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A. BACKGROUND, OBJECTIVES AND TARGET AUDIENCE

1. BACKGROUND

The Department of Health have a number of current policy objectives on weaning and early infant feeding which cover two main areas:

· encouraging safe early weaning practices based on:

· introducing a baby to first foods at six months of age;

· avoiding certain foods before six months (e.g. wheat, gluten and eggs);
· how to start weaning: what to give, how much and how often;

· encouraging a foundation of healthy eating so that healthy eating habits are established from a young age based on, for example:
· fresh fruit and vegetables;
· home cooked foods;

· variety: of foods, textures and flavours;

· persisting with new foods;

· getting children to eat family foods rather than baby foods;

· water given in preference to juice or soft drinks especially between meals;
· not giving too many sweet foods.

A number of sources of information are currently available to parents, providing weaning and early infant feeding advice including the Department of Health’s leaflet on weaning, manufacturers’ websites, online chat rooms (e.g. Mumsnet) and a number of early feeding and infant nutrition books.

The Department of Health has some insight into children’s health and several stages of research into the mainstream population have been undertaken amongst parents of children aged between 2 and 11. Research has also been recently completed into the attitudes and behaviours of parents of children aged between 2 and 11 from three ethnic communities (Black African [Nigerian and Ghanaian], Bangladeshi and Pakistani). 
The previous research indicated that focusing on pre- and recent post- natal parents was important as they are likely to be open to, and actively seeking, new knowledge and skills. Moreover, at this life stage, they are receptive to relevant communications and ground roots interventions. 

However, there has been little existing research into the area of weaning
 and early infant feeding amongst parents from the mainstream population and ethnic minority communities. Thus, a need was identified for research to understand attitudes and behaviours amongst parents with respect to weaning and early infant feeding.
Research around early feeding amongst the mainstream population was undertaken by Define Research & Insight. A separate but parallel research project was conducted by Ethnic Dimension amongst five key ethnic minority communities identified by COI’s Diversity Team as priority communities
. 
This report details findings from the ethnic element of the research. As there was a great deal of overlap regarding attitudes and behaviours between the mainstream and the ethnic samples, this report has focused specifically on providing cultural insights and key differences. We recommend that this report and Define Research & Insight’s report on the mainstream sample are reviewed together. 
2. RESEARCH OBJECTIVES
The primary objective for the above qualitative research was to provide insight into attitudes and behaviours surrounding early feeding amongst five ethnic minority communities and to look at any barriers that currently exist around safe feeding with the view to ultimately designing interventions aimed at parents.

More specific research objectives were identified to facilitate understanding of:

· current early feeding practices and actual feeding behaviours:
· what drives these behaviours;

· what knowledge currently exists amongst the target ethnic communities regarding appropriate early feeding and setting healthy eating foundations:
· awareness of current guidelines;

· what constitutes a healthy and appropriate diet for infants;

· the effects of feeding before six months and the early feeding of certain foods;

· the triggers and barriers to safe early feeding;

· goals and motivations parents have regarding feeding their child (e.g. weight gain);

· the impact of cultural and/or religious issues on parents’ attitudes and behaviours regarding early feeding;

· any influence of food manufacturers, brands and retailers on parents’ attitudes and behaviours;

· the language parents use around early feeding;

· current sources of information and advice for parents;

· key motivations for parents to change behaviour, their information requirements and relevant forms of receiving information.
3. TARGET AUDIENCE
A number of priority ethnic minority audiences were identified by the COI’s Diversity Team. These were:

· Black African (to include Nigerian and/or Ghanaian);

· Black Caribbean;

· Bangladeshi;

· Indian;

· Pakistani.

These communities had been identified as key ‘priority’ communities regarding childhood obesity
 and they represented communities about which there is little existing research or knowledge with respect to early feeding and solid food introduction.
B. SAMPLE AND METHOD
1. SAMPLE CONSIDERATIONS

1.1 Primary Research Sample

A number of issues were taken into account when constructing the sample structure. Previous research (including the ethnic minority childhood obesity research) indicated that mothers are the most important influencers with respect to infant nutrition. Thus, it was felt that the primary focus of this research should be mothers. It was also agreed that research was to be undertaken amongst mothers aged between eighteen and thirty who had babies under the age of twenty four months. It was further agreed that we should include mothers whose babies were at least four months old and were either being weaned or were about to be weaned.
Previous research showed that mothers often look to other individuals (such as mothers, mother-in-laws, partners and friends) for advice, support and information regarding their babies. It was deemed useful to include such individuals within the research sample in order to understand the impact they had on the attitudes and behaviours of mothers with regard to infant feeding and nutrition.

1.2 Family Structures

The ethnic minority childhood obesity research highlighted the fact that it was important to consider how different family structures affected parental attitudes to children’s health and nutrition, for example, families with extended family members such as grandparents often impacted on children’s diet. 
To this end, we needed to include mothers living in extended family households, in nuclear families and as single parent households. 
1.3 Social Class

It was likely that social class impacted on attitudes, behaviours and dietary awareness amongst mothers. Whilst a quota was not applied for this, the overall sample was to include mothers from a range of social and educational backgrounds. This was achieved.
1.4 Other Sample Considerations

As a supplement to the primary sample of mothers, it was felt that there was value in eliciting the views and experiences of health professionals such as health visitors and community dieticians. This provided an important insight into:

· the nature of the advice provided by health professionals on early infant and toddler feeding;

· an overview of mothers’ understanding of the current early infant feeding guidelines

· health professionals’ perceptions of barriers and triggers to safer early infant feeding and establishing healthy eating foundations. 
2. METHOD

A staged approach was needed in order to meet the range of research objectives and to ensure depth of insight into actual behaviour, levels of awareness and attitudes and beliefs regarding safe early infant and toddler feeding.
2.1
Stage 1: In Home Visits
In order to understand actual behaviour and to elicit mothers’ knowledge and views regarding early infant and toddler feeding, a mix of observation and discussion was felt to be the most appropriate approach, conducted as face to face interviews within the home. 
The observational element allowed us to witness how and what infants and babies were being fed, awareness and adherence to the current Department of Health guidelines and the dynamics around baby feeding. This also enabled us to observe food choices and eating patterns for the family as a whole. 

The discussion element provided insight into the attitudes of mothers and key family influencers to current infant feeding guidelines, awareness of the rationale behind these and to establishing healthy eating foundations.
Home visits conducted amongst the Pakistani, Bangladeshi and Black African samples were of two hours duration. This was felt to be sufficient to cover the key issues around baby and toddler feeding as other issues such as shopping habits had been covered by the Ethnic Minority Childhood Obesity research. As the Indian and Black Caribbean communities were not previously covered, home visits amongst these communities were conducted over three hours.
Each home visit was scheduled to include a baby meal time so that we could observe what and how babies and toddlers were fed. 
The overall sample of home visits were evenly split between mothers who had male and female babies and half of all mothers had babies aged between four and twelve months and the other half had toddlers aged between twelve and twenty four months.

Define Research & Insight included a post-interview questionnaire to provide additional data. However, we felt that given potential English language and educational difficulties, this would not be appropriate for the ethnic sample.

2.2
Stage 2: Mini Group Discussions
Define Research & Insight also conducted workshops amongst the mainstream sample to provide further information and to test potential communications. However, we felt that these were also likely to be problematic for the ethnic sample given that English language skills and educational levels could be an issue. However, we felt that there was value in conducting further discussions with ‘fresh’ respondents (i.e. those who had not taken part in the home visits) to validate initial findings, to understand in greater depth levels of understanding of, and responses to, current guidelines and responses to potential future communications. Thus, a series of mini groups were undertaken to achieve this.
One mini group was conducted amongst each of the five target ethnic minority communities and within each group:

· all mothers were aged between eighteen and thirty two years old;

· all had babies aged between four and twenty four months;

· half of mothers had male babies and half had female babies;

· each group was recruited to ensure a spread of social class.
2.3
Stage 3: Health Professionals and Existing Baby Groups
As part of this research we included individual interviews with professionals i.e. those individuals who provided advice to the target communities on introducing solids and drinks to babies aged less than two years old. In addition to this, we also tapped into existing advice sessions to understand the levels of knowledge amongst mothers attending these on early infant and toddler feeding, how health professionals communicate current guidelines to these mothers and what methods of communication they use.
3. SAMPLE DETAILS
The proposed sample was achieved and the table below details the overall sample structure.
	STAGES
	ETHNIC GROUP
	SOCIAL CLASS
	LOCATION

	6 Home visits 
	Bangladeshi
	C1, C2D, E
	 London, Birmingham, Oldham

	6 Home visits
	Pakistani
	C1, C2D, E
	London, Birmingham, Bradford

	6 Home visits
	Indian
	BC1, C2
	London, Birmingham

	6 Home visits
	Black African
	BC1, C2
	London

	6 Home visits


	Black Caribbean
	BC1 C2D
	London, Birmingham

	1 Mums mini group
	Bangladeshi
	C2D, E
	 Birmingham

	1 Mums mini group
	Pakistani
	C1, C2/D
	London

	1 Mums mini group
	Indian
	BC1, C2
	London

	1 Mums mini group
	Black African
	BC1, C2
	London

	1 Mums mini group
	Black Caribbean
	BC1, C2
	London

	5 x health experts 
	Serving mix of communities
	 
	London, Birmingham

	3 x existing groups
	Serving mix of communities
	 
	London, Birmingham


Within the overall sample we had a proportion of Bangladeshi, Indian and Pakistani mothers whose first language was not English. In these cases, research was conducted in their mother tongue languages. Language was not an issue for the Black African and Black Caribbean samples as all had good command of English. 

Health professional interviews were undertaken amongst health visitors and a paediatric dietician. 

Research was conducted between 30th January and 18th March 2008 by Jag Poonia, Radhika Howarth and Tracey Walker. A full debrief presentation was made to the Department of Health and the COI on the 26th of March 2008.
C.
SUMMARY OF FINDINGS
Current Early Feeding Behaviour
1.
Across the ethnic sample, a high proportion of women had breastfed their babies; many until their babies were at least three months old, demonstrating relatively high awareness of the health benefits of breast feeding. 

2.
Most mothers had introduced first solids before the current recommended six month threshold, a majority starting at around four to five months. However, a small minority claimed to have introduced solids around three months. Very few mothers adhered to the six month guideline despite high awareness of this across the sample.

3.
The rationale for early introduction of first solids was similar to that offered by the mainstream sample. Most mothers reported that they had responded to their infants’ (perceived) need for more than milk because their infants appeared to be hungrier and more restless. 

4.
In addition, to this primary aim of satisfying their infants’ perceived needs, the ethnic sample were also motivated by the desire to introduce infants to their own cultural foods as quickly as possible.  This was driven by the fact that these foods were perceived to be healthy and that mothers generally wanted their infants to acquire a taste for traditional cultural foods so they could progress to family meals as soon as possible.  These foods were adapted by some mothers to cut out salt and spices but others offered these unaltered in the belief that infants needed to get used to the taste of family foods.

5.
 Amongst more traditional households, the desire for large babies was still prevalent and some mothers felt pressurised by older family members to introduce solids before six months and to over-feed their infants with calorie laden milk and foods. This was observed across the five ethnic groups.

