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Abstract  

Aims: Child-feeding practices may be modifiable risk factors for childhood obesity; however 

investigation of feeding practices in non-Western populations is scarce. This cross-sectional 

study examines feeding practices of affluent Indian mothers with children aged 1-5 years 

residing in Australia and Mumbai, India. The secondary aim was to study the association 

between maternal and child characteristics and feeding practices.  

Methods: In Australia 230 and in Mumbai 301 mothers completed either a hardcopy or online 

questionnaire. Self-reported maternal feeding practices (restriction, monitoring, pressure to eat, 

passive and responsive feeding) were measured using established scales and culturally-specific 

items.  

Results: Mothers in both samples were equally likely to use non-responsive feeding practices, 

namely dietary restriction, pressure and passive feeding. Similarly, at least 50% of mothers in 

both samples did not feed their child responsively (mother decides what and the child decides 

how much to eat). The only difference observed after controlling for covariates (mothers’ age, 

BMI, religion, education, questionnaire type, child’s age, birth place, gender, number of siblings, 

and weight-for-age (WAZ) scores) was that mothers in the Australian sample used higher levels 

of dietary monitoring (β= 0.2, P= 0.006). Mothers with a higher BMI (OR: 0.84, CI: 0.89-0.99, 
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p=0.03) and following Hinduism (OR: 0.50, CI: 0.33-0.83, p=0.008) were less likely to feed 

responsively.  

Conclusions: These results suggest that Indian mothers in both the samples may benefit from 

interventions that promote responsive child-feeding practices.  

Keywords: feeding practices, Indians, acculturation, Australia, Mumbai 
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Introduction  

One in five Australian children, 2-4 years are overweight.1 In India, overweight (6%) and obesity 

(8%) is emerging as a concern in urban-affluent children aged 0-5 years.2 Although data on 

weight status of Australian-Indian children are not available, Indians are the fourth largest 

permanent migrant population in Australia and thus their health status stands to make a 

substantive impact on the nation’s future health profile.1 

 

Nutritional transition (i.e. increase in the energy intake and a decrease in the energy expenditure 

associated with socio-economic growth)3 and dietary acculturation (i.e. adoption of dietary 

patterns of the host environment)4  may partly explain the prevalence of childhood obesity in the 

urban-affluent parts of India and in Indian children living in Westernised nations, respectively. 

 

However, more readily modifiable risk factors for childhood obesity that have received 

considerable attention by researchers in Western countries are child-feeding practices.5,6  Feeding 

practices are behavioural strategies used by parents to regulate what, how much, and when their 

child eats.6 Responsive feeding practices (i.e. mother decides what and the child decides how 

much to eat) are postulated to allow children to self-regulate their energy intake and thus 

maintain a healthy weight status.7,8 In contrast, the three most commonly studied non-responsive 

feeding practices are overt restriction (i.e. the child’s food intake is restricted in a way which can 

be understood by the child) pressure to eat (i.e. parents coercing their child to finish all or 

specific foods in a meal) and monitoring (i.e. parents supervision of their child's consumption of 

[discretionary]9 non-core foods).10 These practices are theorised to impair children’s ability to 

self-regulate energy intake, which in turn could have detrimental consequences for their weight 

status.6,7,11  
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Limited research has explored Indian mothers’ use of responsive and non-responsive feeding 

practices in the context of a potentially obesogenic food environment. To our knowledge only 

one cross-sectional study (n=100), reported the use of pressure feeding by Indian mothers living 

in Britain with children aged 4-7 years.12 The use of culturally-specific feeding practices, namely 

passive feeding (i.e. feeding the child even though the child is capable to self-feed) has been 

observed by two studies, cross-sectional (n=56) and qualitative (n=30) with British-Indian13 and 

indigenous14 Indian children aged 2-6 years, respectively. Mehta et al. emphasised that passive 

feeding is a common practice among Indian mothers and may continue beyond five years of 

age.13 Passive feeding constitutes non-responsive feeding and potentially may contribute to 

obesity risk.13 

   

Maternal and child-feeding interactions are complex in nature as they may be influenced by 

several characteristics some of which include the mother’s culture and tradition,15,16 education,17 

age18 and weight status17 of the mother and her child, and child gender.19 Within the Indian 

context, feeding practices have predominantly been examined in relation to undernutrition.20,21 

