it?  You can reach for the food and pick it up if you are hungry.  Start eating whenever you are ready."  

“ Baby, you have some tasty food there but I can see you looking at the water, would you like to have drink before eating food?”  Here take the glass, you can do it yourself, you are such a grown-up girl now”

Let the child pick up and eat the food as soon as he/she starts to show the "hunger" signals.  The mother can continue to observe signals and responding to them with words.  

"Baby, do you like the pumpkin that you picked up?  You are such a good baby.  Now you have finished all the pumpkin.  What else do you want to eat?  I have some carrots, bananas & egg.  What do you like?”

Then mothers can go in pairs as before to repeat the activity on their own. Mothers should help each other if necessary.  

Activity 3:  Group Discussion: What hunger & satiety signals did your child give you? (15 minutes)
The purpose of this activity is for the mothers to notice their own child’s hunger & satiety signals.  Each child is different, so it is important that mothers get to know & understand their own child’s signals.  The mothers should be encouraged to discuss the signals they noticed from their child and how they responded to the signal. 

“What hunger & satiety signals did your child give you?” (E.g. she opened her mouth when she saw the food, she leaned towards the plate, she picked up the carrot, she turned her head, etc)

“Did you respond in line with your child’s signals or against them”?

“How did your child respond when you responded in line with her signals?”  How did she respond if you acted against her signal?”, “Did she eat the food or reject it?”


APPENDIX B

CHILD ID CODE:_______________

Responsive Parenting:  Pretest Mother Interview

RAID__________

The information in the box should be written in English

I have some questions to ask about you, your child and household.

1. Does your child have any problems eating solid foods?   N
Y

If YES, What kind of problems does your child experience? [ask "what else" after each answer] 

________________________________________________________________________________________________________________________________________________________________________________________________________________________

2.  I will ask you some more questions about your child's eating in a moment but first I would like ask some questions about you and your household.

Who lives in the household, (include the mother)?   

	Relation to Child
	Sex
	Age
	Education
	Occupation

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Age= years for adults; months for children

Education= number of years schooling

Occupation = rickshaw=1; wage labourer=2; farmer=3; fisherman=4; merchant=5; professional=6; government=7; housewife=8; not employed or retured = 9

3.  What is your religion?  Muslim=1   Hindu=2   Christian=3   other = 4

4.   Do you have an activity that brings money or goods? N      Y (specify)__________________________________

5. Which of the following do you have in your household?

	1.  Table
	N   Y
	5.  Almirah
	N   Y
	9.Clock/watch
	N   Y

	2.  Chair
	N   Y
	6.  Bed/cot
	N   Y
	10.  Tubewell
	N   Y

	3.  Latrine
	N   Y
	7.  Bicycle
	N   Y
	11.  Radio
	N   Y

	4.  Television
	N   Y
	8.  Electricity
	N   Y
	TOTAL
	          /11


6.   Do you own a homestead?    N    Y


7.  Do you own land for production?   N    Y


8. How much say do you have in deciding:

    i) what food to give your children?

_____

    ii) what medical care to seek if someone is sick?_____

9. May I take the height and weight of your child? 


Child Weight:   ___  ___ . ___       



Child Height:  ___  ___ .  ___




10. Has your child been sick in the past one-week?      
     N    Y



with diarrhea (loose, watery stools 3x per day)   N    Y 



with cough, rapid or difficult breathing               N    Y 



with fever                                                             N    Y

11.  Do you currently breastfeed your child?  N   Y    

If YES, then how many times per day?________

If NO, have you ever breastfed your child?   N   Y 

12.  What age did you start giving your child foods other than breastmilk?____________ 

13. What did your child eat yesterday?  I want to know everything your child ate yesterday even if it was something small, so please try to think about everything your child did yesterday and when food was eaten and what they ate.  Include the number of times the child had breastmilk.

Morning

________________________________________________________ Breastmilk ___   (n of times)             

Afternoon

  __________________________________________________________  Breastmilk ___ (n of times) 

Evening

_________________________________________________________  Breastmilk ___ (n of times) 

14. You said right at the beginning of the interview that your child has problems eating food other than breastmilk.  Have you done anything to try and overcome these problems?                  N        Y

If YES, what solutions have you tried? [ask "what else" after each answer]

(Tick the box/es according to the strategies that the mother mentions, you can tick more than one. Do not prompt the mother, other than to ask her “what else”?)

	1.Diverting the child's attention

(e.g. showing the child an interesting object or animal)
	

	2. Verbally directing the child to eat

(e.g. saying"eat, eat")
	

	3. Force Feeding
	

	4. Following the child around with food
	

	5. Doctor/vitamins
	

	6. Pause
	

	7. Beat or threaten to beat
	

	8. Threaten to give food to someone else
	

	9. Increase selection of food
	

	10. Model
	

	11. Praise/encourage
	

	12. Food games
	

	13. Encourage self feeding
	

	14. Other (please specify below)
	


________________________________________________________________________________________________________________________________________________________________________________________________________________________

Arrange a time when you can go back and observe the child eating a meal (not a snack).  Make it clear to the mother that you want to observe a normal mealtime so that they should not do anything differently just because you are coming. It should be the mid-day meal. 

Now go back & check that you have completed all the questions correctly.
Thank the mother for taking part in this research 
Responsive Parenting: Observational Data
This will be administered at pretest, posttest and follow-up
Observe a mid-day meal (not a snack).
Explain that you will sit quietly to one-side and that you will not talk during the observation.  Say that you would like to ask the mother some questions after she has fed her child.

The information in the box should be written English and copied into your notebook 

1.  Who Fed the child:  
self-fed     mother     aunty     grandmother     sibling 

(circle the person who took fed the child most of the time)

2.  What foods were offered to the child? (include milk and all foods that were offered, even if the child refused)

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

At the end of the observation 

3.  Do you think your child was hungry before the meal?                                         N     Y

4.  Would you have fed your child at approximately this time even if I was not here to observe?                             






           



 N     Y

5.  Would you say this is a fairly typical mealtime for your child 








                                                                        

N    Y

IF No, what was unusual about the mealtime today (e.g. the quantity that the child ate, the type of food, the child’s response to the food, the mother’s behaviour).  [ask "what else" after each answer]

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6.  Now I am going to read some statements to you and I would like you to say whether you Agree or Disagree with the statement.  Then ask whether the mother just agrees/disagrees or whether she STRONGLY agrees/disagrees.  Explain that this is not a test and there are no right or wrong answers.

i)  I feel tense when I feed my child.

Strongly Agree
Agree

Disagree
Strongly Disagree

          
1                           2                      3                              4

ii) I worry that my child is not eating enough food.

Strongly Agree
Agree

Disagree
Strongly Disagree

          
1                           2                      3                              4

iii) My child is likes to eat (interested in) solid foods

Strongly Agree
Agree

Disagree
Strongly Disagree

          
1                           2                      3                              4


(4)

   (3)

   (2)                              (1)

Thank the mother for participating in the research

CHILD ID CODE__________

Responsive Parenting:  Posttest

The information in the box should be written in English

I would like to ask you some questions about how your child is feeding at the moment and about what you learnt from the Plan sessions that you attended.