6.
Amongst some Bangladeshi, Pakistani and Indian mothers, babies were hand fed for longer, even when infants were able to grasp and chew unaided. This resulted in instances of overfeeding and forced feeding. There was also a preference for sweet early foods such as sweet rice and egg custard for some and a high value was also placed on milk, suggesting that milk was not always progressively reduced as solids and drinks were incorporated into infants’ diets. There was greater usage of commercial baby foods amongst more traditional families who perceived these to be of high quality.

7.
Amongst the Black African and Black Caribbean sample, there was a tendency to add foods such as cornmeal, maize and the commercial cereal, Cerelac, to thicken infants’ milk feeds from about two months. This was common practice amongst these communities as a means of satisfying infants’ hunger and to aid sleep. There was also a preference for savoury foods and infants were often given traditional soups and pureed stews as early foods. There was generally lower usage of commercial baby foods beyond first foods amongst these communities.

Awareness of Safe Early Feeding Guidelines
Six Month First Feeding Threshold

8.
As with the mainstream sample, a majority of the sample were aware of the six month threshold for the introduction of first solids, even amongst those women with poor English language skills. Key sources for this information were health professionals, Bounty packs and the general media. However, there was relatively low understanding of the reasons for this guideline and the higher risks of allergies and infection of introducing first solids before six months.

9.
Mothers with older children were generally aware of the previous four month guideline for the introduction of solids. 

10.
A number of reasons were offered by the sample to explain the low take up of the six month guideline: mothers’ beliefs that their babies were ready for first solids, no health risks associated with the early first feeding of previous infants, pressure from family influencers to start, a desire to introduce cultural foods, the lack of emphatic discouragement by health professionals and that food labelling by commercial baby food manufacturers appeared to support first feeding before six months.

Safe Early Foods 

11.
There was some awareness of the foods to avoid for infants under six months old. These were mainly those with known and publicised health risks (e.g. eggs). However, a number of mothers were less clear about other recommended foods to avoid, especially those that were traditionally part of early baby foods e.g. wheat.

12.
There was relatively good understanding of the main risk foods, such as salt and sugar, to avoid with infants under one year old. However, there was some confusion about other foods given as babies progressed from milk only to solids which were deemed to be part of the sample’s cultural foods such as spices (in terms of which specific spices could safely be given and those that are recommended to be avoided), wheat and honey.

13.
For most mothers, there was little real understanding of why they should avoid certain foods. As a result, many mothers followed the feeding behaviour they had adopted with older children or the advice offered by family influencers.

Introduction of Drinks

14.
Water was given to babies for a number of reasons and was often introduced as early as a few weeks after birth. Water was offered when babies appeared thirsty or in place of milk during the night to discourage night waking. There was good awareness of the long term benefits of encouraging infants to drink water. However, some mothers added honey, diluted baby juice and diluted adult juices to help babies acquire a taste for water. Most mothers did not necessarily perceive this to be inappropriate.
15.
There was good understanding of the risks of teeth damage by giving too much fruit juice to infants amongst some mothers. However, others were offering high amounts of juice in the belief that these were healthy and appropriate.

 16.
With respect to milk, there was some evidence of the early introduction of cow’s milk as a main drink, as early as six months for a few mothers. There was little real knowledge as to why this was not recommended by the Department of Health amongst these mothers.

Commercial Baby Foods

17.
For almost all mothers, commercial baby foods were the first foods to be introduced. This included baby rice and cereals. However, some mothers continued using branded baby foods whilst others moved onto other early solid foods.

18.
In store purchasing behaviour largely mirrored that of the mainstream sample. Most mothers had a menu of tried and tested brands and within these they did seek out new flavours, formats and offers. This was largely driven by a desire to provide their infants with variety and new tastes.

Setting Healthy Eating Foundations

19.
A majority of mothers in the sample understood the need to set healthy eating habits for the future. A number of ‘components’ were offered as indicators of a healthy infant diet. This included: offering fresh fruit and vegetables, mainly home cooked meals, avoiding salt and sugar, the importance of variety, textures and flavours, water and milk for growth and healthy finger foods and snacks as babies developed.

20.
The sample also suggested that infants needed feeding routines, to sit with the family at mealtimes, to play with food, to have limited and healthy in-between meal snacks and appropriate food portions. These were reported as important to ensure infants became interested in food in general and family foods in particular, and avoided infants becoming fussy eaters.

21.
However, many mothers found it hard to adhere to these good intentions and they tended to fall by the wayside as babies became toddlers. At this stage, snacking on unhealthy savoury and sweet treats was more evident as was the introduction of Western ‘junk’ foods. We saw evidence of snacking on these foods in between meals amongst toddlers from the age of about eighteen months. There appeared to be limited appreciation of the long term health risks on the infants’ health of such foods amongst some mothers.
22.
The key barriers to setting health eating foundations were the lack of specific knowledge of how to translate health messages into actual practice, pressure from family influencers to give inappropriate foods and snacks in large portions, lack of ideas for variety and infants being exposed to inappropriate and less healthy family diets.

Differences in Early Feeding Behaviour
23.
As with the Ethnic Minority Childhood Obesity research, the TNS mainstream childhood obesity clusters were not appropriate for this sample. However, a number of typologies were observed based on overall attitudes to early feeding and actual behaviour.

24.
‘Traditional Cooks’ were largely older mothers in the sample who were typically introducing first foods to their babies earliest, often at around two and a half months. There was a strongly held belief that feeding before six months would prevent fussy eaters in the future and that it was important to encourage infants to enjoy unaltered family meals as early as possible. There was little monitoring of salty and sweet snacks and treats as infants developed in the general belief that as long as ‘healthy’ cultural foods were eaten, there was little need to restrict other foods. These mothers were largely guided by the advice of their mothers and strongly believed that the approach offered by them was the ‘right’ one. There was little understanding of the need to adapt cultural foods or for balance in the foods given to toddlers.

25.
‘Modern Adapters’ tended to be of higher socio economic groups. They were quite knowledgeable about healthy eating and were typically introducing first foods at around five months. They were very much motivated by doing what was best for their babies and were actively trying to ensure that their infants were as healthy as possible. Their strategies included giving lots of fresh fruit and vegetables and home prepared and cooked foods with no added salt and spices. They were also trying to introduce healthy snacks and finger foods. These mothers were generally getting advice and information from a variety of sources but then made up their own minds of what was appropriate for their infants. They were largely able to handle pressure from female family members for less healthy early feeding approaches. These mothers were interested in finding out how they could ensure that their babies had the best diets possible.

26.
“Anxious Feeders’ were primarily the most traditional women in the sample and represented many of the clients seen by health professionals. They were typically from low socio economic group households, had low education levels and English skills. There was greater dependence on commercial baby foods as these were seen by mothers and their influencers to be the best. There was also: an over-dependence on sweet early foods, babies were often bottle fed for longer, infants were hand fed for longer and toddlers were typically over indulged with unhealthy Western and cultural sweet and savoury snacks. There was little understanding of the long term health risks (of, for example, childhood obesity) of inappropriate early feeding practices.

27.
‘Educated Home Cooks’ in the sample were typically from vegetarian households. They were largely following safe early feeding practices. They were usually breast feeding for longer, starting to introduce first foods later, were feeding infants on fresh home prepared and cooked foods and adapting family foods (i.e. not salt and spices). However, there was some concern about whether their home meals were providing enough variety and nutrients. 

Typologies: Key Communication Needs

28.
Underlying the differences in feeding behaviour amongst the four typologies were differing sets of communications needs. These can be summarised as follows:

	Feeder Type
	Key Motivations
	Key Intervention Needs

	Traditional 

Cooks
	‘My food is the best:

baby adapts to our food not the other way round’
	Rationale for adapting cultural foods

Need for balance and healthy snacks for toddlers

	Modern

Adapters
	‘Adapting to baby’s need as best I can’
	How to ensure variety with home cooked foods (rather than commercial)

More recipe ideas (cultural and Western)

	Anxious Feeders
	‘West is best’
Sweet foods (Asians)

High starch/carbohydrate
(African/Caribbean)
	Challenge value of commercial (expensive)

Encourage more healthy cultural foods

Challenge food myths (e.g. honey)

	Educated Home 

Cooks
	‘Fresh home cooked is best’
	Variety, balance (esp. for vegetarians)




Responses to Intervention Ideas & Stimuli
29.
A number of intervention ideas and stimuli were developed to test in the mini group discussions. These were based on encouraging: introduction of first foods at six months, the introduction of transition foods at the appropriate stages of development, healthy snacks and finger foods and testing awareness of the reasons for the six month threshold and the recommended ‘safe’ early foods.

30.
Responses to the recipe booklet were largely positive across the sample. It was considered to be easy to follow, colourful and well laid out. The booklet provided recipes and recipe variations giving mothers food ideas they may not have considered offering their babies and toddlers. There was interest in cultural recipes to expand the repertoire of these foods given as well as in Western recipes as a means of ensuring a varied and healthy early diet.
31.
A calendar was tested providing information on: appropriate foods for baby and toddler meals, a list of foods that could be safely given, foods to avoid and appropriate drinks at each stage of transition from milk only to solids. Many mothers responded positively to this intervention as an easy reference for baby and infant meal time ideas. The list of ‘safe’ foods was generally perceived to be useful. However, some felt the tone was too emphatic and, therefore, dictatorial.

32.
A list of healthy snacks and finger foods was presented as a possible fridge magnet idea. While this was relevant for most women, some recommended that including cultural finger foods could make it more useful and relevant. Others suggested extending this idea into a plate, showing a balance of food groups that could make up a healthy diet for babies and toddlers. 

33.
The rationale behind the six month guideline was presented to the mini group sample. Responses were quite negative as a majority of mothers claimed not to be convinced of the science behind the guideline. As a result, many mothers claimed that they would continue with their current early feeding practices. 

34.
A list of appropriate first and transition foods was shown to women to gauge levels of awareness and attitudes to these. A majority of the sample were aware of some of the key foods to avoid, particularly those that had been publicised as ‘risk’ foods, but not all. Also, not all understood why certain foods were not recommended as safe.  

35.
Pages from a website specifically targeting the South Asian community, based in the Indian sub-continent were shown to the Pakistani, Bangladeshi and Indian sample. Overall, feedback was positive: the site was seen to provide good levels of information on when to introduce first foods, appropriate cultural first foods and suitable transition foods. However, there was a view that it would need to be adapted specifically for the cultural and information needs of the Bangladeshi, Pakistani and Indian communities in the UK. 

Health Professionals’ Perspective

36.
Overall, feedback from health professionals confirmed findings from the ethnic sample in terms of what they had observed of current early feeding behaviours amongst their ethnic client base. 

37. Most health professionals believed that their advice was valued but this was typically taken as a reference point. Although most mothers were keen to do what was in the best interests of their babies, they were eventually lead by perceptions of their babies’ individual needs and the influence of key relatives.

38. Health professionals often felt ill-equipped to deal with the specific issues of these ethnic minority communities, particularly mothers from traditional households. This partly because of a lack of appropriate and targeted resources.

39. Health professionals felt that the changes in the guidelines made it harder to ‘sell’ the six month first feeding recommendation. They generally felt that mothers found it easier to ignore this advice, particularly as health professionals themselves did not have detailed knowledge of the science behind the guideline to counteract this. They also felt that foods considered as high risk by the Department of Health often led to confusion and misinterpretation so mothers were often unsure why they should change their early feeding behaviour.

