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[ Abstract] Objective To identify the target behavior in the process of behavioral intervention for children with
Methods  Children

aged from 1 to 6 years with feeding difficulty randomly received interactive behavioral intervention (245 cases) or

feeding difficulty and relevant factors that may contribute to more effective intervention.

routine primary care (217 cases). By the end of the 1, 3, 6, and 9 months, the rating score of feeding difficulty
and the body mass index (BMI) were assessed. The target behavior was determined based on the selecting
criteria that simultaneously satisfied two conditions: (Dit was relevant to improving children’s nutritional status;
@it changed fast during intervention. Moreover, the relevant factors of target behavior were analyzed by
multivariate analysis ( Multi-Way ANOVA).  Results

slowly” was identified as a target behavior because it was closely relevant to the BMI z-score increment and had

Among nine behaviors of feeding difficulty, “eating

the biggest score reduction at early stage during intervention. Various factors were relevant to improving the
target behavior, including parents acting as caregivers, caregiver’s education level equal to and above junior
college, and caregiver’s concern about their children’s feeding difficulty.  Conclusion “Eating slowly” should
be selected as the target behavior for early intervention for children with feeding difficulty and some social factors
should be considered for optimizing the intervention.
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In the past century, feeding difficulty in children
has received little attention from pediatricians and nutri-
tionists. These feeding difficulty may adversely affect
children’s growth'". In clinical setting, there are differ-
ent types of problematic eating behaviors in feeding dif-
ficulty, for example, some children usually eat little
while some children eat very slowly, and some children
are picky eaters and refuse to try new foods. Epidemio-
logical data show that the incidence rate of feeding diffi-
culty in children is ranging from 20% to 60% "',
which is much higher than that of eating disorders in
children while the latter is only about 5% '*'.

Even though feeding difficulty usually fails to fit

the Diagnostic and Statistical Manual of Mental Disor-
ders, 4th edition, text revision ( DSM-IV-TR) criteria
for eating disorders (such as anorexia, bulimia nervosa)
in terms of severity and functional impairment, they do
represent some types of deviation from the typically
developmental milestone of feeding-eating behaviors in
children. Several studies have shown that feeding diffi-
culty in children is not only related to the biological
factors, such as genetics, premature birth, and brain
growth retardation >®’ | but also related to the social
environment factors, such as parents’ eating habits,
interaction between parents and children, and family

9]

environment'” ~*'. According to a recent study, feeding
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difficulty in children is associated with psychopathologi-

cal elements’ '’

. Thus, feeding difficulty could be seen
as the embodiment of extensive behavior problems, such
as hyperactivity, aggression, social withdrawal, anxiety

"', Such evidence justifies the

and sleeping disorders'’
importance for early behavioral intervention in children
with feeding difficulty.

13]

According to Chatoor and Kerzner ") | feeding
difficulty is defined as the inability or refusal to eat
foods, which is often accompanied by various problem-
atic eating behaviors. From the behavioral therapy
guideline'™*’ and the clinical characteristics of feeding
difficulty in children, we concluded that in feeding diffi-
culty, the selection of target behavior should simultane-
ously meet two important conditions; improvement of
nutritional status by changing the behavior and easy
modification. Therefore, the purpose of this study is to
identify the target behavior in childhood feeding difficul-
ty and factors related to the improvement of target be-
havior. In doing so, a better intervention strategy that

includes considering the target behavior selection would

be formulated in the future.

1 MATERIALS AND METHODS

1.1 Research subjects and their characteristics
From January 2009 to October 2009, 490 children
aged from 1 to 6 years with feeding difficulty were en-
rolled in this study from three pediatric clinic settings in
three urban districts ( Changning District, Luwan Dis-
trict and Hongkou District) in Shanghai. Originally,
the caregivers might or might not concern about their
children’s feeding difficulty. Some caregivers wanted to
get some help for their children’s feeding difficulty and
some just brought their children to these clinic settings
for attending “well child clinic”. If the caregivers re-
ported some feeding difficulty in their children, pedi-
atricians might ask them if they were willing to partici-
pate in this research program and they would get some
treatment to their children’s feeding difficulty whatever
they were going to be enrolled in the interactive beha-
vioral intervention group or routine primary care treatment
group. If they agreed to join, a set of questionnaires