1.  Does your child have any problems eating solid foods?                          N
Y

If YES, What kind of problems does your child experience? [ask "what else" after each answer] 

________________________________________________________________________________________________________________________________________________________________________________________________________________________
2. What did your child eat yesterday?  I want to know everything your child ate yesterday even if it was something small, so please try to think about everything your child did yesterday and when food was eaten and what they ate.  Include the number of times the child had breastmilk.

Morning

________________________________________________________ Breastmilk ___   (n of times)             

Afternoon

  __________________________________________________________  Breastmilk ___ (n of times) 

Evening

_________________________________________________________  Breastmilk ___ (n of times) 

3.  Has your child been sick in the past one-week?


N

Y


with diarrhoea (loose, watery stools, x3 times a day)

N

Y


with cough, rapid or difficult breathing


N

Y


with fever






N

Y

4. May I take the height and weight of your child?

Child Weight: ___  ___ . ____





Child Height: ___   ___ . ____

5. How many of the sessions did you attend? ___________________________

6. How would you evaluate Plan's sessions?  Very good  = 3  More or less good = 2  Not good = 1 



7.  What did you like?  _______________________________________________

What did you not like?  ____________________________________________

8.  Do you do anything differently now after attending the Plan sessions?  If yes, what? (probe, "What else?")

______________________________________________________________________________________

Agree a suitable time to come back to observe the mother feeding her child.

Thank the mother for participating in the study.

CHILD ID CODE_____________

Responsive Parenting: 3 Month Follow-Up
RAID__________
The information in the box should be written in English
In [month] you attended some group sessions about feeding your child.  We visited you before the sessions and then again soon after they had finished.  This is our last visit and I would like to ask you some questions to find out how your child is eating now and whether you have experienced any problems implementing the new strategies you learned in the group at home.

1. Over the past 3 months, has your child had any problems eating solid food?


N

Y

If YES, What kind of problems does your child experience? [ask "what else" after each answer] 
________________________________________________________________________________________________________________________________________________________________________________________________________________________
2. What did your child eat yesterday?  I want to know everything your child ate yesterday even if it was something small, so please try to think about everything your child did yesterday and when food was eaten and what they ate.  Include the number of times the child had breastmilk.

Morning

________________________________________________________ Breastmilk ___   (n of times)             

Afternoon

  __________________________________________________________  Breastmilk ___ (n of times) 

Evening

_________________________________________________________  Breastmilk ___ (n of times) 

3.  Has your child been sick in the past one-week?


N

Y


with diarrhoea (loose, watery stools, x3 times a day)

N

Y


with cough, rapid or difficult breathing


N

Y


with fever






N

Y

4. May I take the height and weight of your child?

Child Weight: ___  ___ . ____





Child Height: ___   ___ . ____

5a). Now I am going to ask you about some things that are easy or difficult or impossible to do while feeding your child.  I want you to tell me which of these things are easy for you to do every day, difficult to do so sometimes you do and sometimes not, and impossible in that you never do it. 

Put a tick in the relevant box

	Feeding Strategy
	Easy
	Difficult
	Impossible

	1.  Encouraging my child to self feed
	
	
	

	2.  Talking to my child during mealtimes
	
	
	

	3.  Encouraging my child to eat by praising him or her
	
	
	

	4.  Responding according to my child's signals
	
	
	

	5.  Giving my child a variety of different foods
	
	
	

	6.  Giving my child fruits and vegetables
	
	
	

	8.  Washing my child's hands before s/he eats
	
	
	

	9.  Encouraging my child to play
	
	
	

	10. Not force feeding my child
	
	
	

	11. Not beating my child
	
	
	


5b) If the mother says that something was difficult or impossible, ask her to give a reason why it was difficult or impossible (e.g. she does not have enough money to give a variety of foods, her mother in law does not agree with the new feeding strategies, the child does not want to self feed).  Encourage the mother to be as specific as possible.

Feeding Strategy     Reason

(number)

__________

______________________________________________________

__________

______________________________________________________

__________

______________________________________________________

__________

______________________________________________________

__________

______________________________________________________

__________

______________________________________________________

__________

______________________________________________________

__________

______________________________________________________

__________

______________________________________________________

__________

______________________________________________________

Agree a suitable time to come back to observe the mother feeding her child

Thank the mother for participating in the study.

Instructions for Observations of Responsive Parenting Sessions

Observations of groups should be done by 3 people (Sadika and 2 research assistants).  There are 2 parts to the observations.  Part I is an observation of mother behaviour during the session.  Each researcher will observe 1-2 mother-child pairs* and complete the Observation Form for Part I. Decide before the observation starts who will observe which pairs.  Part II is an evaluation of the quality of the group in terms of provision of materials, activities completed, and the facilitator behaviour.  During the session, take notes about what you see.  After the session has ended, the observers should meet and discuss their observations and jointly complete Part II.  Observers should record any additional information or observations in the section at the end.

Part I: Observing Mother Behaviour 

Practice:  Did the mothers use the materials available to them (e.g. blocks, mango, banana)?    Did the mothers engage in the activity (e.g. Did they participate, ask questions, seem interested). Briefly describe mother and child behaviour (e.g. mothers alertly watching, mother praising their child’s attempt to touch blocks, child looking at mango).  Also record the number of occasions each mother-child pair practiced a new behaviour (1x or 2x or 3x+).

Problems & Solutions

Complete the problems section as a total for the mothers you are observing.     In part II you will combine this data with the data from the other observers to obtain a group total.

I) How many feeding problems were mentioned?  (e.g. my child does not eat solid foods, my child has not appetite, my child just wants to eat sweet foods)

II) How many problems associated with enacting new feeding strategies in the home were mentioned? These are problems the mother or child encountered when trying the new proposed behaviour. (e.g. my mother-in-law will not like this idea, I don't have money to buy fruit, my child is not interested in food).  

Solutions: For each problem, how many solutions were suggested?  Who suggested the solution – a mother or the facilitator?  

* Each mother-child pair consists of 2 mothers and 2 children.

Part II: Group Activities

Activities Completed: List each activity and beside each note the following: 

I) What materials were provided by the facilitators for the mothers?

II) Were each of the activities set out in the session plan completed? If they were not completed or only partly completed give the reason (e.g. no one interested, not enough time, facilitator not persuasive enough, instructions not clear, facilitator did not understand the instructions).

III) Rate the response of the mothers to each activity (Excellent, Good, Satisfactory, Poor) and justify your rating (e.g. Did they participate?  Did they enjoy the activity? Did they ask questions?  Did they make any comments about the activity?  Did the children comply?)
Facilitator Behaviour.

I) Understanding:  Did the facilitator demonstrate a good understanding of the material covered in the session?  Justify your rating, say what she did or did not do to make you think that her understanding was excellent, good satisfactory or poor? 

II) Mother Participation:  Did she allow the mothers to participate and discuss or was her style didactic? Justify your rating, say what she did or did not do to make you rate mother participation as excellent, good satisfactory or poor? (e.g. she dominated the group, she did not let the mothers talk, she asked open ended questions which stimulated discussion, she encouraged mothers to offer their ideas)

Group Total for Problems & Solutions

Sum the data on problems & solutions across 3 observers

General Observations

Record any other observations about how the group went.  What activity generated the most mother participation?  What activity generated the least? What should be done differently?