40. Health professionals who were not from the target ethnic communities struggled to cope with the lack of English language skills especially amongst their South Asian clients. Also, mainstream communications and concepts were not always relevant or appropriate for mothers from these communities. Many health professionals also felt that they were hindered by their lack of understanding of the cultural issues behind feeding practices amongst their clients.

41. Health professionals themselves did not necessarily adhere to the early feeding guidelines. As a result, they often found it difficult to actively discourage mothers who did not follow these guidelines, particularly for infants who seemed ready for first solids before six months.

42. As a result of the above issues, health professionals in the sample found it difficult to convey the six month message in a meaningful way and focussing on other safe early foods/feeding messages were felt by some to be easier to communicate and promote if they had the ‘science’ behind these as ‘ammunition’.

D. MOVING FORWARD

1. Feedback from this research highlighted the need for a consistent, persistent and targeted approach to overcome current barriers to safe early feeding. The table below details our recommendations regarding the key message needs and when and how these could be communicated. It is our recommendation that these messages need to be heard at the critical times in order to shift current behaviour and practices.

	Key Message
	Key target
	When to communicate
	Communication channels
	Formats

	Safe first feeding at 6 months with clear rationale for long term health
	First time mums
	Pre-natal.

Post natal at critical pre-early feeding (around two months)
	Health professionals,
Bounty packs
	Fridge magnet or poster

	Safe transition feeding/building healthy eating foundations with clear rationale and linked to long term health 


	For all
	Critical pre-first feeding stage and at other key stages: 6, 9, 12 months, up to 2 years targeted for specific ethnic communities

	Health professionals, direct Department of Health communication 
	Recipe booklet, early feeding diary, ‘dunkables’ concept, 
fridge magnet, or poster 




2. For more traditional mothers and those who lack education and language skills (e.g. Anxious Feeders in the sample) face to face interventions are likely to be critical. Providing support in this way may help these mothers to understand the long term benefits of safer early feeding and to equip them to challenge attitudes of family influencers.

3. Health professionals working at the grass roots within the target communities could be a vital communications resource because they are generally respected and trusted. However, this may require resources in terms of time, training and appropriate communications materials to help embed the safe early feeding messages.

4. Raising awareness of cultural early foods and practices amongst health professionals, especially those who are not from the target ethnic minority communities, could help them to engage more fully with mothers from the target communities. Developing national resources which specifically target these communities (e.g. visual than written resources) could also ensure messages are delivered in a consistent rather than piecemeal way.
5. Resources which provide health professionals with the ‘science’ behind the safe early feeding guidelines could help them to counteract the confusion they often encounter amongst their clients. This would help to explain why mothers should shift current behaviour in the context of long term health benefits.
E.
MAIN FINDINGS
1. EARLY FEEDING BEHAVIOUR
1.1
Overview
Although a quota was not specifically set for mothers who were breastfeeding or had breast fed their babies, a high number of mothers within the sample had breast fed, with most breastfeeding until their baby was at least three months old. A small minority of mothers had moved from breast milk to formula milk when their babies were between four to six weeks. The reasons for the high levels of breastfeeding was explained by the fact that this was seen as common practice in the mothers’ country of origin for those who had been born abroad and as a result of the Government’s health messages regarding the benefits of breastfeeding.
It was evident from this research that a majority of mothers across the five target ethnic minority communities had started to first introduce solid foods before the six month threshold. Only a very small minority had adhered to the six month guideline. This was despite high levels of awareness of these guidelines. Part of the rationale for starting the introduction of first foods before six months was a desire for many mothers from all the ethnic groups to move their babies onto their cultural foods as soon as possible.
“In our culture we give our food from day one. You want them to get used to your food.”

(Black Caribbean, London)
“Our food is part of our culture. If your children don’t grow up enjoying our own foods, then how can they be proud of who they are?”
(Pakistani, London)
Alongside the early introduction of first solids there was also evidence of high quantities of foods and milk given to babies and toddlers and the preference for high calorie early foods. These indicated the continued prevalence of the traditional view that big babies were a sign of good health amongst many families. This was particularly true for households with extended family members and for mothers who were strongly influenced by elder female family members such as mothers and mothers-in-law. A number of health professionals commented that it was a struggle for them to counteract this cultural perspective amongst traditional families.
“My mum says that a fat child is a healthy child and if they are not tubby they are no good.”

(Black Caribbean, London)
“The attitude that big babies are healthy babies, this is really hard to shift.”

(Health visitor, Birmingham)
“My mother-in-law tried to give the baby milk after his food. She just didn’t understand that he doesn’t need that much food.”

(Pakistani, Bradford)

With respect to getting babies to progress onto cultural family foods, this was not seen as problematic for most mothers in the sample because lack of confidence and cooking abilities were not an issue for our sample. Most women were highly confident and were largely cooking family meals from scratch as a matter of course. In fact, family life for many mothers was often centred on food and the feeding of babies and children. This highlighted the role played by cultural foods in many women’s sense of cultural identity.

1.2
Differences in Early Feeding Approaches

Whilst there was a great deal of commonality between the ethnic groups regarding when, why and how babies were started on solid foods and non milk drinks, there was evidence of some differences in approach amongst the South Asian mothers (Bangladeshi, Pakistani and Indian) and Black African/Black Caribbean mothers. 

Bangladeshi, Pakistani and Indian Mothers

Hand feeding of babies was quite common amongst a number of mothers from these ethnic groups even when babies were clearly able to grasp and potentially feed themselves. A number of practical and emotional reasons were suggested for this. Firstly, a number of mothers pointed out that it was more appropriate and normal to eat Asian food such as roti and daal or rice by hand and babies could not easily pick up these foods as they were not ‘finger’ foods as such. These mothers also felt that, by feeding their babies and toddlers in this way, mothers could better control the amount they were eating. However, this led to forced feeding in some cases. Others in the sample, particularly grandmothers, saw this as an emotional demonstration of their love for their grandchildren. 
Amongst the most traditional Bangladeshi, Pakistani and Indian families, high value was placed on milk and milk based foods such as traditional rice pudding and custard. As a result, it was evident (and confirmed by health professionals) that milk was not always progressively reduced as babies were introduced to solid foods and other drinks.
Amongst some mothers from the above communities, there was relatively high usage of commercial baby foods. This was particularly true amongst traditional households where manufactured baby foods were perceived to be high quality and a sign of status because they were Western brands. This could be explained by the fact that commercial baby foods were less readily available or affordable in people’s country of origin, increasing their perceived value.
Unlike their Black African and Caribbean counterparts, Bangladeshi, Indian and Pakistani mothers in the sample were more likely to start their babies on sweet first foods rather than savoury. This appeared to be based on the perception that infants required a high number of calories to grow and reflected the desire for ‘big’ babies. There was little concern expressed by mothers about their babies’ weight in the future. Their focus was often on giving babies ‘soft’ foods such as kheer (Asian rice pudding), custard and sira (a semolina and milk food).
Black African and Black Caribbean Mothers

There was a great deal of commonality amongst Black African and Black Caribbean mothers in the sample. There were no real cultural differences in terms of attitudes and behaviour between the two ethnic groups.

Amongst mothers from both communities, Cerelac appeared to be an important traditional early food and most mothers could remember this as a common first food in their country of origin. This commercial brand was still commonly used by this sample of mothers.
Thickening of both formula and breast milk was common amongst this sample. This was achieved by using ‘bulking’ foods such as rusks, biscuits, cornmeal and ‘pap’ (maize). Bottle teat openings were often widened to allow babies to drink the thickened milk. 

Unlike the South Asian sample, Black African and Caribbean mothers tended to focus on savoury foods such as soups and mashed stews, as early feeding foods. A number of these mothers suggested that their baby’s first taste of cultural foods was often as young as at around two months. For example, some babies had been given a chicken leg, traditionally cooked, to lick or a finger dipped in traditional stews and soups.

For many Black mothers, their focus was to introduce their babies onto ‘hard’ foods such as plantains and yams as soon as possible.

“Weaning is about starting them on hard foods like yam as soon as you can.”

(Black African, London)

We saw lower usage of commercial baby foods amongst our Black African and Caribbean samples who were mainly from higher SEGs (social economic groups).  However, health professionals suggested that they were seeing Black African women of lower SEGs who had recently arrived in the UK and who were more likely to be using branded baby foods because of their perceived quality.  
1.3
Understanding of Weaning Terminology
Many mothers in the overall sample were familiar with the term ‘weaning’ as this was the term that most mothers had been exposed to via health professionals, the general media and commercial manufacturers’ websites. Most mothers tended to discuss weaning as a process rather than a single event. Mothers across the sample defined weaning as different elements of the progression from babies taking milk only to eating mainly food, and a number of expressions were offered by mothers in the sample:
· the introduction of first foods as a supplement to breast and formula milk;

· getting babies to move from liquid to solids;
· getting babies onto family foods;

· for Black Caribbeans, getting babies onto ‘hard’ foods.
“Weaning is about feeding babies. It is when you take them off the bottle and you start to give them solids.”
(Bangladeshi, Oldham)

“It’s stopping one thing and starting another, going onto solids.”

(Black African, London)

However, for those mothers who had limited English language skills, ‘weaning’ was a less familiar word and it was suggested that there were no direct translations for this terminology. Health professionals interviewed confirmed that lack of understanding of the terminology was more widespread amongst their client groups attending weaning sessions. In this instance, health visitors who had mother tongue languages would use translations based on the above expressions.
“If you say ‘weaning’ to a mother, even to a mother who had been here for a few years, she would not know what it was. Weaning does not exist [as a word] in their language.”

(Dietician, London)

Whilst there was no specific word for weaning for the five ethnic minority communities, a number of terms were mentioned by some Bangladeshi and Pakistani mothers:

· Bangladeshi: ‘muke bhath’ which broadly means rice in the mouth which represents a traditional first baby food and is part of a special family ceremony when a baby is given rice kheer by a elder family member;

· ‘chut kahna kaahai’ which generally means ‘lick food on the finger’: this represents getting a baby to suck a mother’s finger that had been dipped into a traditional food such as curry.
We should note that, across the sample, weaning was typically referred to in relation to the introduction of food rather than the introduction of non milk liquids. The introduction of drink other than milk was generally perceived to be an extension of the baby’s drinking of breast and formula milk rather than a specific and separate process.
1.4 Introduction of First Solid Foods
Most mothers across the five ethnic groups had first started to introduce solid foods to their babies before the six month threshold recommended by the Department of Health. This was true for first time as well as subsequent mothers. For a sizeable majority, this was at around four to five months. A minority of Black African, Black Caribbean and Pakistani mothers had introduced first solids between the ages of two and three months. Only a handful of younger Bangladeshi and Indian mothers had waited until their baby was six months old. One or two Indian mothers who had recently arrived to the UK had breastfed as long as they could, introducing solids at around eight to twelve months.
1.5 Rationale For Early First Feeding
For those mothers introducing solids to their babies before the recommended six months, the primary motivation, as with the mainstream sample, was to respond to their baby’s perceived need for more than milk. Triggers for the introduction of first foods also largely mirrored those evidenced amongst the mainstream sample. These were usually based on mothers’ (or their key influencers) reactive responses to claimed signs of hunger such as the baby being more unsettled and restless, not sleeping well during the night and showing interest in the family eating food. This was coupled with a more proactive desire to promote the baby’s growth and development. 
The fundamental desire to respond to their baby’s immediate needs was clearly very powerful for most mothers and external messages that were seen to counter this were largely rejected.  As a result of this, most mothers found it relatively easy to justify reasons against delaying the introduction of first foods when their babies seemed ready. 
“You start to think about getting them onto solids when the baby is crying a lot and they keep waking up at night so you think they are not full.”