would be filled out by the trained pediatricians who
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asked the caregivers and children questions included in
these questionnaires, then obtained a medical history
and conducted a physical check-up. We had strict defi-
nition for each specific problematic eating behavior in
feeding difficulty, based on Kerzner's classification' "’
and the children’s eating behavior inventory "' | which
has demonstrated good validity and reliability in identi-
fying children’s problematic eating behaviors. For exam-

¢

ple, “eating slowly” means spending more than 30 min

1

per meal regularly or often; “eating little” means eating
much less than the average children at the same age

regularly or often.

1.2 Assessment of feeding difficulty
Feeding difficulty was assessed according to the
method

classification elucidated by Chatoor and

(12,13
Kerzner*

], that is, for each child, apart from veri-
fying the problematic eating behaviors of feeding difficul-
ty, a medical history was also obtained and a physical
check-up was conducted for each child by two or more
qualified pediatricians. If necessary, abdominal ultra-
sound, cardiac ultrasound, gastroscopy, liver function
test, trace elements test, evaluation of dynamics in
esophagus and gastrointestinal tract, allergy test, endo-
crinology test, neurological and psychiatric examination
were performed in a tertiary-level hospital to exclude the
existence of any underlying organic diseases. A struc-
tured interview was conducted to exclude the possible
existence of any major psychiatric disorders. This study

of Shanghai

Children were recruited

was approved by Ethics Committee
Children’s Medical Center.

through the informed consent of their parents.

1.3 Inclusion and exclusion criteria

Children were eligible for inclusion if they met the
following four criteria; (1) caregivers reported the exist-
ence of any one or more of the aforementioned nine
problematic eating behaviors in feeding difficulty in
children; @the problematic eating behaviors in feeding
difficulty were described as “regular” or “often” when
considering the nine problematic
described in the baseline survey ”'*’; @) children did

not suffer from any organic diseases, such as congenital

eating behaviors

heart disease, cerebral palsy, and gastric ulcer;
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@ children did not suffer from any severe mental disea-
ses, such as major depression and mental retardation.
Thus, we excluded children with any organic diseases

and major psychiatric disorders in this study.

1.4 Intervention and control group

The 490 children with feeding difficulty were ran-
domly assigned to two groups. A number of envelopes
labeled with the number “1” or “2” were equally put
into a closed container, when a child met the enrollment
criteria, a pediatrician randomly took an envelope out
and assigned the child with number “1” to the interac-
tive behavior intervention group and “2” to the control
group. At the end of 9 months, the lost to follow-up rate
was 5.7% (28/490). Here, 28 cases did not fully
comply with the follow-up schedule and among them, 4
cases were hospitalized for organic diseases. Therefore,
462 cases were included in this analysis. The interven-
tion group included 245 cases while the control group

included 217 cases.

1.5 Questionnaire of feeding difficulty

The baseline and follow-up visit questionnaires
were designed to capture the weight, height, and head
circumference ( measured by pediatricians). The base-
line questionnaire included 17 main queries (Q1-Q17)
and the follow-up visit questionnaire included 7 queries
(Q1-Q7 ), such as children’s chronological age,
children’s eating behavior, caregivers” method of solving
eating behavior problem, caregivers’ attitude, caregivers’
cultural background, caregivers’ awareness of children’s
eating behavior after intervention. It has been proved
question-

good reliability and validity of these

17]

. (16, . .
naires" The scoring and quality control processes

were reported in our previous paper in detail '*’.
1.6 Interactive behavioral intervention and
follow-up visits

According to the principles and approaches of
Kerzner' ' on assessing, classifying and treating chil-
dren with feeding difficulty, we designed the interactive
behavioral intervention model to be used in intervention

group. We briefly present the feeding principles here:

(Dmaintain appropriate boundaries, including: the care-

giver decides where, when, and what the child eats,
and the child decides how much is eaten; @ avoid dis-
traction when feeding and eating; (3encourage appetite,
including: allow 3-hour intervals between meals and
avoid snacks and, provide only water for thirst; 4 main-
tain neutral attitude, including: the caregiver does not
get overly excited or animated and, never become or
even appear angry when child refuses to eat; (5 limit
duration, including: eating should begin within 15
minutes of the start of the meal and, meals should last
no longer than 30 — 35 min; (6 serve age-appropriate
food; (D systematically introduce novel food, reward
consumption of new food with praise; @ encourage inde-
pendent feeding; Dtolerate age-appropriate mess.

The feeding principles by Kerzner summarized in
this paper could be used to deal with all kinds of prob-
lematic eating behaviors in feeding difficulty, but some
of the principles among them could be tailored to treat a
particular problematic eating behavior. For example,
when a child is classified as “no interest in food” , the
basic behavioral intervention principle is to increase
appetite by promoting hunger, the subsequent interven-
tion approaches would be; Mensure three meals and one
afternoon snack; (2 each meal should end in 20 min;
(@meals should be taken away if the child does not finish
within 20 min; @allow only water between meals.

Basicly, the interactive behavioral intervention
model replicated the feeding principles put forward by
Kerzner, but it added some unique interaction ingredi-
ents for better implementation. It emphasizes the inter-
actions in three levels, that is, the interactions between
pediatricians and children, pediatricians and caregivers,
caregivers and children in this interactive behavioral
intervention. First of all, every child with feeding diffi-
culty was assessed to clarify how many feeding difficulty
coexisted, and their underlying causes were clarified by
at least 2 experienced pediatricians. Afterwards, the
principles and approaches aimed at handling each spe-
cific problematic eating behavior in feeding difficulty
were taken into practice. During the 9-month interven-
tion period, five training sessions were given to the
caregivers by experienced pediatricians, in which the
detailed behavioral intervention approaches were passed

on to the caregivers according to the specific conditions
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of different children, at the beginning of the intervention
(T,), the end of 1 month (T,), the end of 3 months
(T,), the end of 6 months (T,), and the end of 9
months (T, ) for each follow-up visit time point. The
interaction between caregivers and children, the rating
scores of problematic eating behaviors in feeding diffi-
culty, and the weight, height of children were evaluated
at each follow-up visit time point. In addition, an easily
understandable handbook introducing the behavioral in-
tervention in feeding difficulty was handed out to every
caregiver at T,. The clinical examinations and instruc-
tions were implemented by the pediatricians to children
with feeding difficulty at each follow-up visit time point.
In contrast, children with feeding difficulty in the con-
trol group only sought routine primary care treatment in
the community based hospitals, where they were usually
treated with appetizer (zinc supplementation medicine )
and a psychological comfort. The rating scores of prob-
lematic eating behaviors in feeding difficulty, and the
weight and height of children were also evaluated in the
control group at each follow-up visit time point by the

same pediatricians.

1.7 Statistical analysis

Mean + SD and percentage were used in measuring
and counting the data. An analysis of variance ( ANO-
VA) was used for comparing variables of different time
intervals between two groups, with an in-between-factor
time and a between-factor group. Dunnett’s post hoc test
was applied for the pairwise comparisons. Pearson
correlations were used to describe bivariate correlations
between score reduction of different problematic eating
behaviors in feeding difficulty and BMI z-score incre-
ments. A multiple linear stepwise regression model was
built to identify the significant determinants contributing

to the BMI z-score increment, with the score reduction

Tab 1  Baseline characteristics of subjects

of each problematic eating behavior in feeding difficulty
served as the independent variable. To identify the
problematic eating behaviors in feeding difficulty with
the fastest score reduction at early intervention stage,
we described and compared the score reduction of prob-
lematic eating behaviors in feeding difficulty related to
BMI z-score increments in the intervention group at
different time intervals, so that the one with the fastest
score reduction at early stage could be discovered.
Finally, we analyzed the correlations between caregivers’
demographic data (all of them were dichotomous varia-
bles) and the dependent variable (the score reduction
of target behavior) using multivariate analysis ( Multi-

Way ANOVA).