Responsive Parenting Sessions: Observation Form

Part I:  Observation of Mother Behaviour During the Group

Practice 1

Did the facilitator present the activity correctly?       N
Y


Mother-Child 1:








Mother 1

Mother 2
Did the mothers engage with the activity?

N
Y

N
Y

If materials were provided, were they used? 

N
Y

N
Y     

Number of times activity practiced?

            1    2    3+
            1    2    3+

Briefly describe mother & child behaviour?

Mother 1_______________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________

Mother 2_______________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________

Mother-Child 1:








Mother 1

Mother 2
Did the mothers engage with the activity?

N
Y

N
Y

If materials were provided, were they used? 

N
Y

N
Y     

Number of times activity practiced?

            1    2    3+
            1    2    3+

Briefly describe mother & child behaviour?

Mother 1_______________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________

Mother 2_______________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________

Practice  2

Did the facilitator present the activity correctly?       N
Y


Mother-Child 1:








Mother 1

Mother 2
Did the mothers engage with the activity?

N
Y

N
Y

If materials were provided, were they used? 

N
Y

N
Y     

Number of times activity practiced?

            1    2    3+
            1    2    3+

Briefly describe mother & child behaviour?

Mother 1_______________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________

Mother 2_______________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________

Mother-Child 1:








Mother 1

Mother 2
Did the mothers engage with the activity?

N
Y

N
Y

If materials were provided, were they used? 

N
Y

N
Y     

Number of times activity practiced?

            1    2    3+
            1    2    3+

Briefly describe mother & child behaviour?

Mother 1_______________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________

Mother 2_______________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________

Problems & Solutions  

Old Feeding Problems raised by Mothers:

1
2
3
4
5

Number of solutions raised by: Facilitator

___    ___     ___      ___     _____




              Mothers

___    ___     ___      ___     ___


New Practice Obstacle raised by Mother :

1
2
3
4
5

Number of solutions raised by: Facilitator

___    ___     ___      ___     ____




              Mothers

___    ___     ___      ___     ____

What were the obstacles mentioned by the mothers?

1. ______________________________________________________________________

2.______________________________________________________________________

3.______________________________________________________________________

4.______________________________________________________________________

Part II:  Evaluation of the Quality of the Group

Activities Completed

Activity 1

Materials________________________________________________________________

Was activity 1 completed? 

Yes

No

Partly

If No or Partly Why?_______________________________________________________

________________________________________________________________________

Mothers Response:
Excellent     Good      Satisfactory
Poor

Justify your rating_________________________________________________________

_______________________________________________________________________

Activity 2

Materials_______________________________________________________________

Was activity 1 completed? 

Yes

No

Partly

If No or Partly Why?_______________________________________________________

________________________________________________________________________

Mothers Response:
Excellent     Good      Satisfactory
Poor

Justify your rating_________________________________________________________

_______________________________________________________________________

Activity 3

Materials_______________________________________________________________

Was activity 1 completed? 

Yes

No

Partly

If No or Partly Why?_______________________________________________________

________________________________________________________________________

Mothers Response:
Excellent     Good      Satisfactory
Poor

Justify your rating_________________________________________________________

_______________________________________________________________________

Activity 4

Materials_______________________________________________________________

Was activity 1 completed? 

Yes

No

Partly

If No or Partly Why?_______________________________________________________

________________________________________________________________________

Mothers Response:
Excellent     Good      Satisfactory
Poor

Justify your rating_________________________________________________________

_______________________________________________________________________

Facilitator Behaviour

Understanding:

Excellent     Good     Satisfactory      Poor

Justify your rating_________________________________________________________

_______________________________________________________________________

Mother Participation:

Excellent     Good     Satisfactory      Poor

Justify your rating_________________________________________________________

_______________________________________________________________________

GROUP TOTAL FOR PROBLEMS & SOLUTIONS

Combine all the problems and solutions from all observers to make a group total

Old Feeding Problem raised by ALL Mothers:
1
2
3
4
5


Number of solutions raised by: Facilitator

___    ___     ___      ___     ___




              Mothers

___    ___     ___      ___     ___


New Practice Obstacles raised by ALL Mothers:
1
2
3
4
5


Number of solutions raised by: Facilitator

___    ___     ___      ___     ___




              Mothers

___    ___     ___      ___     ___

What were the obstacles mentioned by the mothers?


Number of Mothers 

1. ____________________________________________________________________

2.____________________________________________________________________

3.____________________________________________________________________


4.________________________________________________________

____            

5._____________________________________________________________________

6._____________________________________________________________________

7._____________________________________________________________________

8._____________________________________________________________________

9._____________________________________________________________________

10.____________________________________________________________________

Other Observations

(What worked really well?; What did not work?; What do you think should be done differently?)

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

APPENDIX C

Behavioural Feeding Codes Moore, Akhter & Aboud, in press
	Mother
	Child

	1. Self-Feeding:  directed toward or indicative of child putting food into own mouth 

	Positive behavior  

allows, promotes self-feeding, e.g. gives child food to eat herself, verbally encourages or praise

Negative behaviour 

discourages, disallows, interrupts, e.g. "no"; pushes child's hand away, tells the child that mother will feed
	Positive behavior 

self-feeding attempt, e.g. holds utensils/cup, puts food into mouth

Negative behaviour: 

rejects self-feeding, e.g. says "no" or throws food that she was given

	2. Responsive Feeding sensitive, synchrony, responds in accordance with other's cue

	Positive behaviour

synchronous response promotes continued feeding, e.g. interprets child feeding cues, responds to child's needs.
	Positive behaviour

e.g. accepts food when it is offered

	Negative behaviour

synchronous response interrupts feeding, e.g. responds to child's reluctance cues by ending feeding episode prematurely.
	Negative behaviour

responds to mother's cue by interrupting feeding, e.g. walks away, refusal

	3. Active Feeding:  encourages, keeps interested

	Positive behaviour (see detailed codes below)

mother-initiated attempt to arouse child's interest, e.g. talks about food, models, food games, verbal encouragement, distraction if intent is to feed, refocusing attention such as taking on knee.
	Positive behaviour

child-initiated attempt to get food, e.g. looks at food, says food words, requests food/drink, touches food, opens mouth, cries for food.

	Negative behaviour

aversive, intrusive attempts to direct feeding, e.g. force-feed, holds child's head, threats, shakes child
	Negative behaviour

 Shows disinterest, discouragement

	4. Social Behaviour toward feeding partner only but not directly related to feeding

	 e.g. talking (but not about food), touching, smiling, looking, laughing.
	e.g. talking (but not about food), touching, smiling, looking, laughing, cries but not in response to food.

	5. Distracting Feeding Situation

	Distraction

encourages attention away from feeding, e.g. by talking to someone other than child
	Distraction

child is distracted from eating, child can be active party or reactive ( include social interaction directed towards non-feeder) 


	Extra codes concerned with feeding behaviour

Mother Offers Food

Mother offers or gives food without any special responsive or encouraging strategy
	Child Stops Feeding

e.g. Child breaks or pauses from feeding situation.  Not a specific refusal and no evidence of environmental distractors


Note. Self-feeding codes may overlap with Responsive or Active. Consequently, Self-feeding could be double-coded or given priority.
Mouthful: A 'mouthful' of food is defined as any food that is put in the child's mouth by the mother or the child itself.  The observer makes a judgement about whether the amount of the food constitutes a mouthful (e.g. a grain or two of rice would not be included).  Force Feeding: Includes any behaviour by the mother which encourages the child to eat using forceful or aversive strategies such as forcing open the child's mouth with her fingers (e.g. by squeezing the cheeks) or a spoon, forcing a child's mouth shut after she has taken food into the mouth to make the child swallow the food, or holding the child's entire head still so she can't turn away when offered food.  