(Pakistani, London)
“My dad gave my baby some soup with yam, banana and meat all blended up at two months and she loved it. We got the best night sleep that night.”

(Black African, London)

When asked why they have not adhered to the six month guideline, most mothers in the sample cited justifications.
Early Introduction of Cultural Foods

Another important motivation to introduce solids before the six month threshold amongst all five ethnic minority sample groups was a strong desire to get their babies onto cultural family foods as soon as possible. For these mothers progressing onto cultural foods such as curries, traditional soups and stews was clearly important. Underlying this was a general belief that these foods were healthy, wholesome and ‘good for baby’. This was because these foods were largely fresh and home cooked from scratch. Cultural family foods were also deemed to be balanced and varied because they included a range of food types such as carbohydrates (e.g. rice, chapattis and yams), protein (e.g. meat, fish and lentils) and vegetables.

Progression onto cultural family foods was not only based on a belief that these foods were healthy. Many mothers also expressed the view that it was important for their babies to acquire a taste and a palate for these cultural foods. Part of this was the perception that babies, as they grew, would become used to eating family foods quickly and, therefore, they would be less fussy. Additionally, these mothers felt that it was more convenient for babies to move onto cultural family foods and a range of reasons were offered:

· separate baby foods would not need to be prepared, saving time and energy;

· it was easier for extended family members taking care of babies when mothers returned to work so they did not have to prepare special baby foods;

· it was more convenient when going out and about visiting family and friends because babies could eat the same meals prepared for adults.

“You want to get them onto your rice and curries. It’s easier. You’re not cooking different things and when you go out, they eat the same foods as you. When they grow, they don’t say that they can’t eat spicy foods.”

(Pakistani, Bradford)

“My culture’s food is the best for my baby. By nine months she had sampled all the foods we eat.”

(Black African, London)
“I ate all our own foods when I was a baby. My mother gave them to me so I know it is good for the baby.”

(Indian, London)

“Everything is cooked fresh and we had lots of meat and vegetables. So, it’s got to be good for them.”

(Indian, Birmingham)

“My mother encouraged me to give our home cooked foods like chicken curry and rice. She said to just wash the masala [spicy sauce] from the chicken and mash it with rice and daal. She says that if we start early then when the baby is older they will get a taste for our foods and will like our meals.”

(Bangladeshi, Oldham)
Previous Experience
Mothers who had brought up older children following the Department of Health’s previous four month first feeding health advice found it hard to understand why they should do things differently for their new baby. Most mothers had not encountered any negative health problems with children who had began solid foods at four months, thus adding weight for them to continue with previous feeding behaviour.
“I started the first one at four months and there were no problems so it didn’t seem sensible to make this one wait when she was ready for food. There was no reason to do anything different.”
(Pakistani, Bradford)

Attitudes to Current Health Guidelines

 Most subsequent mothers had been aware of the changed health guidelines for the introduction of solids from four to six months old. In the absence of any clear rationale as to why they should delay first feeding, subsequent mothers typically felt cynical and mistrustful of these changes. The guideline was generally seen as the latest health fad and as such, easier to ignore. 
For first time mothers, the overriding desire to respond to their baby’s received need for solids meant that they also tended to ignore the current health guideline.
“It was four months before, now it’s six months. What do you believe? The Government is always giving you this advice and that advice. What do you follow?”
(Pakistani, London)

“I knew the rules had changed and you are really only supposed to start solids at six months but I just thought I would start her early. My health visitor told me to start at six months but then she said that it was up to me.”

(Bangladeshi, Birmingham)

Communication from Baby Food Manufacturers
A number of mothers argued that baby food labelling by commercial manufacturers appeared to support first feeding before six months as labelling suggested these foods were suitable for babies from the ages of four months onwards. As Western baby food brands were perceived as high quality and as baby food manufacturers were trusted, mothers often believed that early introduction of these foods would not be harmful.
“In the shops the food jars say 4 months. The health visitors now say 6 months - so it is confusing.”
(Bangladeshi, Birmingham)

“When the baby food experts say on the jar that’s it fine when they are four months old, you trust them. Then you have the Government telling you different.”

(Pakistani, London)
Attitudes of Female Family Influencers

It was clear from this research that a significant proportion of mothers relied on female family members for advice and support, especially those women living in traditional households. These mothers claimed that they often felt pressure to introduce solid foods to their babies before six months. Many older female influencers interviewed argued that their own children had been first fed before six months with no adverse effects. In the context of these arguments many mothers found it difficult to challenge these views. 
“I kept telling her that the baby was hungry and she needed to give him more food.”

(Black Caribbean, influencer [mother], London)
“My mother-in-law told me what to give. She said it didn’t matter what the health visitor said as it was OK to give the baby tiny bits of different foods as long as it is mashed.”
(Bangladeshi, Birmingham)
Attitudes of Health Professionals

All mothers had been told about the current health advice of not introducing solid foods before the six month threshold by health professionals. However, many mothers suggested that there was no real emphatic discouragement by health professionals to postpone first feeding until six months. Health professionals were largely seen to tell mothers that the guidelines were recommendations and this was often interpreted to mean that mothers should do what they felt was best for their babies. The lack of direct discouragement appeared to greatly weaken the current guideline messages.

Active Belief in Early Introduction of Solids
In addition to the above, some mothers (mainly subsequent mothers) felt that it was in their best interest and in the best interests of their baby to start solids as early as possible. These mothers argued that early introduction of solids ensured that their baby’s grew up strong, less fussy and more adaptable. They also felt that getting their babies onto solids as early as possible was more convenient for them as their babies were more likely to progress onto family foods as soon as possible.
1.6 Introduction of First Foods at Six Months and Beyond
A small number of mothers in the sample had introduced solid foods at the recommended six month threshold. These were, by and large, first time mothers who were generally not aware of the previous four month guideline. Therefore, they did not have this legacy as a potential barrier to following the advice provided by their health visitors. Additionally, typically, these mothers had been brought up in the UK. As a result, they were generally confident about making up their own minds about how to bring up their children. Whilst the views of their mothers and mothers-in-law were respected, they did not feel the same degree of pressure to conform to these views. 
These women had some awareness of the health risks associated with introducing food before the six month threshold from their health visitors and they were more likely to take these at face value. This awareness lent weight for mothers to argue their case for delayed first feeding with female elders.
A few mothers had waited beyond six months to first introduce solids to their babies. These were generally Indian women who had arrived in the UK recently (for example, in the last three to four years) and they tended to emulate the infant feeding behaviour from their country of origin. These women had introduced solids to their babies between eight months and twelve months and this delay appeared to be because babies were fed on solely breast milk for longer periods of time and then were progressed onto cultural family foods as soon as possible. The reasons why these babies were fed on breast milk only seemed to be because:
· it was seen as culturally more normal in the mothers’ country of origin to breast feed babies for as long as possible and mothers believed that breast milk provided sufficient nutrition to their babies until they were deemed ready for family foods;
· formula milk and commercial baby foods were less available ‘back home’ and breast milk was seen as convenient, hygienic and cost effective.
“We started quite late. We started giving kichri which is daal and rice, with a little ginger and turmeric, when my son was about ten months old.”
(Indian, London)
“In India, it’s normal to breast feed. You don’t have to worry about hygiene. With formula milk there is the problem of how safe the water is and cleaning bottles is difficult. So, you just do the same here.”

(Indian, London)
1.7 Awareness of the Current Health Guidelines
Six Month Threshold 
As with the mainstream sample, most mothers amongst the ethnic minority sample were aware of the current Department of Heath guidelines for introducing solids to babies at around six months. This research suggested that even those mothers who had English language difficulties and therefore, less access to mainstream messages were familiar with the guidelines. Awareness appeared to be as a result of information received from a range of sources including health professionals (midwives and health visitors) and various materials, for example, the bounty packs provided to women who had recently given birth. However, despite this awareness, many women claimed that they did not know, nor had they been told, the rationale behind the guideline. Most women felt that they had not known before this research that:

· babies introduced to solids before six months were at higher risk of allergies and infections;

· babies’ digestive systems were not ready for solids before they were six months old.
As mentioned previously, subsequent mothers were aware of the changes in the recommendations but, in the absence of any health problems with earlier children, they felt that there was not a strong enough case to delay introducing first foods.
“The health visitor told us that we should start solids at six months but we weren’t really told why we should do this.”
(Pakistani, influencer [mother-in-law], Bradford)
“All they give you are their opinions but, at the end of the day, it’s up to you to do what you think is best.”

(Black African, London)
Foods to Avoid
Across the sample there was some knowledge about the foods that are considered as inappropriate to give as early foods. 
Most women from all five ethnic groups were aware that it was not safe to give certain foods to young babies under the age of six months. These foods were generally those that had known, well publicised and potentially extreme health risks of allergies: eggs, shellfish and nuts. In fact, some knew of children and adults who had allergies to such foods. However, many were less clear about other foods to be avoided before the age of six months or the reasons why. Additionally, a number of these foods were seen as traditional and suitable early foods. 

Wheat in the form or bread and chapattis was often seen as common and nutritious finger foods for babies to hold before six months.  Most women did not understand or fully accept allergy to gluten as a rationale not to give these foods.
“Why wheat? Roti is our food and we start them off with these at four months.”

(Indian, London)

The recommended avoidance of citrus fruits and juices was also confusing for some mothers. These mothers thought that feeding their babies with spoonfuls of fresh juice (e.g. freshly squeezed orange juice) or giving babies a segment of orange or tangerine to suck was thought to be healthy for their babies. They were not able to fully understand why this was not safe. However, most mothers did accept that adult or baby fruit juices were not appropriate to give to babies under the age of six months.
Many mothers understood that hot spices such as black pepper and chillies were not suitable for young babies under the age of six months. However, some mothers across the ethnic groups felt that mashed up family foods with ‘toned down’ spices were acceptable for babies from nine months onwards. A number of mothers (especially Pakistani, Black African and Black Caribbean) did not substantially reduce the amount of hot spices added to family foods and their babies were typically eating ‘normal’ family foods (prepared to the appropriate consistency) by the age of about nine months. 
Most mothers were aware that cow’s milk was not a suitable replacement for breast or formula milk for young babies and these mothers had avoided introducing this drink to their babies before six months. However, a small number of mothers were not clear about why cow’s milk was not suitable and had moved their infants onto cow’s milk as a main drink by the age of six months. Given that many early infant foods such as custard and rice pudding were milk based, there was some confusion about this guideline.
Most mothers in the sample were knowledgeable about some of the foods that are recommended to be avoided in infants between the ages of six months and twelve months. Almost all mothers were aware of the need to avoid adding salt and sugar to foods given to infants and that fizzy drinks were not suitable. 
Despite this knowledge, we did observe the feeding of foods with added salt and sugar to babies. Amongst the Pakistani, Indian and Bangladeshi families, a number of home cooked traditional early foods such as rice pudding and sweet rice were specifically prepared for babies. The rationale offered for adding salt and sugar was to improve the taste, encourage babies to take these foods and to increase their enjoyment of these foods.
“Even I think that if I don’t put salt then the food will be bland and the baby won’t enjoy it. How can the baby like the food if we don’t like it?”
(Bangladeshi, Birmingham)

“The older generation believes that if you give sugar when a baby is small then she will talk sweet and she will talk nicely when she grows up.”