2 RESULTS

The percentages of children with specific feeding
difficulty were as follows: “eating slowly” (75.5% ),
“eating little” (64.7% ), “no interest in food”
(51.7% ), “refusing certain food” (51.5% ), “picky
(51.5% ),
(43.3% ), “eating and doing other things” (26.8% ),

¢

eating ” “ unwilling to try new food”
‘not eating in a fixed place” (17.5% ), and “eating
while playing toys” (17.1% ). The number of children
with one, two, three, four, five, six, seven, eight,
and nine feeding difficulty was 4 (0.9% ), 15 (3.2% ),
61 (13.2%), 137 (29.7% ), 119 (25.8%), 53
(11.5% ), 48 (10.4% ), 19 (4.1% ), and 6 (1.3% ),
respectively. There were no statistically significant
differences (P >0.05) between the two groups for the
baseline characteristics, which included gender, age,
height, weight, BMI z-score, scores on eating behavior
problems, parents as caregivers or not, educational
background of caregivers, etc. Tab 1 showed the demo-

graphics of this study by the two groups.

Item

Intervention Group (N =245) Control Group (N =217)

Age/month

Gender
Female/n( % )
Male/n( % )

Child BMI z-score

Total score of feeding difficulties

40.60 +1.02 39.80 +1.02
122(49.8) 108(49.8)
123(50.2) 109(50.2)

~0.428 +0.113 ~0.430 +0. 107
19.65 +5.46 19.68 +5.23
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4 Tab 1

Item

Intervention Group (N =245) Control Group (N =217)

Parents as caregivers or not
Parents as caregivers/n( % )
Parents not as caregivers/n( % )
Educational background of caregivers
Junior college or above/n( % )
Senior high school or below/n( % )
Caregivers giving children zinc supplement
Yes/n( % )
Caregivers seeking advice from other caregivers
Yes/n( % )
Caregivers seeking advice from internet forums
Yes/n( % )
Caregivers seeking advice from magazines
Yes/n( % )
Caregivers’ concern about their children’s feeding difficulties

Yes/n( % )

107(43.8) 96(44.0)
138(56.2) 121(56.0)
103(42.1) 89(41.0)
142(57.9) 128(59.0)
51(20.8) 40(18.4)
115(46.9) 106(48.8)
67(27.3) 57(26.3)
98(40.0) 93(42.9)
164(66.9) 152(70.1)

2.1 Effects of interactive behavior intervention
versus the control

Compared with control group, there was signifi-
cantly greater decrease (P <0.01) in the gross feeding
difficulty rating score of the intervention group at T,. In
addition, a significant score reduction A (T, - T,) was
observed in each of the nine feeding difficulty in the
intervention group (P <0.01), whereas there was no
significant reduction in any feeding difficulty in control
group at the end of the intervention (P >0.05). Moreo-
ver, the BMI z-score increment in intervention group was
more significantly improved than in control group, there

was a significant difference between them (0.119 =

0. 038 versus —0.135 +0.043, F=7.514, P =0.0006).

2.2 Correlation between score reduction of dif-
ferent feeding difficulty and BMI z-score incre-
ment in the intervention group

As shown in Tab 2, the BMI z-score increment was
significantly correlated with score reduction of four feed-
ing difficulty, such as “eating slowly” , “eating little” ,
“no interest in food” , and “eating while playing toys” ,
using the Pearson correlation coefficient analysis. More-
over, a multiple linear stepwise regression model was
built to show that only “eating slowly” score reduction
was independently related to the BMI z-score increment,

the standardized coefficients 8 = 0. 127, with the 95%

confidence interval (0.001 - 0.240, P =0.048). In
order to prevent missing the possible target behavior, we
selected aforementioned four feeding difficulty as the
candidates for further analysis.