APPENDIX D

International Centre for Diarrhoeal Disease Research, Bangladesh

Voluntary Consent Form

Verbal or Written Consent Form 


Title: Effectiveness of a community-based responsive feeding program  


Principal Investigator: Professor Frances Aboud



Plan Bangladesh are offering a Parenting Program for mothers of children under 3 years living in your village.  We are from ICDDR,B and we are working with Plan Bangladesh to assess the effectiveness of the parenting program that is being offered in your village.  We are particularly interested in finding out what is happening with your child during feeding.  We are asking if you would like to participate and help us assess the effectiveness of the program. If you participate in our study, we will ask you some questions before and after you participate in the parenting sessions, and we will observe you and your child when s/he is eating.  The interview will be to find out how your child is eating (12-24 months).  We will also measure the weight and height of your child. We can do the observations and the interview at your home at a time that is convenient for you. The interview will take about 10 minutes, and to watch your child during a mealtime will take about 30-45 minutes.  We will do this at three times: before starting of the parenting sessions, about a month later when you complete the program and then about 3 months after that. Each time we visit you we will ask for your consent.
You will not receive any money for participating in our study and no meals will be provided. Your participation and cooperation is entirely voluntary; it is your decision whether or not to participate. You can still join the parenting program even if you do not do the interviews. Also you have the right not to answer any questions you do not want to and you can withdraw from the study at any time, without giving a reason. Your decision to participate in the research will not in any way affect your participation in Plan's current or future activities.

There is no risk to you or your child if you decide to participate.  Nothing harmful will come from it. Plan hopes you will benefit from the parenting program, and we hope that the findings from the interviews will help mothers who join after you. But the interviews won’t give you any immediate benefit.

During the interviews and mealtime observations we will write down some notes about what we see you and your child doing during feeding. You can fully rely on us to keep confidential your identity and the information you provide. The papers containing the information will remain with us at ICDDR,B in a locked cabinet and no one except the people involved with this research and the Ethical Review Committee of ICDDR,B will be able to see the information.  However, we would like to inform you that disclosure of such information is subject to the laws of the country.  

We are also asking some mothers if they would allow us to film when they feed their children solid foods. We will NOT film during breastfeeding. The purpose of the filming is to show our supervisor the films; this way she can check that we have written down all the important information and that our note taking is accurate. The films will also stay with us at ICDDR,B in a locked cabinet and will only be shown to people who are involved in the study and the Ethical Review Committee of ICDDR,B.  If you disagree with the filming but agree to the interviews and observations, then we will respect your decision and do only the latter. If you have any question you can ask us without hesitation. I am ready to answer all your questions.  If I am unable to answer your question then you can contact Dr. Anna Moore, Clinical Sciences Division, ICDDR,B, Mohakhali, Dhaka, personally or over telephone at the following number: 881-1751 to 60, Extension: 2313.

Do you have any questions?
Yes – Answer questions,   No  -  Go to next question.

Do you agree that you and your child will participate in the interviews?  


No -  Thank you. I’m sure you will enjoy the sessions.  Leave.


Yes –  Ask when it would be a good time to come and do the interviews.

If yes, Do you agree that you and your child will be filmed?


No – Then no filming will be done – only the interviews.


Yes – Thank you.  You are free to change your mind if you find the filming disruptive.

The interviewer will complete this section:

This consent form was read to her and all the questions have been answered and she has agreed to give an interview herself and let her child participate.  Date: ______

Signature of the interviewer: _______________________________  Code: __  __  __

Signature or thumbprint of mother __________________________

Agreed to filming: Signature or thumbprint of mother _________________________
Detailed Budget for New Proposal


Project Title: Effectiveness of a Community-Based Responsive Feeding Program
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See attached spreadsheet

We are in the process of applying for funding.

	Draft Budget:  Responsive Parenting Study
	 
	 
	 
	 
	 
	 

	Contact Person:  Anna Moore ext: 2313
	
	
	
	
	
	

	Salary
	Number
	% time
	Period
	Daily Rate USD
	Days/month
	Cost

	PI /Co-PI (Professor Frances Aboud)
	1
	15%
	3 months
	400
	3
	3600

	Co-Investigator (Dr Anna Moore)
	1
	45%
	9 months
	150
	9
	12150
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	1
	15%
	6 months
	 
	 
	 

	ECD Health Coordinator: PLAN staff member
	1
	5%
	4 months
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	12
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	40
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	400
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	1
	40
	 
	15
	 
	600
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	12
	70
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	12
	70
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	Training 
	 
	 
	 
	 
	 
	 

	Training for Facilitators/Technical Officers/ RAs 
	 
	5
	 
	 
	 
	1500

	 
	 
	 
	 
	 
	 
	 

	Supplies/Materials
	 
	 
	 
	 
	 
	 

	Development of manual (including translation)
	 
	 
	 
	 
	 
	714

	Copying interview questionnaires
	 
	 
	 
	 
	 
	86

	Supplies (pens, paper, cassettes, briefcases)
	 
	 
	 
	 
	 
	714

	Internet connection
	 
	 
	 
	 
	 
	300

	Food (fruit, vegetables for children for parenting sessions)
	 
	 
	 
	 
	 
	400

	 
	 
	 
	 
	 
	 
	 

	SUBTOTAL
	 
	 
	 
	 
	 
	41173

	Overhead @32%
	 
	 
	 
	 
	 
	13175

	OVERALL TOTAL
	 
	 
	 
	 
	 
	54348

	Calculation:
	
	
	
	
	
	

	PI= 3 days  per month x 400 USD per day x 3 months= 3600
	
	
	
	
	

	Co-PI= 9 days per month x 150 USD per day x 9 months= 12150
	
	
	
	
	

	Administrator= 6 days per month x 13 USD per day x 9 months = 702
	
	
	
	
	

	SFRA = 24 days per month x 7.66 USD per day x 4.5 months x 12 people = 9927
	
	
	


Budget Justifications


Please provide one page statement justifying the budgeted amount for each major item.  Justify use of man power, major equipment, and laboratory services.


Personnel

P.I  and Co investigator will manage the project, design the measures, analyse the data and write the report.

Research Supervisor & ECD Health Coordinator will organize the research assistants, supervise their field work, and assist with training.  They will also be the link person between ICDDR,B, BUIED and PLAN.  Their salaries are covered by PLAN / BUIED.

Senior Research Assistants will be paid on a daily wager at GS4.  The total sum is based on a one month data collection for 12 SFRA’s at pretest, posttest, and follow-up.  There is also an allowance for the action research during the period of the intervention plus some time for data entry and coding.  

The administrator will manage the administration, pay the research assistants and handle all other finances.

Training costs

This includes travel, food and materials for training the Technical Officers, SFRA and Community Facilitators.

Local Transport & Perdiem

Calculated on approximately 24 days per month X 3 (pretest, posttest, follow-up) = 70 days for local transport and accommodation.  Also included are costs for the research coordinator from Plan/BUIED  and PI and Co-Investigator to visit the field site. 