(Bangladeshi, London)
Most mothers also knew that babies needed calories to grow and as such, low fat foods should not be given to babies and toddlers. With respect to other foods which are recommended to avoid for babies from six months, there was much more confusion. 
Some younger Bangladeshi, Pakistani and Indian mothers were aware of the advice that honey was a risk food for infants under the age of one year. Given that, traditionally, honey has cultural and religious values (see Appendix 1), other mothers from these communities continued to use honey in home remedies and as part of a new born baby’s first taste (for Muslim mothers).
“I have been told that honey has many cures and good properties. In Islam, the Prophet used to have honey and he said it had medicinal values.”

(Bangladeshi, influencer [sister], Birmingham)
“When they have a cold, from about four months, you give them a teaspoon of honey a day for a few days.”

(Pakistani, Bradford)

“My father had made this thing where he put honey into some whisky and left it for ages. To be honest, when my son had a bad cough, my father told me to give it to him. I was really unsure but I tried it and it worked.”

(Indian, Birmingham)
We also witnessed some Pakistani, Indian and Bangladeshi mothers giving tea to their toddlers either by spoon or cup. Most of these mothers were not clear about the need to avoid this drink.
With respect to spices, given the desire to introduce cultural foods to babies as soon as possible, many mothers across the ethnic groups were giving babies small quantities of these foods mashed up. Whilst some mothers were reducing the amount of salt and spices added to family curries, stews and soups, others did not adapt these foods for the babies’ palates, claiming that they wanted their babies to acquire tastes for ‘normal’ family foods.
1.8 The Process of Early Feeding

It was clear from this research that there were a number of stages that most mothers intrinsically progressed through when introducing solids to their babies and moving through the process of early feeding. By and large, most mothers moved through this process fairly quickly in order to get to the stage where babies could eat family meals exclusively rather than specially prepared baby foods. The key characteristic of each stage was the changing of textures, largely based on what mothers felt their babies were ready for. This would appear to be broadly judged by when babies were perceived to be ready to swallow foods of increasingly thicker consistency, if they were sitting up and if they were able to grasp and suck on foods unaided. 
There was, inevitably, some variation in the process followed by individual mothers: when first foods were introduced and the types of foods offered at different stages. However, there was a great deal of consistency in the typical approach taken by most mothers.
Stage 1: Introduction of Heavier Milks
There was evidence that some mothers from all ethnic groups were adding ingredients to bulk up their babies’ breast and formula milk. Black African and Black Caribbean mothers were typically using foods such as cornmeal, ‘pap’ (maize), baby rusks and Cerelac while South Asian mothers were often adding baby rusks or semolina. This was usually started at around two and a half months and the motivation was the perceived belief that breast and formula milk alone was not fully satisfying their babies’ hunger. The key benefit was seen to be a more settled and contented baby, sleeping for longer periods. This was most likely to be amongst subsequent mothers who were confident about their personal beliefs that this was appropriate feeding behaviour. Teats were usually expanded to allow the baby to drink this heavier milk by bottle. Others claimed that they had been guided by their mothers and mothers-in-law.
“He just wouldn’t settle down after a feed so mum told me to put some cornmeal in his milk. He completely settled down after that and didn’t wake up during the night.”
(Black Caribbean, Birmingham)

“You know that they are giving calorie laden milk and they then cut the teat to make it wider. They don’t understand that the baby does not need so much glucose.”
(Health visitor, Birmingham)

Stage 2: First Solid Foods
Between three and a half months to five months many mothers had began to introduce commercial baby rice and cereals, fruit and vegetable purees and sweet desserts (either prepared fresh at home or using commercial baby jar foods). During this stage, the babies were primarily still fed on breast and/or formula milk. Additionally, a range of cultural first foods were also being introduced at around this age.
Pakistanis, Bangladeshis and Indians

Amongst the Pakistani, Bangladeshi and Indian sample the key culturally specific foods introduced at this stage were:

· plain boiled rice mixed with breast or formula milk;

· unsalted kichri (a loose mixture of red lentils and rice with some mothers adding a little turmeric and butter);
· kheer (Indian rice pudding made with milk with added sugar or jaggery (a sugar by-product);
· sweet rice: a soft, relatively dry rice food with added sugar or jaggery;
· sira: a thick milk drink made with semolina.
A number of health professionals suggested that amongst more traditional Bangladeshi, Indian and Pakistani households the emphasis was on giving babies sweet traditional foods. The reasons for this appeared to be a general belief that babies needed the additional calories for healthy growth and to put on weight. Amongst these families the desire for larger babies was still prevalent as this was perceived to be a sign of status and affluence. This attitude was observed in some of the households visited, especially amongst older family members. In these households mothers often found it difficult to challenge this view and to adopt a healthier approach to their baby’s diet.
Black Africans and Black Caribbeans

There was some common feeding behaviour amongst the Black African and Black Caribbean women regarding cultural first foods. By and large, many women were, in addition to commercial baby rice and cereals, introducing traditional porridge made from cornmeal (Black Caribbeans) and maize or millet (Black Africans). These are commonly given in the mothers’ country of origin and were considered by the sample to be healthy first foods. This was because they were seen as filling, effective in satisfying a baby’s hunger, and therefore producing more settled and happier babies.
Stage 3: Transition Foods
Between approximately six to nine months, most mothers were moving their babies from relatively smooth purees to mashed foods as their babies were seen to be developing their gums and teeth. These included home cooked meals and mashed fruit and vegetables as well as commercial jars. As babies moved through this stage they were often given pieces of fruit and vegetables as finger foods to hold and suck.
At this stage a range of both Western and culturally specific foods were evident in the feeding of infants across the five ethnic groups.
Western Foods

At this stage many mothers were typically introducing their babies to children’s breakfast cereals such as Ready Brek as well as more adult cereals including Weetabix. However, some mothers were beginning to introduce toast and egg from about eight months onwards as a breakfast meal.
We observed the continued use of jars of vegetable and meat based baby meals and desserts particularly by some Bangladeshi, Pakistani and Indian mothers. These were often used for convenience when out and about but also as part of the repertoire of babies’ lunch and dinner meals. Some of these mothers claimed to add milk or butter to make the consistency thinner. These were less evident amongst Black African and Black Caribbean mothers within the sample.
Other foods given typically given by mothers on a regular basis included children’s yoghurts, commercial baby finger foods and adult biscuits. More Westernised mothers occasionally prepared foods such as home cooked pasta with tomato sauce, noodles and baked potatoes. 
Cultural Foods

During this stage most mothers in the sample were progressively giving their babies a range of cultural family foods that had been mashed up by hand. There were some differences between the five ethnic groups.
Between seven and eight months a number of Bangladeshi, Indian and Pakistani babies were being given special baby foods such as rab (a mixture of flour, ghee and gur/jaggery), moni roti (a soft chapatti made with flour, butter and sugar) as well as kichri. By about nine months many babies had progressed onto mashed up family meals including rice and daal (lentils) and meat, fish and vegetable curries. Cultural finger foods included pieces of chapatti and washed pieces of chicken on the bone.
Whilst some mothers claimed to have reduced the salt and spices used in cultural family meals in order to make these suitable for their babies, others felt that they did not need to do this as they wanted to get their babies used to the taste of family meals as they were in order to avoid them becoming fussy eaters in the future.
Between six to eight months most Black African and Black Caribbean mothers were mashing up soups, stews, meat and fish that had been prepared for the rest of the family. As with the Asian mothers, most did not alter the taste of these foods to make them more palatable for their babies, again claiming the need to ensure their babies would be accustomed to these tastes and flavours as they grew.
By nine months many babies were being offered pieces of chicken bone to hold and suck on.
Stage 4: Family Meals

Between the ages of nine and twelve months most babies were largely being given chopped up or shredded family meals. For Bangladeshi, Indian and Pakistani mothers this included meat, fish and vegetable curries, rice, lentils, chapattis and parathas. Sweet foods were also part of most babies’ diets including custard (fresh and commercial), homemade rice pudding and sweet rice. A few mothers admitted to giving their babies chocolates and Asian sweets at this stage, claiming that babies were attracted to these foods as they were being consumed by older siblings and other family members.
“I have to admit it that my husband loves chocolate and my son is now getting the taste for this even though I tell my husband not to give it to him.”

(Pakistani, London)

Almost all Black African and Caribbean babies had progressed onto cultural family meals of soups, stews, rice and meat dishes, yams and dumplings. Sugary treats and desserts were less evident in these households and most mothers claimed that they had slowly introduced their infants to foods such as chocolates and ice cream.
“By this time they are eating from your pot.” 
(Black African, London)

Snacks for most babies largely consisted of yoghurts, biscuits and fruit and vegetable finger foods. However, we did observe some mothers introducing savoury snacks such as quavers to their babies during this stage.
Stage 5: Adult Foods

From twelve months onwards most toddlers had progressed to mainly consuming family meals. These foods would be cut up and babies were generally, but not always, encouraged to feed themselves. As previously mentioned, some Bangladeshi, Pakistani and Indian mothers and other female relatives who had carer responsibilities often continued to hand feed toddlers as a means of controlling the amount of food they were eating and to ensure that meals were completed. 
Amongst Bangladeshi, Pakistani and Indian families in the sample a wide range of cultural savoury and sweet foods was increasingly given to babies during this stage. For some families there was also evidence of increasing amounts of Western snacks and fast foods (e.g. crisps, chips and burgers) being given to toddlers from the age of twelve months.

 Amongst some Black African and Black Caribbean mothers in the sample there were also some Western foods such as pizzas and crisps but there appeared to be some attempt to restrict the amounts of sugary treats such as biscuits and cakes.
Across the sample there was some evidence of adult processed convenience foods being given to toddlers at this stage (e.g. pies and pasties), but these appeared to be only offered as occasional foods.
1.9 The Process of Introducing Drinks

Water

Most mothers in the ethnic sample felt that water was an important drink for babies and many claimed to have introduced their babies to water at a young age. Some suggested that they first gave their babies water at around six weeks when they felt that they should be encouraged to sleep through the night. Thus, if the baby woke during the night, he or she would be offered water in the bottle instead of milk. Many Black Caribbean and Black African mothers claimed to have introduced boiled and cooled water almost from birth to avoid constipation and to quell thirst. Some mothers from all ethnic groups also suggested that they added honey (but not for new born babies) to encourage babies to drink water.
“I used to give my older children a lot of juice but the health visitor told me that it was better to give lots of water so that’s what I did with this one.”

(Bangladeshi, Birmingham)

“We give water basically from birth. They get used to the taste.”