Tab 2 Pearson correlation coefficients between score reduction of different

feeding difficulties and BMI z-score increment of the intervention
group (N =245)

Item BMI z-score increment P-level
Eating slowly 0.216 0.001
Eating little 0.248 0.000
No interest in food 0.137 0.032
Refusing certain foods 0.062 0.330
Picky eating 0.055 0.392
Unwilling to try new food 0.008 0.901
Eating and doing other things 0.061 0.345
Not eating in a fixed place 0.065 0.312
Eating while playing toys 0.151 0.018

2.3 Score reduction characteristics of four can-
didate feeding difficulty in intervention group

As shown in Fig 1, the individual score of “eating
slowly” dropped significantly at time T, (3 months)
compared with that at time T, (P <0.05), effect size
cohen’s d =0. 767. The individual scores of remaining 3
feeding difficulty decreased significantly at time T, (6
months) compared with that at time T, (P < 0.05).
This meant that there was no significant decrease in the

scores of “eating little” , “no interest in food” , and
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‘eating while playing toys” as early as three months of
intervention ( effect size cohen’s d = 0.307, 0.362,
0.501, respectively). Thus, “eating slowly” was se-
lected as the target behavior based on the criteria for the
BMI z-score increment and the fastest score reduction

early during intervention stage.
y g 3

2.4 Factors related to the greater score reduc-
tion of the target behavior

Tab 3 showed that factors related to the greater
score reduction of target behavior “ eating slowly”
included parents as caregivers, caregivers with junior

college education and above, and caregivers’ concern

about children’s feeding difficulty.

351 W Eating while playing toys
M B No interest in food

3.0 M ® O Eating little

25 I O Eating slowly

2.0
1.5
1.0
0.5

0

Mean behavior score

Om Im 3m 6m O9m

Intervention duration

Dp<0.05 compared with the behavior score at 0 m of intervention

Fig 1  Score reduction of four feeding difficulties of the intervention group

relevant to the BMI z-score increment

Tab 3 Factors of target behavior of eating slowly relevant to big reduction
of score (N =245)

Item F-value P-level

Parents acting as caregivers 4.997 0.025
Caregivers’ education level equal to and above 5.848 0.014
Jjunior college

Caregivers’ concern about their children’s feeding 3.664 0.027

difficulties

Caregivers giving children zinc supplement 0.105 0.746
Caregivers seeking advice from other caregivers 0.360 0.549
Caregivers seeking advice from internet forums 1.725 0.190
Caregivers seeking advice from magazines 0.134 0.714

3 DISCUSSION

The results from our study has confirmed that be-
havioral intervention is the effective way in the treatment
of feeding difficulty and prevention of eating disorder as

Although feeding

. . . [13,16,17]
reported in previous studies .
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difficulty can be a reflection of some underlying organic
diseases, most of feeding difficulty appears in the ab-
sence of any underlying pathologies, but closely related
to inappropriate feeding practices, problematic beha-
viors, and parent-child feeding interactions. In 2009,
Kerzner "' reviewed childhood feeding difficulty and put
forward the systematic classification and intervention for
feeding difficulty in children. The feeding principles
elaborated in this review provided us a guideline to ad-
dress different problematic eating behaviors in feeding
difficulty with tailored behavioral intervention. Unfortu-
nately, there are still many misunderstandings about the
importance of appropriate intervention in children with
feeding difficulty in clinical practice. Most primary care
pediatricians often console parents by only telling that
these problems are not serious, but this “wait-and-see
strategy” may aggravate the problems because it is pos-
sible that some of children with feeding difficulty would
develop into eating disorder later on.

In order to address such concern, an interactive
behavioral intervention model was developed according

% In this randomized con-

to the feeding principles''
trolled study, children with feeding difficulty presented
all kinds of problematic eating behaviors, which had
been classified into nine types. It demonstrated that the
behavioral intervention was very effectively in ameliora-
ting the problematic eating behaviors in childhood feed-
ing difficulty ; moreover, improving the nutritional status
of these children in this study. However, there are usu-
ally multiple concurrent problematic eating behaviors in
feeding difficulty in a child, making it difficult to deter-
mine which problem should be approached first. Unfor-
tunately, we have not come across any report till date,
which identifies the target behavior associated with
feeding difficulty that should be intervened first in order
to maximize the behavioral intervention effect.