Supplies & Materials

Most items on the budget are self-explanatory.  Food will be purchased for each session along with some basic play materials for children, such as blocks.

Other Support

Describe sources, amount, duration, and grant number of all other research funding currently granted to PI or under consideration. (DO NOT EXCEED ONE PAGE FOR EACH INVESTIGATOR)


Frances Aboud:  Grant from Save the Children  US, SUCCEED Project.

Evaluating SUCCEED Preschool Quality and Primary Student Performance  RRC 2005-014

Duration 2005 to 2008

Budget code:  01111268  is one of them (there are several)

Amounts:  approx $65, 000
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After completing the protocol, please check that the  following selected items have been included.

1. Face Sheet Included             x               
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3. Certification and Signature of  PI on Face Sheet, #9 and #10 x

4. Table on Contents    x

5. Project Summary     x
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7. Biography of Investigators x

8. Ethical Assurance     x

9. Consent Forms         x

10. Detailed Budget       x

APPENDIX E

REVIEWER #1:  COMMENTS 1

Title:  Effectiveness of a Community-based Responsive Feeding Program

Summary of Referee’s Opinions:

	
	High
	Medium
	Low

	Quality of project
	
	X
	

	Adequacy of project design
	
	
	X

	Suitability of methodology
	
	
	X

	Feasibility within time period
	
	X
	

	Appropriateness of budget *
	
	
	

	Potential value of field knowledge
	
	X
	


* No budget included

CONCLUSIONS

I support the application:

a) without qualification      

□

b) with qualification
X       Multiple problems with the proposal in its current form. Recommendation is for the applicants to revise the proposal and undergo another review. 

      - on technical grounds

X   
      - on level of financial support
□

I do not support the application
□

Name of Referee: 

Signature: ___________________________

Date: 23 Nov. 2005

Position:  

Institution: 

Address: 

Effectiveness of a Community-based Responsive Feeding Program

Response to Reviewer #1

Significance

1. There are a number of factors related to children’s feeding behaviour that are not addressed, including household food insecurity, the type of food offered, the context, and routines in which feeding occurs, child’s current health status.

Response  

Most of these were included but perhaps missed by the reviewer.
Family assets and land are assessed instead of food insecurity. The type of food offered during the observations will be recorded and mothers' 24-hour diet recall for food type (not quantity) was included in the Mother Interview (pretest), see Appendix. B. Information about the context and routines of feeding in Bangladesh has been documented in previous studies (e.g. Moore et al., in press; Guldan et al., 1993); it is not particularly variable and should be equivalent across groups.  Information about how long the meal lasted and who was the principal feeder will be recorded.  Information on the child’s current health status will also be obtained from the Mother Interview. 

Approach:

2. The objectives, aims, hypotheses, and measures do not agree. For example, the objectives focus on maternal responsiveness and on child gestures, self-feeding, mouthfuls, and gains in weight and height. The hypothesis (page 8) focuses exclusively on maternal behavior, with no mention of child behavior or growth. The aims include maternal behaviors (responsive feeding, less force feeding, more encouragement of self feeding) and child behaviors (active interest, mouthfuls, and self feeding). The hypotheses (page 10) focus on maternal behaviors, children’s self feeding, children’s mouthfuls, and maternal acceptance of responsive behaviors. There is no mention of child growth. 

Response

The objectives, aims, hypotheses & measures have been clarified.  Child growth was omitted from the aims (page 8) but was listed amongst the specific hypotheses page 10 (weight, but not height).

3. The measures include socioeconomic status, an observation of mother and child feeding behavior (no mention of mouthfuls), maternal attitudes and beliefs, maternal acceptance of new behaviors, and children’s weight and height.  It is not clear why maternal attitudes and beliefs are not included in the aims and objectives if they are measured. 

Response

The number of mouthfuls and refusals of mouthfuls have been added to the description of the observational measure.  However, mouthfuls are derived from the transcript and they are not given a separate behaviour code (as they may be recorded as responsive or active) and are therefore not included in the coding framework.  

Maternal attitudes and beliefs were have not been included in the hypotheses, aims or objectives of the study as these questions are exploratory and are secondary to those already specified.  Most of these questions have now been dropped from the questionnaires as pilot data showed that they did not add much to the observational data.   

4.Although the applicants attempt to build a case that by altering maternal feeding behavior, they will impact children’s feeding behavior (increase intake) and ultimately impact growth, the groundwork for this path is not presented clearly in the objectives, aims, and hypotheses. 

Response

The groundwork is presented in the Background section where the conceptual framework and past evidence is reviewed.  The objective, aims, hypotheses have now been revised to make this section clearer. 

5. Design:

The applicant is proposing to randomize Plan International groups to intervention or control groups. The applicant is anticipating that there will be 5-10 eligible mother-child pairs within each group (child 12-24 months), who will be invited to participate in either the intervention or control group, predetermined by randomization. Thus mothers will know whether they will or will not receive an intervention when they agree to participate (separate consent forms). This strategy is not in keeping with standard guidelines for randomized controlled trials and could introduce a bias (mothers who know they will/will not receive an intervention may be more/less likely to participate).

Response

We will just use one consent form for both intervention and control mothers as both groups will be receiving information about feeding, although the intervention will obviously be different (Appendix D).  Mothers from the regular parenting group will be recruited from the health and nutrition module, not the child development module.    

Although intervention and control groups will be run in the same areas, they will not be run in the same or nearby villages in order to minimize the risk of contamination.  Different mother facilitators will run the regular and responsive parenting groups.  

Refer to page 11 for a revised data collection plan.

6.  It sounds as though Plan International conducts Child Development groups and Health/Nutrition groups.  Will randomization occur within the two types of groups? Information in the two groups will be different and may impact the proposed feeding intervention. How will the applicants handle differences that may occur based on the Plan International group?

Response

The responsive parenting group will be randomized within the Child Development Group and the regular parenting group will be randomized within the Health and Nutrition Group.  These both cover mothers of children under-3 and there should be no difference in the populations from which each is sampled. However, it terms of content, it will be more meaningful to compare the responsive parenting sessions with sessions from the Health and Nutrition Group.  Separating the two modules in this way helps to minimize contamination as they will be supervised by different technical staff from plan.  

7. Mothers and children will participate in a baseline evaluation prior to the intervention, an endline evaluation at the conclusion of the intervention, and follow-up evaluation 3 months after the conclusion of the intervention. A feeding observation will be included in each assessment. There is no mention of how the applicants will ensure that the evaluators are unaware of intervention group status. If evaluators are aware of group status, the findings are likely to be biased.

Response

Observers will be kept blind to group status.  Observers will simply be sent to villages and have no direct contact with Plan personnel.  The consent forms and the research tools will be designed in such a way that the research assistants will not be able to derive group status from them.  Different research assistants will be used to conduct the behavioural outcome data from those conducting the systematic observations of the groups.  The research assistants will also not be informed of the study hypotheses or design.  However, if for whatever reason it becomes clear that research assistants become aware of group status, then a subsample will be simultaneously observed by a second blind observer.

8.  The objectives are to enhance children’s weight and height. It is extremely unlikely that there could be height changes in the approximately 5-month study period. 

Response

Hypotheses relating to increases in child height have been removed, although data on this will still be collected for descriptive purposes and to calculate weight for height z-scores.  