Little is known about the child-feeding practices of Indian mothers, and maternal and child 

characteristics associated with these feeding practices. Furthermore, feeding practices of mothers 

from the same cultural background (Indian) but residing in developed (Australia) vs developing 

(India) nations with economic, social and food environment disparities22 has not previously been 

investigated. Thus, the present study aims to assess specific feeding practices of Indian mothers 

of children aged 1-5 years residing in Australia and the affluent sectors of Mumbai, India. The 

secondary aim of the study was to examine specific maternal and child characteristics associated 

with the child-feeding practices.   
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Methods 

This cross-sectional questionnaire-based study used a convenience sampling technique to recruit 

mothers from Australia (n=230) and Mumbai (n=301). Eligibility criteria were: born in India, 

older than 18 years of age, facility with written and spoken English, and a child aged 1-5 years 

perceived by mother as healthy. If the mother had more than one child in the age range then she 

was asked to report on the youngest child only. In Australia, mothers residing for more than one 

year and less than eight years were recruited. This time frame was based on studies by Kannan et 

al. who suggested that Indian immigrant mothers living in the US for one to eight years may 

benefit from receiving nutritional intervention in the host country regarding appropriate child-

feeding.15,16 

 

Following approval by ‘[removed for blind peer review]’ the researcher recruited Indian mothers 

in Australia from December 2010 to August 2011 and from December 2011 to March 2012 in 

Mumbai. In Australia potential participants were approached through Indian community and 

university associations, media networks (e.g. newspapers), places of worship (e.g. temples), retail 

outlets (e.g. Indian grocery stores), networks of friends and family and online social networks. In 

Mumbai participants were recruited from five private medical clinics located in higher middle 

class suburbs (i.e. devoid of slums) and through friends and family. In Mumbai, the mothers 

completed the questionnaire in the waiting area of the clinic during which time the researcher was 

present in a separate room. The questionnaire was presented in English as all participating 

mothers were fluent in the language. Separate but similar questionnaires were developed for the 

Australian and Mumbai samples (hardcopy and online version). Questions specifically related to 

Australia were not included in the questionnaire designed for Mumbai (e.g., How many years 

have you lived in Australia?). All participants were requested to submit the completed 
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questionnaire within two weeks. Completion of the questionnaire indicated informed consent. 

The questionnaire was piloted with 14 mothers residing in Australia. Feedback was collected on 

several aspects: formatting and layout, language clarity, time taken for completion, and relevance 

and cultural sensitivity of the questions. The only suggestion received was to improve the 

formatting of the online questionnaire. It was not feasible (limited time and project funds) to 

conduct a pilot study in Mumbai.  

  

Maternal and child characteristics: Child characteristics self-reported by the mother included 

age, gender, weight (converted subsequently to WAZ-score),23  place of birth (Australia vs India) 

and number of siblings (single child vs siblings). Maternal characteristics included age, self-

reported height and weight (subsequently used to calculate BMI), length of residency in 

Australia, education (university level vs not university level), religion (Hindu vs others: 

Jain/Christian/Muslim/Buddhist/others) and questionnaire format (online vs hardcopy). 

 

Maternal feeding practices were measured using single items as well as scales taken from two 

widely-used questionnaires that have previously been validated in predominantly Caucasian 

samples.10,24 

 

Child Feeding Questionnaire (CFQ):10 Two scales were selected: restriction (8 items; e.g. I have 

to be sure that my child does not eat too many sweets; Cronbach’s α: 0.65 [Australia], 0.60 

[Mumbai]) and monitoring (3 items; e.g. How much do you keep track of the snack food: potato 

chips, Doritos, cheese puffs that your child eats?; Cronbach’s α: 0.94 [Australia], 0.74 

[Mumbai]). The wording of one item from the monitoring scale was altered slightly: ‘snack’ was 

changed to ‘salty’ and ‘Doritos’ was changed to ‘Chevda’ (typical fried Indian snack of rice 
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flakes with chickpea noodles). The response options for the restriction and monitoring subscales 

ranged from: (1) Disagree to (5) Agree and (1) Never to (5) Always, respectively. 