(Black African, London)

Juices

Baby juices and adult fruit juices were given to babies as diluted drinks as some more educated mothers were aware of the health messages around damage to teeth. However, others were giving undiluted baby juices because these were assumed to be safe to give in this way. However, most were aware of the need to water down adult juices. A few mothers claimed to give their babies a spoonful of fresh fruit juice such as orange juice at around four months as this was considered a good remedy for constipation.
Milk

There was some evidence of early switching to cow’s milk at around eight to nine months amongst a minority of mothers as they believed, or were told by family influencers, that it was safe to do so. A number of mothers across the ethnic groups stated that they sometimes added a little honey to milk. The rationale provided was to introduce a new taste and to ensure their babies continued to drink milk and did not get bored.
“I know you are not supposed to give babies cow’s milk before they are one year old but I gave it to her much earlier. The others were having this so I thought it was easier to give her the same. She’s not suffered from it.”

(Pakistani, London)

As with the mainstream sample, we observed the use of bottles for toddlers well beyond one year old. This was particularly true for some Bangladeshi, Pakistani and Indian mothers who used the bottle as an effective comforter. Milk continued to be seen as an important drink amongst many mothers from these communities and milk intake was often not substantially reduced as more solids were added to babies’ diets. Some health professionals felt that this partly explained the babies they saw with weight issues.
Drinking Utensils

Across the sample, mothers suggested that their babies had progressed from bottle to cup or adult glass for water and fruit juices. Many claimed that their babies had wanted to copy how other family members drank from about four months onwards and they encouraged their babies to try drinking from baby beakers and cups as soon as they were able to grasp these. However, most mothers did not appear to be aware of the Department of Health’s recommendation for the introduction of cups by the age of six months. The continued use of bottles for some older babies also indicated low awareness of the recommendation to discontinue usage of bottles after twelve months. 
1.10 Influence of Commercial Baby Food Brands

This research clearly demonstrated that commercial baby brands were important as first infant feeding foods for most women in the sample. It would seem that this was because mothers placed a great deal of trust in these foods. Because of the manufacturers perceived expertise in this area, mothers felt confident that these foods were nutritional, had the appropriate vitamins and minerals and would be the right consistency as first baby foods.
Many mothers, as their babies progressed through the early feeding process, tended to move onto home prepared and cooked foods. However, some mothers continued giving commercial baby jars for some meals. More Westernised mothers tended to use these mainly as convenience foods when out and about while more traditional families placed higher value on these foods because of their perceived quality.  A number of health professionals suggested that, as a result, elder female family members were often resistant to home cooked baby foods. 
In terms of the shopping experience and purchasing behaviour of branded baby foods, this was largely consistent with the mainstream sample. Most mothers would be checking out the baby aisles for packets of mainly rice and cereals in the initial stages of feeding. For subsequent stages, women would be visiting these aisles for baby jars and finger foods. Most women claimed that they did check for new products, formats and flavours as a way of ensuring their baby’s diet was varied and they felt good buying the best and the latest. Those mothers who regularly used baby jars admitted that they were tempted by special offers. However, most mothers had a repertoire of tried and tested brands and would generally seek out what was new amongst these brands.
Amongst Black African and Black Caribbean mothers there was clearly high brand loyalty to Nestlé’s Cerelac. Most women from this sample were using this product, usually purchasing these at specialist ethnic grocery stores.
“Sometimes you can’t always feed them your own food. Sometimes you need them [baby jar foods]. It’s just for convenience.”

(Black African, London)

“I told my daughter-in-law that jars were good because that is what we were told to feed our children when we had our children in this country. My doctor told me at that time that jars were good to give.”

(Bangladeshi influencer [mother-in-law], Oldham)
“I had to start on jars because I went back to work when she was 5 months old. But I am happy as well because the jars I give are organic. Organic jars, I think, are good for the baby. I feel guilty that I don’t cook the food for her so giving her organic food makes me feel better as I know these are healthy for the baby.”
(Bangladeshi, London)

2. SETTING HEALTHY EATING FOUNDATIONS
It was clear from discussions with mothers that a majority were concerned about ensuring their babies started on healthy foods in order to set good eating habits for the future. Feedback suggested there was some understanding of current health messages across the ethnic sample and there was a desire amongst many to incorporate this into their infants’ diets. However, as with the Ethnic Minority Childhood Obesity research, this research showed that actual early feeding behaviour did not necessarily match good intentions. 
2.1
Key Elements for a Healthy Diet
When asked to consider what constituted healthy eating, it would appear that a range of components were deemed as necessary for a healthy diet.
Healthy Food & Drink
Almost all mothers across the sample were aware of the importance of fresh fruit and vegetables and most mothers did try to feed their infants fresh fruit and home prepared fresh vegetables from an early age. 
Many mothers appeared to understand the need to avoid a salty diet for infants and some mothers did prepare special foods for their babies without salt. However, this was contradicted by some mothers who believed that it was important for infants to become accustomed to unaltered family meals. Additionally, we observed toddlers snacking on salty snacks such as crisps from the age of about eighteen months. 

The avoidance of sugary treats was also a concern for many mothers. However, some Bangladeshi, Pakistani and Indian mothers did not necessarily include home cooked sweet foods, such as kheer or commercial dessert jars, as part of the foods that should be avoided. Amongst some traditional South Asian families, elder family members did not always adhere to the guideline to avoid sugary foods for infants. These foods were typically perceived to be ‘good for baby’ for putting on weight because they were calorific. 
Most women talked about the importance of home cooked foods and, by and large, most in the sample were preparing baby and family meals from scratch. Convenience and processed foods were more likely to represent occasional meals. However, as babies became toddlers, processed foods were more prevalent in their diets.
“I personally prefer to give home cooked foods because it is fresh and you know what you are putting in it. It is more hygienic.”
(Bangladeshi, Birmingham)
Many women also discussed the need for variety as a key element of a healthy diet. This was generally defined as exposing infants to a range of foods, tastes and textures. Many felt that this was a key way of avoiding infants becoming fussy eaters in the future as they become used to a wide range of foods. Some subsequent mothers felt that they had started first children on sweet foods and as a result, these children did not enjoy savoury foods. With their subsequent babies they had introduced savoury foods early and moved their babies onto new flavours and tastes frequently to avoid this situation.
“They told me at the weaning workshop that we should give savoury foods first otherwise the child gets used to sweet foods and won’t eat savoury foods. That is why I started with carrots.”
(Bangladeshi, London)

“It’s important in the long run to introduce vegetables and fruits as soon as possible.”

(Black Caribbean, Birmingham)

Healthy snacks and finger foods were also deemed to be important to ensure a healthy infant diet. Mothers included foods such as fresh fruit and vegetables, toast, chapattis and pita bread as healthy snacks. However, it would appear that, whilst some mothers attempted to adhere to these good intentions, others were more relaxed about giving their toddlers less healthy savoury and sweet snacks. Some argued that their toddlers wanted to eat the same foods as their older siblings and other family members often indulged toddlers with unhealthy snacks. 
“I might give him some extra biscuits but that’s a grandmother’s role isn’t it?”

(Black African, influencer [grandmother], London)
“I was very stressed with my first. I didn’t want him to make a mess. He used to vomit a lot so I was scared to try new foods because of that and stuck to the few things he liked. All this made him a fussy eater. I didn’t introduce any variety and stuck to the two things that he liked. Now I look back and wish that I hadn’t done that.”
(Bangladeshi, Oldham)
“If I start giving her healthy foods now then she will learn to eat healthy foods when she grows up. But if I give her junk food now then she will grow up with loads of illness.”
(Pakistani, Bradford)
In terms of drinks, all understood the importance of water as the most appropriate drink to quench an infant’s thirst and that introducing water early could encourage them to enjoy the taste as they grew. Milk was also seen as important for growth and development even as babies became toddlers.
Good Eating Patterns

A majority of women also recognised the importance of establishing good eating patterns for building healthy eating foundations for the future. The main elements raised by the sample included:
· following a feeding routine to ensure infants were fully satisfied at mealtimes, reducing grazing in between meals;
· getting babies to eat with the family as soon as they were able to sit up: this was deemed to be important to encourage them to learn how to eat and to become interested in family foods;
· persisting with new foods and not giving up if these were rejected in the first instance: in this way, a varied diet could be established and some suggested that they often adopted approaches such as re-trying rejected foods at a later time and mixing new foods with those their babies enjoyed;
· letting babies handle and play with food to encourage interest and curiosity in a variety of foods;
· limiting snacking between meals for older infants and offering a drink rather than food;

· giving infants the appropriate quantities for their age to avoid establishing habits of over-eating (however, actual behaviour suggested that these mothers found it difficult to ascertain what appropriate portions of food were).
“I think it’s important they sit with you. We eat on the floor as a family and prop her up on the floor with us so she gets interested in what we are eating.”
(Indian, London)

“Don’t restrict the foods you give just because you don’t like them.”

(Black African, London)

2.2
Current Barriers to Setting Healthy Eating Foundations
There were a number of factors that could explain the discrepancy between what mothers knew they should do to set healthy eating foundations for their infants and actual feeding behaviour.

Lack of Specific Knowledge: Putting Healthy Foundations into Practice
Whilst many mothers across all five ethnic groups were broadly aware of the elements of a healthy infant diet, there was a lack of specific knowledge of how to put these into practice. Many mothers were not fully aware of what specific foods were appropriate and at what stages, and, more importantly, the reasons why. Although a majority of women were aware of the changes in the guidelines of safe early feeding, they did not really know why these had changed. Also, many did not fully understand what a baby needed in terms of calories and, therefore, what quantities of food were ideal at different stages of development. Thus, a majority of mothers were not sure why and how they should change their infant feeding patterns.

“Sometimes I have doubts. Am I over-feeding him, are the things I give him ok?”

(Bangladeshi, London)

Impact of Family Influencers’ Attitudes on Infant Feeding
Some Bangladeshi, Pakistani and Indian women living in the most traditional households found it hard to challenge family influencers. Even those mothers who were aware of what constituted a healthy infant diet and wanted to put this into practice, found it difficult to prevent their infants being given inappropriate foods and being over-fed. 
“My mother-in-law is obsessed with food. She wants to feed the baby every time she cries. She doesn’t understand that the baby could cry for another reason. She just wants to stuff the baby.”