9.  Changes in weight are possible, but the study was not powered to detect changes in weight. 

Response

The study has been adequately powered to detect a mean difference of .5 of a SD (weight for age), although it is acknowledged that it is unlikely that an expected mean difference of this magnitude will be observed.  The primary outcome of the study is behavioural.
10.  It is not clear how the applicant will measure weight change – there are multiple measures of weight (and malnutrition) mentioned.

Response

Weight for age and weight for height will be the indicators of nutritional status. 

11. Concepts: It is not clear how “responsive” feeding is being operationalized. The applicants describe “reading child signals and ways to show love,” but it is not clear how this will be measured. There are a number of terms used to describe feeding that are not clearly defined (e.g., active).  

Response

We operationalized responsiveness as behaviour that is in direct response to the behavioural, gestural or verbal cue of the feeding partner (mother or child) i.e. synchronous (De Wolff & van Ijzendoorn, 1997).  Responsive behaviour on the part of the mother is child-driven; it should be in line with the child's cue, not counter to it. A positive responsive behaviour promotes feeding in response to a partner's cue; whereas a negative responsive behaviour interrupts feeding in response to a cue.   See page 13-14 of the protocol.  The reviewer is referred to our original paper for further details (Moore et al., in press). The coding framework defines these terms behaviourally (Appendix C).

12. There are several broad and unsubstantiated statements, such as “claims that change is not possible after this age….” and “nutritionists often take child appetite for granted.”

The application would be strengthened by relying on statements that can be clearly substantiated.

Response

Statements are now full referenced, see Background section (page 9-10).

13. Intervention:

The theory of behavior change the guides the intervention is not clearly articulated. The applicants mention the 3 P’s, but provide no references and do not explain how it works or why it may be relevant or culturally appropriate for Bangladeshi mothers. 

Response 
An evaluation of the Plan International’s Parenting program showed that although mothers' knowledge increased, their child rearing practices did not change (Aboud, 2004), suggesting that some additional strategies are required to facilitate behaviour change, such as problem solving, peer support and practice.  The referenced book by Glanz et al. (2002), includes social learning theory and social support which focus on rehearsal and peer support. Research conducted in the Philippines, evaluated a problem solving approach with mothers of malnourished children (Ticao & Aboud, 1998).  Also, the pilot study that was conducted in Bangladesh suggested that the strategies were acceptable to Bangladeshi mothers and effective in teaching them new feeding strategies.  This is discussed in greater detail in the Background section. 

14.  The intervention will include “inexpensive fruits and vegetables and eggs.” It is not clear why the emphasis is on expense. The applicants might consider examining the foods that mothers typically give to 12-24 month old children and assessing strategies to ensure energy density, palatability, and availability. Practicing with foods that are culturally acceptable should enhance the likelihood of behavioral transfer.  

Response

The emphasis is not only on expense but it is important that any food that is offered in the session should be cheap enough so the mothers will be able to buy it themselves.  Foods used in the session also need to be able to be quickly and safely prepared as group facilitators will not have time to cook food prior to each session.  Data from the pilot study strongly suggests that the foods we used were acceptable to Bangladeshi mothers and there was some qualitative evidence that they started to incorporate new foods in their own and their child’s diet.  We have already observed foods eaten by children of this age group in the prior published study and the pilot study. 

15.  The structure of the intervention is not clear. “Reading child’s cues” is mentioned multiple times, but the applicants do not explain how they will show mothers to do this or what they will be doing. 

Response

Mothers are given a verbal description of the requested behaviour and a demonstration with children who are present.  The group session which covers child signals is appended (see Appendix A).

16.  A clearer description of the intervention sessions would be helpful (i.e. what exactly is the role of the facilitator?  How much will she intervene, educate, etc.)  Who is the facilitator?  How is she recruited? Trained?

Response

The sessions are typically facilitated by mother volunteers who run the regular Plan parenting groups.  These are literate local women who receive 5 days of training by staff members from Plan.  The Plan staff members will be trained by the Principal Investigator and Co-Principal Investigator.  The role of the facilitator is clearly described in the manual.  It involves giving some information, encouraging the mothers to practice new feeding strategies, coaching them, and getting mothers to help each other solve their feeding problems. During practice activities the facilitator’s role is to demonstrate and then provide support and suggestions to the mothers as appropriate.  Refer to page 12.    
17.  Evaluation tools:

There are several concerns related to the proposed evaluation tools:

1. The applicant plans to evaluate maternal attitudes and beliefs regarding feeding practices and includes a questionnaire. It is not clear that the questionnaire has been used previously or that it is culturally appropriate for Bangladeshi mothers. There is no mention of examining the psychometric properties of the questionnaire to ensure adequate levels of reliability and validity.

Response

Most of the questions relating to maternal attitudes and beliefs (with the exception of questions relating to maternal anxiety during feeding) will not be included in the questionnaires as the pilot data shows that they do not add to the observational data. 

18. Maternal acceptance of new behaviors is an outcome measure and the applicants are proposing an open-ended interview (not included in the Appendix). It is not clear whether all mothers will receive the interview, whether it will be meaningful to mothers in the control group, or how it will be scored or analyzed. The questions as posed in the application are very vague.

Response

The questionnaire provided in Appendix B.  All mothers will receive the interview. 

The questionnaire will include mostly open ended questions; the pilot study is allowing us to determine reliability of coding categories.  Acceptance is important for this intervention to be used again in the community.  The questionnaire for the posttest and follow-up will be slightly different for responsive and regular parenting groups to reflect the different content.  The questionnaire for the regular groups has not yet been designed as this will need to be done in collaboration with Plan.

19.  The proposed coding scheme for the behavioral observation includes several overlapping categories and does not include the response set. 

Response

See below where this issue is addressed in detail.

a. It is not clear how behaviors in the “active,” self-feeding, and responsive categories differ. For example, would a child who self feeds be scored in the Positive category for Self-Feeding, Responsive, and Active? Would a mother who attempts to force feed be scored as Negative in the Self-Feeding, Responsive, and Active categories.

Response.

Because of the developmental importance of self feeding, this code is given priority.  Self feeding is the only code which can receive a subcode of either responsive or active.  So a child who self feeds in response to her mother’s encouragement to do so, would receive a positive self feeding code, with a sub code of positive responsive.   All other behaviours are mutually exclusive.  Force-feeding is a negative active behaviour on the part of the mother.  It is not coded as responsive because few children signal the need or desire to be force fed.  Even negative responsive behaviours should be synchronous; an example would be a mother who terminates the child’s feeding after a single refusal.  Her behaviour is in synchrony with her child (i.e. her child says “no) but it does not promote feeding.  We are not clear on the phrase "response set" which is usually used to describe self-report data.

b. How would a passive mother who ignores her child be scored?

Response

A passive mother would obtain low frequencies for all maternal behavioural categories, positive and negative (low proactive, low responsive, low self feeding, low social stimulation).  Refer to Moore et al for further elaboration of these issues.

c. The operational definition of “responsive” (“synchronous response promotes continued feeding”) does not have a clear behavioral indicator. 