 

The Comprehensive Feeding Practices Questionnaire (CFPQ):24 Initially the pressure to eat scale 

(4 items; Cronbach’s α: 0.53 [Australia], 0.33 [Mumbai]) was selected, however, internal 

consistency was particularly poor in the Mumbai sample. Thus, a single, culturally-relevant item 

(My child should always eat all of the food on his/her plate) from the scale was selected for 

analysis. Hindu culture emphasises that food as a commodity is sacred and it is disrespectful to 

leave food on the plate.25 Thus, Indian mothers may coerce their children to finish all the food on 

their plate.12 For analysis the response option was dichotomised as not pressure feeding (1: 

Disagree, 2: Slightly disagree, 3: Neutral) vs pressure feeding (4: Slightly agree, 5: Agree).    

 

Responsive feeding: Based on Satter’s (2000)5 concept of ‘parent provides, child decides’ two 

items were selected from the NOURISH questionnaire.26 The response options ranged from: 1: 

You only; 2: Mostly you; 3: You and your child; 4: Mostly your child; 5: Child only. For 

analysis, the two items namely, who decides what your child eats (1, 2 vs 3-5) and who decides 

how much your child eats were dichotomised (1-3 vs 4, 5), respectively.    

    

Passive feeding: A single item was developed to assess culturally-specific feeding practice, 

passive feeding (Even if my child can feed himself/herself, I feed my child). For analysis the 

response option was dichotomised as not passive feeding (1: Never, 2: Rarely) vs passive feeding 

(3: Sometimes, 4: Mostly, 5: Always).     
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Place of residence (Mumbai or Australia) and maternal and child characteristics were treated as 

the independent variables and the feeding practices as the dependent variable. Bivariate analysis 

for the between group comparisons was conducted using independent samples t-test and 

Pearson's chi-squared test for continuous and categorical dependent variables, respectively. 

Participant characteristics namely mothers’ age, education, religion, BMI, questionnaire format, 

child’s age, gender, birth place, WFA Z-scores and number of siblings were simultaneously 

entered in the regression models (linear or logistic) along with the country of origin. With respect 

to multivariate outliers and influential data points, all cases had Mahalanobis values below 25 

and Cook’s D values below one. Hence, all cases were included in the final analyses.27 No 

concerns regarding multicollinearity were noted, i.e. the variance inflation factor for all variables 

were below 10.27 Analyses were conducted using SPSS version 18 (SPSS Inc., Chicago, USA).  
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Results  

Most (97%) mothers in the Mumbai sample completed the hardcopy of the questionnaire. In the 

Australian sample the opposite was the case, with 77% of all participants completing the online 

version. Calculating the response rate was possible only for the questionnaire hardcopies, 

therefore a target response (questionnaire hardcopies plus softcopies distributed and received) 

rate could not be calculated. The response rate was similar in Australia (12.5%, received: 58, 

distributed: 463 copies) and Mumbai (11.5%, received: 344, distributed: 3000 copies). 

Differences were observed between mothers preferring to complete the online vs the 

questionnaire hardcopy. Mothers completing the online version of the questionnaire had higher 

mean±SD scores on the monitoring scale (3.9±1.0 vs hardcopy: 3.4±0.9, p<0.001). In contrast, a 

higher proportion of mothers completing the hardcopies of the questionnaire (58% vs online: 

42%, p=0.002) practiced responsive feeding. Thus, when comparing the two child-feeding 

practices (monitoring and responsive feeding) between groups (Australia vs Mumbai) the 

questionnaire type (online vs hardcopy) was controlled.    

       

Characteristics of participants in both samples are reported in Table 1. The mean (±SD) length of 

stay in Australia was 4±1.9 years. With respect to the self-reported anthropometrics, 63% 

(Australia) and 51% (Mumbai) of mothers in both samples were overweight/obese according to 

the Indian BMI cut-offs.28 A relatively higher proportion of Australian-Indian (11%) than 

Indigenous (2%) Indian children were overweight/obese based on maternal-reported weight.23   

 