(Indian, London)
Some mothers also struggled to prevent the over feeding of particularly male babies with high calorie foods.
For this group of mothers, there was also greater pressure to use commercial baby foods as these were typically deemed as high quality because they are specifically designed for babies and, therefore, could be trusted to provide all the nutrients they needed.
The above issues were less relevant for some, but not all, of the Black African and Black Caribbean samples as mothers felt more able to do what they felt was right for their infants.”
“I kept telling her that the baby was hungry and she needs to give him more food. “
(Black African, influencer [mother], London)

Lack of Inspiration
Some mothers were less confident about what variety of foods they could give babies as they grew and developed. As a result, they tended to stick to a narrower range of foods and family meals even if these were not really appropriate for infants. Some mothers also struggled to feed fussy eaters and they did not feel confident in introducing new foods or in being equipped with dealing with these problems.  Because of these reasons, some babies’ diets were relatively limited as mothers found it easier to stick to tried and tested foods.
“Sometimes you just don’t know what else to give them and you end up giving them the same things. It must get boring for them.”
(Indian, Birmingham)
Inappropriate Family Diets
There was clear evidence of mothers introducing their infants to family meals at relatively early ages. These were usually cultural foods such as traditional stews, soups, curries and rice dishes. Some mothers did not adapt these foods to make them more palatable for their babies. Because of this, and because of the ingredients, including strong spices, these foods were not always appropriate 
In families where there were high levels of snacking on unhealthy processed foods, toddlers were typically acquiring a taste for these foods. We observed some toddlers at around eighteen months snacking on sweet treats, takeaway foods and less healthy savoury foods such as crisps and chips. In these households there was little attempt to limit the consumption of these Western snacks in between meals, particularly by older family members.
Mothers from these households believed that they were doing the best for their infants by the early introduction of cultural family meals which were perceived to be healthy. As long as their infants were consuming these, mothers appeared to be less concerned about the level of snacking on unhealthy Western foods. This was consistent with findings from the Ethnic Minority Childhood Obesity research.
3.
DIFFERENCES IN INFANT FEEDING BEHAVIOUR: KEY TYPOLOGIES
 As with the Ethnic Minority Childhood Obesity research, the TNS mainstream childhood obesity clusters were not appropriate for this sample. However, we observed a number of typologies based on overall attitudes to early feeding behaviour. (The Ethnic Minority Childhood Obesity research did not cover the same ethnic communities as this study. Further work will aim to develop a consistent typology approach across five target ethnic groups.)
3.1
Traditional Cooks

Overall Characteristics

We observed traditional cooks in all five of the ethnic samples. They were usually older women in their late twenties and early thirties and often of lower socio economic status i.e. C1C2 and Ds. They tended generally not to work outside the home or may have been working part time in lower status positions. They were typically also subsequent mothers rather than first time mums and, as a result, tended to be very confident and self-assured about bringing up their children. 
We observed that many of these mothers appeared quite Westernised in their demeanour and had good levels of English language skills and a significant proportion, but not all, had been brought up in the UK. Despite this, they were typically very rooted in their own culture. Adhering to their own cultural values and norms for themselves and for their children appeared to be very important to them. 
These women were usually living in nuclear family situations and felt that they were able to bring up their children in the ways they thought were appropriate. However, they were often living in close proximity to their own families. Great value was placed on how they had been brought up by their own mothers and they felt that they wanted to instil similar values in their children. Their behaviour often mirrored that of their mothers, especially in relation to infant feeding and diet.  

“When to comes to food and nutrition I know all there is to know. You can’t tell me anything.”

(Black Caribbean, Birmingham)

“I know what I’m doing. My mother brought us all up and we are all fine. There’s no reason to do things any differently when they work.”

(Pakistani, London)

Attitudes to Early Feeding and Behaviour
Typically, these mothers were introducing first foods the earliest, often starting at around two and a half months. This was largely based on the belief that it was better for babies to start solids as soon as possible for a number of reasons. Firstly, there was a view that infants were less fussy if they started solids early. Additionally, there was an impatience to progress their infants onto family meals as soon as possible because these meals were deemed to be healthy and nutritious. Finally, these mothers were motivated by convenience: the sooner infants started to eat the same foods as other family members, the easier this was felt to be for them.  Having brought up other children, these subsequent mothers generally felt confident that there were no real health risks associated with their approach to first and transition feeding. 
While first feeding was generally based on commercial baby rice and cereal, there was generally low usage of branded baby foods beyond this stage as these were not seen as necessary. These mothers were typically moving onto some special baby foods such as moni roti, sweet rice, ogi and rab and then onto family meals. First family foods often consisted of easy to digest foods such as rice, daal, sauces of curries (South Asians) and spoonfuls of soups and stews (Black African and Black Caribbean). For example, at about two months, mothers gave their babies their fingers dipped in cultural foods to suck. By around four months, many babies were given pureed or hand mashed family foods.
Amongst many of these mothers, there was little attempt to adapt tastes by reducing salt, sugar or spices to make them more suitable for young infants. 
Fruit and vegetables were deemed to be important elements in the feeding of infants and were typically introduced at around four months.

Once toddlers had started to walk and to express a desire for certain foods, there was little monitoring of salty and sweet snacks and treats as their overall diets were considered largely healthy.
“In our culture we give babies our food from day one. You want it to get used to your food as soon as possible.” (Black African, London)

“Whatever we eat, my son eats. It’s easier that way. My older son loves McDonalds and the younger one wants the same so I mash the chicken in the burger up in my finger and feed it to him. He loves the taste.” (Indian, London)
“I gave all my children our curries as soon as I could. They start liking spicy hot food early. My sister gave her kids really bland foods and now they are really fussy eaters.” 

(Pakistani, London)

Traditional cooks typically introduced water early to their infants, often fairly soon after birth and diluted juices were given at around four months as these were seen as part of the infant’s intake of fresh fruit.
Key Sources of Information and Advice

Traditional cooks were quite heavily dependent on their own mothers as early sources of advice and information for their first children. These influencers were trusted for offering what was perceived as advice that would be in the best interests of their grandchildren. These mothers were keen to follow the feeding behaviours their mothers had adopted when bringing them up and these mothers felt little need to alter these feeding behaviours.
Whilst advice from health professionals was taken into account, this was largely rejected if it was out of sync with that provided by family influencers. As these mothers had older children, they were generally aware of the changes in the health guidelines. These changes were typically viewed with cynicism and mistrust because mothers could not understand why previous advice was no longer deemed to be safe especially in the absence of health problems with older children. Because of this, there was little perceived need to change current infant feeding behaviour. 
Key Communication Needs

For traditional cooks the key issue was the need to reiterate the value of cultural meals for infants and increase understanding of why these should be adapted to make them more suitable for infants. For example, the current guidelines on avoiding highly spiced foods need to be rooted in clear explanation of why these may not be safe in early infant foods. Additionally, there would also be a need to communicate that healthy eating habits should be based on balanced and varied diets with reduced levels of snacking on high salt and sugar foods for toddlers. This also needs to be in the context of a clear, medical rationale of the long term health risks. 
It is our view that traditional cooks are unlikely to be persuaded to adhere to the six month threshold.

3.2
Modern Adapters


Key Characteristics

Modern Adapters in the sample tended to be Black African, Black Caribbean, Indian and Bangladeshi mothers in their mid to late twenties. They were typically of higher socio economic groups than other women in the sample (usually BC1 and C2s). Bangladeshi, Indian and Black Caribbean women were usually brought up in the UK. By contrast, Black African mothers had often arrived in the UK recently but had professional occupations in their country of origin.

Their cultural identity and values were still clearly important to Modern Adapters but they were more open minded than Traditional Cooks. They were generally quite Westernised in their approach and interested in being part of mainstream society, had good levels of English and were typically well educated, confident and articulate. They displayed a greater willingness to change and adapt in order to progress.
This group included both subsequent and first time mothers, usually living as nuclear families. Some were living in extended family situations but, generally, Modern Adapters felt confident in their own beliefs about bringing up their children and were able to argue the case to do things their way with family influencers.
Attitudes to Infant Feeding and Behaviour
This group of mothers generally took a modern approach to their infant’s feeding. They were knowledgeable about what was needed to establish a healthy diet for their infants, were likely to research various sources for the latest information on early feeding and were committed to ensuring a healthy diet for their babies and toddlers. Modern Adapters were much more baby led and their key motivation was to do what was in their baby’s best interests. As a result, Modern Adapters were still introducing solids early but this was usually between four and half months and five and a half months. They were aware of the current six month guideline but typically felt that it was acceptable to respond to their baby’s perceived need for solids as long as these were not introduced vastly before this threshold.

First foods such as baby rice and cereals were typically introduced slowly, usually a few spoonfuls at a time once a day as well as some culturally specific first foods including pap and plain rice mixed with milk and special cultural baby foods like kichri. However, our observations suggest that mothers would only feed as much as the baby was willing to take and there was little evidence of forced or over feeding.
Modern Adapters were normally introducing family meals of daals, rice, curries, stews and soups as soon as they felt their babies were able to swallow these foods but these were usually adapted with reduced amounts of salt and more limited spices. These mothers were more willing to accept the health advice that a baby’s digestive system was not ready for high salt and spicy foods.
Modern Adapters were very keen to ensure that their infants’ diets included fresh fruit and vegetables and to ensure that they were being exposed to a variety of tastes and textures. These were largely prepared at home and although commercial baby jars were included these were typically for convenience, to test out new flavours and food combinations and to provide additional variety.

Modern Adapters respected the views of family influencers but mostly felt able to challenge traditional and potentially unsafe foods such as honey for infants under the age of one year. Many suggested that they had developed strategies to handle attitudes of family influencers e.g. using health professionals’ advice to support their own early feeding beliefs and ‘side stepping’ family advice rather than overtly challenging these.
“My mother-in-law sent very sweet kheer with my husband for my son but I felt that this was not healthy for him. She kept phoning to ask if I had given it to him and if he had enjoyed it. I know it was lying but I told her I had. It was easier than trying to change her attitudes.”
(Indian, Birmingham)
“I told my mother-in-law that the health visitor told me the baby’s health would be better if I followed the advice. That seemed to reassure her about what I was doing.”

(Bangladeshi, Birmingham)

Modern Adapters actively tried to encourage healthy snacking and finger foods for toddlers as they were aware of the importance of this in setting healthy eating habits. Less healthy snacks were normally restricted within the home and family members were encouraged, as far as was possible, to follow this behaviour.
“I don’t want to encourage the sweet stuff at a young age”

(Black Caribbean, London)

Modern Adapters were aware of the potential damage to teeth of giving too much fruit juices and water was the preferred drink for infants to encourage them to acquire a taste for them to grow with.
Key Sources of Information and Advice

Modern Adapters were willing to listen to the advice from a variety of sources but were confident enough to make up their own minds about what was best for their infants.
Mothers and mothers-in-law clearly played an important role in providing advice and information as they often lived close by and were called on for support. However, Modern Adapters generally felt strong enough in their own beliefs and did not feel pressurised to confirm to traditional attitudes to early feeding. Their knowledge of health advice was often used as ‘ammunition’ to not follow traditional practices.
Health professionals were generally trusted and respected and many Modern Adapters would attend/had attended baby clinics and weaning sessions for advice and to check out whether their early feeding behaviour was appropriate and safe.
Modern Adapters were the most likely group to gather information and advice from other sources including websites, books and general media. 

“My mother-in-law tells me to do what I think is the best. She knows that things are changing and we can’t just do things in the old way.”
(Black African, London)

“It’s important that my son tries new flavours and savoury foods, not just sweet. I went to the baby session at the clinic and asked the health visitor what else I can give him.”
(Indian, Birmingham)

Key Communication Needs

Modern Adapters were generally following safe early feeding guidelines. However, there was still interest amongst this group for information to help them ensure they were incorporating a sufficient variety in their home cooked foods. There was a desire for recipe ideas for both cultural and Western foods.
As these mothers were clearly motivated by doing the best for their babies, there would seem to be some potential to persuade Modern Adapters to delay first feeding until the six month threshold if this was in the context of clear health benefits.
3.3
Anxious Feeders

Key Characteristics

 Anxious Feeders were primarily from the Bangladeshi, Pakistani and Black African communities. We saw a few of these mothers in our sample but they represented many of the mothers seen by health professionals at weaning groups. Typically, Anxious Feeders were mainly from lower socio economic groups, typically Ds and Es. 

Bangladeshis and Pakistanis seen by health professionals were usually women who had been born and brought up abroad, arriving in the UK after marriage from rural areas of Bangladesh and Pakistan. These women were often living with their parents-in-law as part of extended families. As a result, their behaviour was mostly influenced by the attitudes of family members and they often had little control and influence within the households.