Response

"Responsive behaviour" has never been defined in terms of a specific behaviour, in its 20-year history. We and others operationalized responsiveness as behaviour that is in direct response to the behavioural, gestural or verbal cue of the feeding partner (mother or child) i.e. synchronous (De Wolff & van Ijzendoorn, 1997).  See page 13-14 for further discussion of the behavioural framework used for coding behaviours.  We will have to train others here extensively in the coding scheme.

AS RECOMMENDED BY REVIEWER #1, THESE COMMENTS AND A REVISED PROTOCOL WAS RETURNED TO HIM/HER FOR REAPPRAISAL.  SEE BELOW
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REVIEWER #1: COMMENTS 2

Title:  Effectiveness of a community-based responsive feeding program
Summary of Referee’s Opinions: Please see the following table to evaluate the various aspects of the proposal by checking the appropriate boxes. Your detailed comments are sought on a separate, attached page.

	
	Rank Score

	
	High


	Medium
	Low

	Quality of project


	
	(
	

	Adequacy of project design


	
	(
	

	Suitability of methodology


	
	(
	

	Feasibility within time period


	(
	
	

	Appropriateness of budget


	Could not be determined
	
	

	Potential value of field of knowledge


	(
	
	


CONCLUSIONS

I support the application:

a)  without qualification



b)  with qualification




      - on technical grounds




      -  on level of financial support



I do not support the application



Name of Referee: ___________________

Signature: ____________________




Date:______________

Position: _____________________

Institution: ___________________


Address: (full postal address)
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Detailed Comments

Please briefly provide your opinions of this proposal, giving special attention to the originality and feasibility of the project, its potential for providing new knowledge and the justification of financial support sought; include suggestions for modifications (scientific or financial) where you feel they are justified. (Use additional pages if necessary)

Title:
Effectiveness of a community-based responsive feeding program
PI:
Prof. Frances Aboud

Reviewer:

The proposed research study is of considerable significance for the nutrition and development community, The  researchers have demonstrated a methodology for assessing responsive feeding practices and for coding them based on previous research and their own observation techniques.  Although there has been considerable interest in responsive feeding, and a growing set of correlational studies on responsive feeding, there is a great need for intervention research to determine the relative impact of these interventions.  For these reasons, this kind of research should be seen very positively.  

1. The study itself has both strengths and weaknesses.  Building on existing programmes increases the chances of replicability, but also means that the subjects are self-selected – both to be in parenting programmes in the first place, and then to take on the second set of additional meetings to work on responsive feeding.  The researchers should address carefully the representativeness of the selected group and justify its applicability.  

Response

The issue of self-selection applies to any intervention study and indeed any study that uses informed consent.  We will be collecting detailed socio-demographic data on the responsive feeding sample and regular parenting sample so will be able to judge whether they are comparable.  In the Pilot study 100% of the mothers accepted the invitation to attend the Responsive Feeding sessions and attendance was excellent.  We can also compare sample characteristics with data obtained from a larger scale evaluation of Plan's parenting groups to see whether our samples are similar with the base population.  In past research evaluating Plan’s programs, we searched out families who did not participate and inquired about their reasons. There were very few who chose not to participate and the usual reason was distance.

2. There is no information on the nutritional status of the children to be selected, or the nutritional status of children in the population base (persons attending the parenting classes) from which this group will be selected.  It is presumed that given the location in Bangladesh that rates of undernutrition will be high, but this is not discussed in the proposal.  The impact of the intervention should vary with the children’s nutritional status on entry.

Response

The reviewer is right to assume that rates of undernutrition will be high amongst the groups targeted by PLAN Bangladesh.  In a previous study, which evaluated the parenting sessions offered by PLAN Bangladesh, nearly 80% of children were undernourished (z<-1.0).  Consequently we expect most children to benefit from the intervention.  Children will not be selected for inclusion in the groups or in the research on the basis of their nutritional status.  Data analysis will be conducted to examine how children of different nutritional status respond to the intervention. 

3. The intervention group will have an additional 5 sessions in home, compared to the control group who is still in the parenting programme.  Will all subjects be assessed?  It is not clear whether assessments are to be made on a comparison group as well, or only on the experimental group pre and posttest. The use of a comparison group would be strongly encouraged.  

Response

All participants in the responsive and the regular parenting group will be assessed.  This should be clear in the protocol (see page 12).
4. However, this raises additional concerns;  who will be doing the behvavior observations? Will these people be blinded to the intervention?  Are these people different from those who are administering the five sessions?  These details are important to have clarified.

Response

The research assistants doing the observations will be blind to group membership, this has already been discussed on page 13 of the proposal.  Trained local women will be running the groups and will not be collecting any of the data for the research project.  A different set of research assistants from those collecting the observational and interview data will conduct systematic observations of the groups (see page 14 of the protocol).
5. Third, the measures used as outcome measures are not always consistent. Number of mouthfuls appears to be the measure on which power is estimated, and the most consistent measure.  Sometimes height is included, but in others it is not. Unfortunately it is unlikely that changes in height – and even weight – will be seen in 5 weeks.  However, the other behaviors may change.  Whether these changes have an impact on nutritional status is of course a critical question.

Response

Height is not an outcome measure, although data on height and weight will be obtained.  The authors cannot find the reference to height as an outcome measure, mentioned by the reviewer.  It is acknowledged in the proposal that changes in height will not be obtained and that the study is not sufficiently powered to detect changes in weight (page 14).
6. The researchers have not discussed dietary intake at all. One interim measure that they should consider taking is dietary intake of the child during the meal – or at least recording what the food is that is being offered and an estimated amount of food ingested.   Food quality can make a substantial difference in appetite and in self-feeding behaviors and should be incorporated.  

Response

The reviewer appears to have missed the section on dietary intake (page 13).  The food that is offered to children during the observations will be recorded and mothers will also be asked to provide a 24 hour recall (without quantities) at pretest, posttest and 3-month follow-up (See Appendix B). 

7. Does self-feeding include finger feeding as well as spoon feeding?  These are very different skills.  Having only a liquid that requires spoon feeding may be much more difficult than foods that can be fed by fingers. 

Response

Self-feeding includes finger feeding and spoon feeding, although children in Bangladesh almost exclusively use their fingers.  Food which is liquid (e.g. suji) is most often given with a spoon. Spoon feeding is more difficult than finger feeding, but both are well within the psychomotor capacities of a 12-month old.  
8. Will the intervention not discuss the kinds of foods given to a child?  

Response

The intervention is primarily focused on feeding behaviour.  However, mothers will be encouraged to give their children a varied diet, including fresh fruit, vegetables & eggs.  Snacking on biscuits & sweets will be discouraged in favour of more nutritious options.

9. The proposed intervention is to use the practice (3Ps) to change behavior – which seems to be a very good model.  The researchers propose to give then fruit, vegetables, and eggs to practice feeding their children with. I would guess that these are unusual foods for these children, and relatively expensive for young children, or unused.  Is the purpose to introduce the families to new foods, or to teach them how to feed the same foods more effectively? If the latter, there should be a systematic attempt to build the intervention around the kinds of foods that are normally given.  Here is where the complexity comes in – would there be recommendations to improve the food quality or fortify it in some way, or change its texture (e.g., making a liquid into a food that could be eaten with fingers?) It is possible that if there is an impact on weight it could be due to a change in types of foods offered.