Mean (±SD) scores or prevalence of maternal feeding practices are reported in Table 2. At the 

bivariate level mean scores indicated that mothers in the Australian sample were more likely than 

mothers in the Mumbai sample to monitor their child’s intake of non-core foods (3.9±1.0 vs 
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3.3±0.9, p<0.001), and decide what the child eats (OR: 2.0, 95% CI: 1.4, 2.9, p <0.001), and 

allow the child to decide how much to eat (OR: 1.6, 95% CI: 1.1, 2.3, p=0.02). After controlling 

for participant characteristics reported in Table 1, only differences in monitoring feeding practice 

remained significantly (β= 0.2, p=0.006). There were no between group differences for 

restriction, pressure to eat and passive feeding (p>0.05). In addition, three participant 

characteristics were significantly associated with child-feeding practices. Older mothers were 

more likely to monitor their child’s intake of non-core foods (β=0.1, p=0.03). Mothers following 

Hinduism were two times less likely to allow their child to decide how much to eat (OR: 0.50, 

CI: 0.33-0.83, p=0.008). Lastly, mothers with lower BMI were 1.2 times more likely to decide 

what their child ate (OR: 0.84, CI: 0.89-0.99, p=0.03).  
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Discussion 

This study aimed to examine the feeding practices of affluent Indian mothers living in Australia 

and Mumbai. Mothers in both samples were equally likely to use non-responsive feeding 

practices, namely dietary restriction, coercing the child to eat all of the food on the plate 

(pressure to eat), and feeding the child even if the child can self-feed (passive feeding). 

Similarly, at least half of the mothers in each sample did not feed their child responsively 

(mother decides what and the child decides how much to eat). The only difference that remained 

statistically significant after controlling for covariates was that mothers in the Australian sample 

used higher levels of dietary monitoring to regulate their child’s intake of non-core foods. The 

secondary aim of the study was to examine the association of specific maternal and child 

characteristics with feeding practices. The mothers’ age, BMI and religion showed associations 

with monitoring, what the child eats, and how much the child eats, respectively No other 

covariate (mothers’ education, questionnaire format, child’s age, gender, birth place, WFA Z-

scores and number of siblings) showed association with any of the child-feeding practices. 

 

The use of non-responsive and responsive feeding practices in the present study showed an 

‘acculturation dose-response’ pattern when compared with the wider literature, which used the 

same tools to measure the studied feeding practices.  For pressure to eat a descending dose-

response trend was observed when comparing the present study results to a study of 200 British-

Indian and British-Caucasian mothers with children 4-7 years.12 The prevalence of Mumbai, 

Australian-Indian, British-Indian,12 and British-Caucasian12 mothers reporting to pressure feed 

was 58%, 51%, 42% and 10%, respectively. Similarly, for passive feeding a decreasing dose-

response trend emerged when comparing the present study results (Mumbai 68%, Australian-

Indian 61%) with 112 British/American-Indian (46%) and British/American-Caucasian (14%) 
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mothers living in the UK and US with children aged 2-6 years.13 A similar ‘acculturation trend’ 

is also suggested when comparing the present study results with data from Australian mothers 

(n=245) with two-year old children allocated to the control arm (no intervention) of the 

NOURISH trial.8 The relative ranking for restriction10 showed the same trend (high to low): 

Mumbai mean= 3.7, Australian-Indian mean=3.5 and Australian-Caucasian mean=3.0. Overall, 

the migrant Indian mothers residing in the UK or US12,13 were less likely to coerce (pressure and 

passive feeding) their child to eat compared with mothers who had recently (<8 years) migrated 

to Australia. This may reflect more extensive acculturation among British-Indian mothers 

compared to our sample who had lived in Australia for less than a decade. 

 

In contrast, the opposite pattern (low to high) was observed for monitoring:10 Mumbai mean=3.3, 

Australian-Indian mean=3.9 and Australian-Caucasian mean=4.3.8 The two items measuring 

responsive feeding26 showed a similar pattern when compared to the control group of the 

NOURISH study.8 Responsive feeding (mother decides ‘what’ child eats) was least frequently 

reported by Mumbai (33%) mothers compared with Australian-Indian (50%), and followed by 

Australian-Caucasian mothers (76%).8 Similarly, the proportion of mothers allowing their child 

to decide ‘how much’ to eat was lowest among Mumbai (25%) mothers followed by Australian-