In clinical practice, more and more pediatricians
gradually accept that a behavioral intervention is an ap-
propriate approach for managing children’s feeding diffi-
culty. However, when considering a particular behav-
ioral intervention in a child with usually concurrent mul-
tiple problematic eating behaviors in feeding difficulty,
most pediatricians do not know which one should be

intervened first, in order to maximize the effect of be-
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havior intervention. In this exploratory study, we further
extend our view on discovering which problematic eating
behavior in feeding difficulty could serve as the target
behavior among the 9 common problematic eating beha-
viors in feeding difficulty. This would be considered a
starting point to formulate a systematic and more effec-
tive behavioral intervention strategy in children with
feeding difficulty in the future.

However, to our knowledge there were no pub-
lished studies aiming at identification of the target be-
havior, so the development of a potentially behavioral
intervention in children with feeding difficulty will be
limited. Generally speaking, when coping with a num-
ber of coexisting behavior problems, we should consider
them one by one. For this reason, selecting a target
behavior is the first and foremost step. This target be-
havior should be selected in accordance with two basic
principles; (Dthe target behavior must be the primary
cause for dysfunctionality, which leads to a wide range
of worries and unhappiness in sufferers and their family
members; @the target behavior being addressed under
intervention must show great effectiveness at early stage,
that would become a necessary motivator for further
behavioral therapy. Because these two characteristics in
a target behavior during a behavioral intervention would
inspire the motivation of caregivers and children to com-
plete the entire behavioral intervention, that would
greatly improve the success rate of this intervention.

In childhood feeding difficulty, it has been recog-
nized by both pediatricians and caregivers that this prob-
lem, though presenting as bad behaviors, but in es-
sence, deter the children from optimal physical growth,
which was generally considered the major dysfuctionality
and worries by caregivers. Hence, it would be more
acceptable if a behavioral intervention modifying one
particular problematic eating behavior in feeding diffi-
culty selected from others that may result in a better nu-
tritional status and physical growth in children. In this
study, we found that modifications in merely 4 out of 9
problematic eating behaviors in feeding difficulty were
possibly related to a significant BMI z-sore increment.
Therefore, we need get a clear understanding of what
problematic eating behavior in feeding difficulty should

be intervened first to obtain the better effects in terms of

improving nutritional status in children with feeding

difficulty, who usually suffer from malnutrition.
Furthermore, intervention of all the problematic eating
behaviors in feeding difficulty at the same time is not
supported by scientific evidence.

Although 4 problematic eating behaviors in feeding
difficulty were shown to be associated with BMI z-sore
increment based on the bivariate correlations ( Pearson
correlation coefficient analysis) , there was only 1 prob-
lematic eating behavior in feeding difficulty ( eating
slowly) remain significant in multiple linear stepwise
regression analysis and score reduction was independ-
ently related to the BMI z-score increment. Neverthe-
less, the selecting criteria for target behavior in children
with feeding difficulty proposed by us were more than
only the nutritional status. It is necessary to monitor the
changing trends in these problematic eating behaviors in
feeding difficulty after behavioral intervention. Most
importantly, a number of children with feeding difficulty
may develop eating disorders, followed by their nutri-
tional status deterioration, if intervention is not effec-

%) Especially during early behavior intervention

tive
stage, if the intervention is not so effective, it will
attenuate the motivation for further behavioral treatment.
On the contrary, if the intervention shows very effective
early, it will greatly promote the motivation of all partic-
ipants to continue the overall intervention. Therefore,
we have monitored and compared the changing trends in
4 candidate problematic eating behaviors in feeding
difficulty which were possibly related to BMI z-sore
increment, rather than only “eating slowly”, in order
not to miss the potential target behaviors. Thus, it is
clear that a problematic eating behavior in feeding diffi-
culty that was closely relate to the BMI z-score incre-
ment and was also the fastest score reduction during
intervention at early stage should be considered the
target behavior in childhood feeding difficulty, because it
is supposed to present the best clinical efficacy and serve
as a big motivator for a successful behavioral interven-
tion. It must be pointed out that this study showed most
children had more than two problematic eating behaviors
in feeding difficulty; therefore, in order to make an
effective behavioral intervention, it is necessary to find

the target behavior which requires priority intervention.
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In the past, the importance of selecting target
behavior in behavioral therapy has been affirmed by