Response

Seasonal fruits and vegetables are generally not prohibitively expensive for mothers; adults in the family usually eat them.  The primary purpose of the group is to address feeding behaviour, as part of this we are encouraging mothers to offer their children a more varied diet (children may be refusing food because they find it boring) and to provide finger food which children can feed themselves.  Most behavioural scientists, such as Kirby (2000), advocate focusing the behaviour change intervention on a few skills and a manageable amount of information. We do not want to “build the intervention” around rice alone, so we are introducing inexpensive finger foods for children to practice self-feeding. If mothers get the idea about the food but not about the behaviours, then we should see new foods introduced with the old unresponsive feeding style.

10.
This is a very important study, and it seems critical to have the best design and instruments possible for its evaluation.  It is hoped that these recommendations will help these excellent researchers to use the opportunity of the research to make the most convincing case possible.
Response. 

Thanks for the feedback. The reviewer has helped us think about and respond to potential criticisms of this work.
11. I was unable to evaluate the budget because it did not appear to be included in the copy I received.

Response

The budget was included in the proposal and should have been available for the reviewer.
REVIEWER #2:  COMMENTS 

Review of:  Effectiveness of a Community-Based Responsive Feeding Program
Reviewer:  

Very well written and well conceived proposal to test whether or not mothers can be taught skills to facilitate their children’s eating behavior during a critical time in their growth and development.

The following comments are offered with the intent to make suggestions that might improve on the existing proposal but should not be considered specific limitations to the existing project.  

A few clarifications with regards to the design would be helpful.

1. The design assumes that there will not be spillover across groups, given the assignments to village groups.  The degree of contact between villages, although likely limited, should be clarified.  

Response.  We will discuss with Plan the reasons and means by which mothers may contact those in other villages (e.g. clinic, market).  We can also ask mothers if they know women who attend Plan activities in other villages.  Although we cannot entirely eliminate visits to family, we might be able to ensure a 5 - 10 km distance between villages (added in Design, p.11).

2. Intervention – a 5 week intervention with a 3-month follow up – includes about 4 months of infants’ life – Clearly a short term intervention, which may in fact have effects on parental behavior and some effects on infant feeding behavior but not likely to result in changes in weight after such a short (and minimalist) intervention.  

Response.  This is accepted on p.14.

However, the reason for conducting the intervention is to modify parental behavior so as to improve child nutritional status so some measure of child nutrition would be very desirable.  Despite randomization, the two groups will get different interventions and will be very aware of the expected behavior – there is some possibility that during the observation phase, parents in the intervention group will perform more consistently with the program intervention in an attempt to demonstrate compliance, rather than demonstrating typical performance behavior.  Child outcome data would help to clarify this.  Response.  We will use mouthfuls eaten by the child as the main child outcome.  This is unlikely to be subject to compliance pressures felt by the mother as mouthfuls are not correlated simply with food being offered.  See Hypothesis 2 and bottom para of Mother & Child Behaviour p.13.
3. Also, children aged 12 – 24 months will be selected for participation which at this developmental period is a very wide range in age.  The caloric needs, feeding behaviors, of this age of infants varies widely – at a minimum, analyses will need to control for age.  Age related change during this time is expected, and use of a control group will help, but age-matched peers may be indicated or a more narrow range of age at starting might be desirable.  

Response.  We have included child's age as a covariate under Data Analysis p.16, as well as pre-intervention behavioural frequencies.  We selected the 12-24 age group specifically because we found so few of the expected age differences.  However, because older children might be expected to increase their intake more than younger ones after the intervention, we will try to match for age (see Study Sample, p.11).

4. Further, dietary intake should be collected at all 3 time points (for both groups).  It is likely that changes in foods, although limited according to the authors, would be different for a 24 month old infant than a 12 month old infant, and that some behaviors would likely change, independent of any intervention.  Furthermore, among a malnourished population, one might expect a much more severe degree of malnutrition/hunger at 24 months than at 12 months.  While ht & wt data will be collected, it will be important to control for initial differences throughout.   Having some data about actual food being eaten in the home would provide for additional understanding (at baseline and beyond).  

Response.  The posttest and 3-month follow-up interviews now include the same baseline question about types of foods eaten during the previous day.

In addition, the intervention includes the introduction of new, novel foods which are suggested to be low cost but unfamiliar to the villagers.  It would be important to ask about the purchase/use of these specific foods at each session and across groups. In fact, this may confound the intervention a bit, since the mothers are not only learning to use responsive feeding but to introduce new foods, and purchase foods that are not traditionally purchased.  The cost involved in purchasing new foods should also be clarified.  The concern here is that mothers are going to be learning a variety of new skills and techniques and it may not be clear to them what entirely is the goal of the intervention: the process of feeding or the introduction of new, novel foods.  

Response.  We were not clear about the foods offered.  They are not unfamiliar in the mothers' diets but are unfamiliar as child foods: pumpkin, banana and egg.  They are used during sessions to demonstrate how children can eat finger foods by themselves.

5. 
While the rationale for asking mothers not to feed children prior to the session seems logical, it may not be entirely appropriate.  I am concerned about withholding nourishment from a potentially malnourished infant.  An alternative might be to encourage mothers to feed their children 1 (or 2) hour(s) prior to the session, that way encouraging that most children will be fed at a similar time.    In addition, sessions should be scheduled for times not typically related to eating and informing mothers that there will be foods provided.  Similarly, collecting data on prior eating would provide additional information.  Given that the effectiveness of the intervention will depend on the mother’s ability to use the skills frequently on her own, the child’s willingness to eat during the session may not be critical.   

Response.  The intervention depends greatly on the child's willingness to eat during sessions as this is how mothers are reinforced for the encouragement of self-feeding and responsiveness. The sessions are usually offered in the mid afternoon, so we might ask mothers to feed their child a midday meal and allow for ad lib breast feeding. 
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Ht/Agez: _____________


Wt/Agez: _____________


Wt/Htz: ______________





Revised on: 2nd March 2004





0=no say, someone else decides


1=some say, along with someone else


2=almost all the decision is mine





Child Name:_____________________   Mother's Name:______________________


Site:____________________________  Village_____________________________	                  


Exact birth date:____________________   Age: ____(months)   Sex:____________


nb: only mothers of children between 12-24 months should be interviewed.  The exact date is important so use birth registration, immunization card, Bangla calender or major events








Child Name:______________________	Mothers Name: _______________________


Site:_____________________________	Sex:___________________			


Birth date:________________________       Age:___________________                                   


Time Started Feeding:______________  	Time Finished Feeding:_________________ Duration:_____





Child Name:_____________________   Mother's Name:______________________


Site:____________________________  Village_____________________________	                  


Exact birth date:____________________   Age: ____(months)   Sex:____________








Ht/Age Z: _______________


Wt/Age Z: ______________


Wt/Ht Z: ________________





Child Name:_____________________   Mother's Name:______________________


Site:____________________________  Village_____________________________	                  


Exact birth date:____________________   Age: ____(months)   Sex:____________








Ht/Age Z: _______________


Wt/Age Z: ______________


Wt/Ht Z: ________________





Activity 1:  Key Message for Mothers


1)  A signal, for example a cry, can mean lots of different things.  It is the mother’s job, to notice their child’s signals and to try different things so they can work out what the child needs.





Activity 2:  Key Message for Mothers


1)  Mothers should watch for their children’s signals & respond in line with them, not against them, unless the child might harm itself or another child.
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