Indian (35%) mothers in comparison to Australian-Caucasian mothers (44%).8 Overall, these 

data tell a consistent story, Indian mothers (migrant and indigenous) relative to Caucasian 

mothers were more likely to use non-responsive feeding practices and less likely to feed 

responsively.  
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The discrepancies in the national child-feeding recommendations between a developed and 

developing nation may partly explain the greater use of non-responsive feeding practices (i.e. 

pressure to eat and passive feeding), and the lower tendency of feeding responsively by Indian 

mothers (indigenous and recent migrants) in comparison to Caucasian mothers. In India 

undernutrition overshadows overnutrition.20,21 The Indian national feeding guidelines generally 

encourage the mothers to be attentive to their child’s hunger cues, feed larger portions, 

frequently and increase the energy density of the foods.29 The focus is not particularly on 

recognising the child’s satiety cues, probably because these guidelines are mainly targeted 

towards childhood undernutrition prevalent in the non-affluent urban and rural sectors29, rather 

than childhood obesity, which is rising in the urban-affluent sectors of India.2,3 In contrast, 

recommendations for child-feeding in developed nations are targeted towards overnutrition and 

therefore, guide mothers to recognise their child’s hunger as well as satiety cues by letting the 

child decide if, and how much to eat.5,32 In sum, the differences in feeding practices between the 

two groups in the present study may in part reflect on the differences between child-feeding 

guidelines of developed (Australia) and developing (India) nations. With childhood obesity a 

growing concern in the affluent sectors of India, there may be need to revise the feeding 

guidelines for the Indian population.        

       

Overt restriction, passive and pressure feeding may not be the ideal strategies to promote healthy 

dietary patterns and food preferences in children. Coercing children to eat certain types (e.g. 

vegetables) and/or amounts of food may inadvertently lead to the development of aversions 

towards those foods,30 whereas overtly restricting the child’s food intake may in turn increase the 

desire for consuming the restricted food item (e.g. chocolate).31 Passive feeding does not support 
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development of independent feeding competence,32 an important task of early feeding practices. 

Furthermore, these practices may impair a child’s capacity to recognise hunger and satiety cues, 

and thus their ability to self-regulate energy intake. Therefore, the use of non-responsive feeding 

practices by Indian mothers (migrant and indigenous) was a concerning issue.  

 

In contrast, the monitoring scale of the CFQ was originally conceptualised as measuring a 

‘controlling’ feeding practice,10 however research has shown that monitoring may promote 

healthy food preferences33 and exert a protective effect on the weight status of American children 

age 4-7 years.34 It is plausible that the higher level of dietary monitoring in the Australian-Indian 

sample and the corresponding lower levels in the Mumbai sample reflects a combined effect of 

dietary acculturation and nutritional transition. Affordability, availability and advertising of non-

core foods are potentially higher in Australia.22 Hence, mothers living in Australia may feel a 

heightened need to monitor intake of these foods. In addition, mothers in the Australian sample 

may have greater awareness regarding the widely promoted generic healthy dietary guidelines 

(e.g. limit non-core foods).9 Thus, the comparatively higher level of dietary monitoring by 

mothers in the Australian-Indian sample may be a response to the more obesogenic Western 

society and adoption of related health messages. In addition, for mothers in the Mumbai sample, 

nutritional transition may mean that the increased capacity to purchase and provide energy-dense 

foods to their children could be perceived as socially desirable and hence intake of these foods 

may not be as closely monitored.3,35 

 

Secondary findings showed that Indian mothers following Hinduism were less likely to allow 

their child to decide how much to eat. Hindu mothers may control how much their child eats, 
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which is in line with their belief system that it is inappropriate to not eat all of the food served.25 

Mothers with lower BMI were more likely to decide what their child eats. This is in line with the 

literature,17 mothers with lower BMI may be more mindful of their food choice and this may be 

reflect in what young children’s are provided. Older mothers were more likely to monitor their 

child’s intake of non-core foods. Consistently in the existing literature older mothers have been 

shown to use discreet feeding practices like covert restriction18 and monitoring.17 No relationship 

was observed between the children’s BMI and any of the feeding practices. This lack of 

association may partly be due to the anthropometric data being self-reported by the Indian 

mothers, which has shown to be inaccurate.36,37 Overall, no specific covariate exhibited a 

constant pattern of association with more than one feeding practice. Although the participants’ 

socio-demographic and self-reported anthropometric characteristics did not reveal consistency, 

our data published elsewhere38 has observed that psychosocial factors (maternal self-efficacy in 

feeding, role of the mother-in-law in child-feeding) may partly explain Indian mothers decisions 

around child-feeding. Future research with this population should aim to collect measured 

anthropometric data for both the mother and her child to better address the issue of whether 

maternal and/or the child’s BMI are related to feeding practices.     