19201 As the success of this therapy

many psychologists'
is mainly dependent on this selection, it gives a positive
feedback to the worried caregivers and motivates them to
cooperate with the physicians in subsequent sessions of
behavioral therapy. However, this issue has not been
investigated in the intervention for feeding difficulty in
children. According to this important theory and princi-
ple in behavioral intervention, target behavior selection
in children with feeding difficulty should be taken into
consideration of a positive feedback at early intervention
stage, that is, the eating-behavior with fastest and early
score reduction will give both pediatricians and caregivers
a positive feedback. In this study, “eating slowly” had
this characteristic because its score dropped significantly
as early as the end of 3 months, while none of the other
3 problematic eating behaviors in feeding difficulty relat-
ed to BMI z-score increment had significant score reduc-
tion. As such, *“ eating slowly” satisfied the two
requirements which was closely related to the BMI
z-score increment and had the fastest score reduction
during intervention at early stage. In sum, “ eating
slowly” should be selected as the target behavior for pri-
ority intervention in the behavioral treatment in children
with feeding difficulty. The other three feeding difficulty
( “eating little”, “no interest in food”, and “ eating
while playing toys” ) also showed to relate to children’s
nutritional status that should be candidates for the target
behaviors for second intervention.

Above all, we hypothesized that we may identify
the target behavior, which is defined as being both
closely related to the BMI z-score increment and fastest
score reduction during intervention at early stage,
through the observation and analysis of this prospective
interactive behavioral intervention study in children with
feeding difficulty. In addition, several valuable social
factors could be found to facilitate the improvement of
this target behavior.

There were relationships between feeding difficulty
in children and their family’s social environment *°*’. Tt
can be hypothesized that different social environment

factors in the family can promote or impede the interac-

tive behavior intervention to some extent. In this study,

bSO AR BEAEAR | 2015 4F 5 35 & A 9 M

the multifactor-analysis showed that the factors closely
related to score reduction of “eating slowly” target be-
havior include the parents as caregivers, caregivers with
junior college education and above, and caregivers
concern about their children’s feeding difficulty. Thus,
we could get very useful information from interpretation
of these results. They did have important clinical impli-
cations. Fist of all, in clinical practice, it is recommen-
ded that parents or caregivers with lower levels of educa-
tion need special assistance from caregivers with higher
levels of education. This may improve the efficacy of
interactive behavioral intervention. It also may be effec-
tive in amplifying success of intervention for parents
acting as caregivers themselves and, paying more atten-
tion to their children’s feeding difficulty.

In this study, although we identified the target
behavior through an explorative analysis to suggest that
the first intervention in this behavior may result in the
better clinical outcomes; however, it still needs to with-
stand the rigid test of a future randomized clinical trial.
In addition, the present study did not collect the beha-
vior and evaluation data of nutrition for a period of time
after the intervention was ceased. In other words, the
relapse condition and long term effect of the intervention
remains unknown, and this warrants future research.
Another major concern is that the frequency and combi-
nations of different feeding difficulty could have impact
on the selection of target behavior that has not been
considered in this study. However, the target behavior
selected in this study is the most frequent feeding diffi-
culty that is also an advantage for being a target behavior
in managing feeding difficulty.

We need to conduct another randomized controlled
clinical trial that evaluate the effects of this target
behavioral intervention model. In this way, the effec-
tiveness of this strategy will be tested. Furthermore, we
need to consider the long-term evaluation as this will
help us in knowing the relapse rate of this interactive be-

havioral intervention in children with feeding difficulty.
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