 

 The present study is the first to examine specific feeding practices of Australian-Indian mothers 

with their affluent indigenous counterparts using scales from questionnaires predominantly 

validated in Caucasian samples. We obtained an appreciable sample size (N= 531) to compare 

feeding practices of indigenous and migrant Indian mothers. Unfortunately, data on a ‘third’ 

group (Caucasian mothers) was not collected in light of the resources available. Future studies 

however, may benefit from comparing and contrasting feeding practices of Indian and Caucasian 

mothers. We need to acknowledge several limitations. Firstly, the internal reliability (Cronbach’s 
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α) of the pressure feeding scale,24 validated in American-Caucasians (age 2-8 years) was poor in 

the Mumbai sample (α: 0.33) and therefore was not used. Similarly, the internal reliability of the 

restriction scale10 for both samples was only fair (α: 0.65 [Australia], 0.60 [Mumbai]). The single 

items used to measure pressure and passive feeding in this study may not capture the range of 

strategies that constitute these feeding practices, thus a culturally-specific coercive feeding 

scale(s) needs to be developed through an iterative process in which qualitative and quantitative 

questionnaire-development methodologies are combined. Social desirability bias associated with 

the use of a self-report questionnaire cannot be ruled out. Maternal (BMI) and child (WAZ-

scores) anthropometric indicators may be subject to self-reporting errors. The convenience 

sampling technique, limits the generalisation of the findings to well-educated Indian mothers of 

children 1-5 years living in Australia and in affluent areas of Mumbai. However, the target 

groups were of interest as the prevalence of childhood obesity is rising within these groups.2,39 

Particularly, the Australian sample may be reflective of the wider Australian-Indian population 

as Indian migrants in Australia tend to be highly educated due to current immigration policy 

being biased towards higher education attainment (www.immi.gov.au). It is also noteworthy that 

according to the national data, Indian born Australians are three times more likely than all other 

Australians to have a bachelor’s degree or higher.40 Although a target response rate could not be 

calculated it is important to acknowledge that the overall response rate was poor. The findings 

should be understood keeping in mind that majority of the participants in the Mumbai sample 

were recruited from private medical clinic, whereas all participants in Australia were sourced 

from social networks (e.g. Indian communities). These different sources of recruitment could 

have partly contributed to the differences between the two samples in terms of feeding practices. 
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In conclusion, mothers in the Australian sample reported more dietary monitoring which may be 

in response to the Western obesogenic environment. However, recently (1-8 years) migrated 

Indian mothers in Australia, like their indigenous counterparts, used non-responsive feeding 

practices and were equally likely to not feed responsively. These results suggest that there is 

scope for improving practices, and mothers in both the samples may benefit from interventions 

that promote responsive child-feeding practices. Furthermore, for the Indian cultural group it 

may be useful to consider socio-demographic and anthropometric factors such as the mother’s 

religious background (Hindu vs non-Hindu), and weight status, as these factors in particular may 

influence her decisions around child-feeding. Lastly, the study indicated the non-transferability 

of a commonly used feeding practice scale (pressure to eat) to the Indian population, highlighting 

the need to develop tools relevant to the Indian mothers of young children, living in both India 

and abroad.      
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Table 1: Comparison of self-reported socio-demographic and anthropometric 

characteristics between the Australian (N=230) and the Mumbai (N=301) samples 
 

Variables Australia  
%(n) or  

Mean±SD 

Mumbai  
%(n) or  

Mean±SD 

p value 

Maternal characteristics 
 

Age (years) † 
n=173 
32±3.3 

n=292 
31±4.2 

 
<0.002 

 

Education (tertiary degree) ‡ 
n=202 

95 (191) 
n=299 

87 (260) 
 

0.005 
Religion (Hindu) ‡ 75 (153) 84 (252) 0.02 
 

BMIa 
n=186 
24±3.9 

n=279 
23±4.1 

 
0.02 

Indian BMI cut offs ¶ 
Underweight (≤17.99 kg/m2) 
Healthy weight(18-22.9 kg/m2) 
Overweight(23-24.9 kg/m2) 
Obese(≥25 kg/m2) 

n=186 
2(4) 

35(66) 
25(46) 
38(70) 

n=279 
7(20) 

42(117) 
17(47) 
34(95) 

 
- 
- 
- 
- 

Child characteristics 
Age (months) † 34±14.0 42±12.3 <0.001 
Gender (female) ‡ 51 (103) 43 (129) 0.08 
Birth place (India) ‡ 25 (50) 100 (301) <0.001 
Number of siblings (single child) ‡ 63 (128) 61(182) 0.56 
 

Weight for age Z-scores † § 
n=195 

0.24±1.79 
n=295 

-1.04±1.56 
 

<0.001 
WFA Z-scores categories § 
Underweight (below -2.00) 
Healthy weight (≥-2.00 to ≤2.00) 
Overweight/obese (above 2.00) 

n=195 
6(13) 

83(161) 
11(21) 

n=295 
29(85) 
69(204) 

2(6) 

 
- 
- 
- 

( † Independent samples t-test 
( ‡ Pearson's chi-squared test 
( § World Health Organisation23 
( ¶ International Diabetes Federation28 

Note: comparative groups in brackets, further categorisation details in the method section,   
italicised n value denotes data obtained  
 



23 
 

Table 2: Comparing feeding practices of Indian mothers in the Australian (child age: Mean± SD: 34.3±14.0 months) and 
Mumbai (child age: Mean± SD: 42.0±12.3 months) samples  

 
Feeding practices Australia 

(A) 
Mumbai 

(M) 
Unadjusted † Adjusted ‡ 

Responsive feeding (n= 420) %(n) %(n) OR (95% CI) p value OR(95% CI) p value 
Who decides how much to eat § 
 (child only/mostly)  

(n=224) 
35 (78) 

(n=301) 
25 (76) 

 
1.6 (1.1, 2.3) 

 
0.02 

 
1.6 (0.7, 3.5) 

 
0.23 

Who decides what to eat § 
 (mother only/mostly)  

(n=226) 
50 (113) 

(n=301) 
33 (99) 

 
2.0 (1.4, 2.9) 

 
<0.001 

 
1.9 (0.9, 3.9) 

 
0.08 

Non-responsive feeding (n= 421)  
Pressure to eat (slightly agree/agree) 
My child should always eat all of the food on 
his/her plate   

(n=210) 
51 (107) 

(n=301) 
58 (175) 

 
0.7 (0.5, 1.1) 

 
0.11 

 
0.7 (0.3, 1.4) 

 
0.32 

Passive feeding (Sometimes-Always) 

Even if my child can feed himself/herself, I feed 
my child  

(n=210) 
61 (128) 

(n=301) 
68 (204) 

 
0.7 (0.5, 1.1) 

 
0.11 

 
0.5 (0.2,1.1) 

 
0.08 

 Mean±SD  Mean±SD Mean difference 
(95% CI) 

p value B (SE), Beta p value 

Restriction (8 item, A:α= 0.65, M:α= 0.60) ¶ (n=210) 
3.5±0.8 

(n=301) 
3.7±0.7 

 
-0.10  

(-0.27, 0.23) 

 
0.12 

 
-0.10(0.13), 

-0.07 

 
0.43 

Monitoring (3 item, A:α= 0.94, M:α= 0.74) ¶ (n=210) 
3.9±1.0 

(n=301) 
3.3±0.9 

 
0.61 (0.78, 0.44) 

 
<0.001 

 
0.48(0.17),0.24 

 
0.006 

† Pearson's chi-squared test, independent samples t-test 
‡ Logistic and simultaneous multivariable regression; adjusted for: mothers’ age, religion, BMI, education, children’s age, gender, 
birth place, number of siblings and WAZ-scores. Monitoring and responsive feeding practices were also adjusted for the questionnaire 
type.  
§ NOURISH questionnaire26 
¶ CFQ10 

Note: comparative groups in brackets, further categorisation details in the method section, italicised n value (unadjusted) and bolded n 
value (adjusted) denotes data obtained  
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