Black African mothers seen by health professionals were also newly arrived to the UK from poor rural areas. Health professionals suggested that their approach to food was often driven by a legacy of food shortages from ‘back home’ and could colour their attitudes to early feeding. Some mothers had support networks of close family and friends from ‘back home’ living close by.

Anxious mothers from these communities generally had low levels of education and English language skills, and often little confidence in communicating with people outside their own communities.

Many Anxious Feeders would appear to have quite entrenched views on what was healthy for their babies. For Bangladeshi and Pakistani women, this may have been because their attitudes were largely affected by those of their elder family members. Black African women tended to conform to the traditional view that big babies were a sign of health and status.

Attitudes to Infant Feeding and Behaviour
Overall, Anxious Feeders typically believed that Western commercial baby foods represented the best they could give their infants. This was because Western manufacturers were perceived to be ‘baby experts’ and, therefore, could be trusted to provide the highest quality. Whilst there was a desire to progress infants onto family meals as soon as possible, there was a general lack of appreciation of the value of home cooked early feeding foods.

Bangladeshi and Pakistani

Anxious Feeders from these communities tended to succumb to the attitudes of mothers-in-laws who often dictated when, how and what babies were fed during the early stages. Many mothers faced pressure to introduce solids much earlier than the recommended guideline, often at around three months. Mothers-in-law would use the powerful argument that they had introduced solids to their own children early without any negative health effects and that this was common practice in their countries of origin. 

Health professionals suggested that early feeding on large amounts of sweet foods was quite common as these were seen as necessary for growth and reflected the traditional desire for large babies as an outward sign of health. These were often introduced in the belief that infants enjoyed sweet tastes rather than savoury. Honey was also perceived to be an important food in traditional households, for home remedies and to add taste to milk.

It was apparent that babies were often ‘babied’ for longer: soft, easy to swallow foods were continued even when babies were ready for more textured foods. Milk and water was bottle fed when infants were ready to use a beaker or cup and hand feeding of older toddlers tended to continue even when they were able to feed themselves. These actions were often practiced by grandmothers feeding their grandchildren and mothers were often expected to mirror this behaviour. ‘Babying’ toddlers could be seen as an outward sign of love and demonstrated what was seen as these mothers’ primary role.

Older infants were moved quite quickly onto cultural family foods but these were usually not adapted. Toddlers were also more often than not indulged with unhealthy Western and cultural snacks (both sweet and savoury) by older family members and mothers, even if aware of the health risks associated with these foods, typically felt unable to intervene.

“I told my daughter-in-law that baby food is good quality. It’s easy and quick to give and because it is English, so it must be good.”

(Pakistani, influencer [mother-in-law], Birmingham)

“I told her to put salt on the potato with some pepper because he was not eating it to make it taste better.”
(Pakistani influencer [grandmother], London)

Black African
One or two health professionals who saw women from this community at groups commented that they tended to introduce heavy calorie laden milk to infants at around two months. Cerelac was a very popular ‘bulking agent’ in the women’s country of origin and the practice of adding this to milk tended to be continued in the UK. One health visitor suggested that those women who had arrived as refugees or asylum seekers had often come from areas where there was tribal unrest and Cerelac was a staple Aid food which was perceived as a high energy infant food. This could explain the high dependency on Cerelac as a first milk addition. 

“The first thing you ask when they come to the group is about Cerelac because the baby is big. And you need to stop this attitude that West is best as they usually can’t afford jar foods.”

(Health visitor, Birmingham)

Black African Anxious Feeders tended to first introduce solids well before the six month guideline because this was the general practice in their country of origin where it was more convenient and cost effective to get infants onto family food as soon as possible. For this reason, there was often the added pressure from family and friends to start babies early so that they could progress onto family foods quickly.

It was suggested that babies of Black African Anxious Feeders tended to have fairly limited diets of rice, stew and eggs which were often introduced early at around six months. Amongst these mothers there was also high usage of commercial baby jars despite the costs because these were seen as the best quality. 

Key Sources of Information and Advice

For Bangladeshi and Pakistani mothers, their mothers-in-law were their primary sources of information and advice on early feeding. For Black Africans, this was mainly their own mothers who might have been brought to the UK to assist in taking care of infants in the early months. However, those that had been directly targeted by health professionals for safe early feeding messages, were attending baby clinics and weaning sessions. It would appear that those health professionals who had tried to build a relationship with these women were generally respected and trusted. Those mothers attending these groups appeared to be open to health advice and interested in improving their infants’ diets. However, they often still faced pressure from elder female family members to follow less appropriate practices.

Key Communication Needs

It was clear from this research and feedback from health visitors that there is a need to challenge the over dependence on commercial baby foods. This would require educating Anxious Feeders and their family influencers of the value of home cooked cultural foods from a nutritional and a cost perspective.  There is also a need to challenge current food myths i.e. that certain foods are ‘good for baby’ such as honey, and sweet and starchy foods, by informing mothers and key influencers of the health risks (e.g. of infection and obesity in the future) of these foods to infants.
3.4
Educated Home Cooks

Key Characteristics

This represented a small sample of mainly Indian mothers who had typically arrived from India with their husbands within the last seven years. A number of these women were presently not working as they were taking care of young infants. However, their husbands were usually in professional jobs, arriving in the UK with high levels of education. Most women were also well educated from back home and intended to return to work when their infants were older. Educated Home Cooks in our sample were mainly Gujerati.
Educated Home Cooks were mainly first time mums living with their partner and tended not to have close immediate family in this country. However, most had a good network of close friends from their own communities and extended family living close by.
Whilst these women were usually well educated, English language skills were not always high. They were very keen to improve their English so they could optimise the opportunities available to them in the UK.

Educated Home Cooks were aware of the recommended early feeding advice from India. However, they were generally eager to seek out health advice in the UIK as a way of keeping abreast of good practice.
Attitudes to Infant Feeding and Behaviour
The Gujerati Educated Home Cooks in the sample were all vegetarian.

Educated Home Cooks were very much driven by the desire to give their infants the best foods and were clearly knowledgeable about what foods were important to provide a healthy start for the future.
These mothers believed that breast milk was the best for the early months of their infants’ development and were generally committed to continuing to breast feed as long as possible. One or two mothers had breast fed their infants up to one year.
Educated Home Cooks had usually started introducing first foods at around five to five and a half months and this was considered a good compromise between current health advice and responding to their infants’ needs. First foods, as with a majority of the overall sample, were commercial baby rice and cereals. However, as infants progressed into the next stage of feeding, a range of cultural foods were typically prepared especially for the baby including:
· kichri made with no added salt;
· the water from plain cooked daal;

· plain boiled rice mixed with milk or unspiced daal.
Overall, these mothers tended to take a proactive approach to ensuring that their infants developed a healthy eating foundation and we observed high levels of fresh fruit and vegetables offered to infants, healthy finger foods for toddlers (e.g. pieces of fruit and vegetables and roti). Introduction of water was typically at around three months as breast milk was considered sufficient during the early months and was considered the healthiest drink. Some mothers were also giving hand squeezed fresh grape and melon juice as alternatives.
Underlying early feeding approaches for Educated Home Cooks was a desire to give the best of traditional cultural foods, to ensure infants were getting plenty of fresh fruit and vegetables and a low salt and sugar diet for a healthy foundation for the future.
“I gave my baby all the special health foods for the baby like rab because it’s good for the baby.”
(Indian, London)

“Back home we can’t afford jars of baby food so you give all homemade stuff. We know it’s better for the baby. So, it’s stuff like kichri with no salt added or some pureed vegetables.”

(Indian, London)

Key Sources of Information and Advice

Key sources of information and advice were health professionals whose advice was generally trusted and taken on board. These mothers were interested in attending weaning sessions and baby groups despite language difficulties as they were keen to increase their knowledge. Close friends were also looked to for advice as immediate family were typically abroad.
Key Communication Needs

Although many Educated Home Cooks were essentially taking the appropriate approaches to their infants’ early feeding, they were concerned about ensuring that they were providing sufficient variety and balance, especially for vegetarians. They were interested in seeking advice on how they could achieve this to ensure that their children’s diet was as healthy as possible in the future. Providing such information could meet these needs.
4.
RESPONSES TO INTERVENTION IDEAS & STIMULI
Based on the initial learning from the in-home observations and discussions, a number of intervention ideas were developed to test in the mums’ mini group discussions. Additionally, a number of other stimuli were also presented to check responses to current early feeding guidelines. 
4.1
Overview
The table below shows the key messages and stimuli presented (See Appendix 2) to mothers during the mini groups:
	KEY MESSAGES
	POSSIBLE INTERVENTIONS
	STIMULUS PRESENTED

	Encourage introduction of first foods at 6 months
	Communicate rationale for why mothers should delay introduction until six months 
	‘Why it’s good to start feeding baby after six months’

	Encourage introduction of appropriate foods at different stages
	Ideas of what to give infants at key stages of development and what to avoid
	‘Weaning-at-a-glance’ calendar
Pages from the healthybaccha.com website (Indian group only)

	Help introduce more variety in home cooked foods 
	Provide range of food suggestions at key stages for cultural and Western foods
	Recipe booklet

	Help reduce onset of poor diet as babies become toddlers
	Healthy snacks for toddlers
	‘Dunkables’ reference card

	Raise awareness of safe early feeding and challenge food myths
	Clear communication of appropriate and inappropriate first and transition foods
	Do’s and Don’ts about feeding baby’


As with the Ethnic Minority Childhood Obesity research, initial responses to the above confirmed our view for the need to provide clear, simple and rational communication messages and interventions for the ethnic sample.
4.2
Recipe Booklet
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A simple recipe booklet of recipe ideas from Sure Start was presented to each mini group as an example of an intervention designed to give mothers new ideas of feeding infants at different stages. The booklet provided ideas and recipes for first foods, feeding six to nine month old babies and nine to twelve month old infants. This was intended to meet a generally expressed desire for more ideas to help mothers provide a varied diet to their infants. 
The recipe booklet idea was almost universally liked across the sample from all five ethnic groups. A majority of mothers thought this was simple to follow, colourful and well laid out. 
The booklet provided recipes as well as variations and these were seen to work well because they gave mothers ideas about trying foods they had not necessarily considered offering to their infants. Discussions suggested that while most mothers were very confident cooks of their own cultural foods, there was still an interest in cultural recipe ideas to expand the repertoire of these foods given to infants. Many were also interested in Western recipes as a means of ensuring a varied and healthy diet. Some Black Africans and Caribbeans were interested in this booklet but were more motivated by recipe ideas that specifically targeted their communities.
The tips and ideas about cooking methods included in the booklet were seen as providing a great deal of practical advice and information, presented in a simple and easy to understand way.
A number of both first time and subsequent mothers had responded positively to this intervention idea. It was suggested that this could be provided by health professionals to mothers of infants aged around three months when they might be starting to think about introducing solids.  
“This is really practical, the ideas of what to give and it’s colourful. It makes it look like it’s not that hard to give babies healthy food. You look at this and it says that this is something I can do.”
(Bangladeshi, Birmingham)

“I think it’s really easy to follow and it tells you clearly what to give at what age. It’s got things I might not have considered giving. This would be good to give new mums when they first start to give babies food.”

(Indian, London)
4.3
Weaning-at-a-Glance Calendar
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These ‘diary’ pages were taken from the First Foods and Weaning book by The National Childbirth Trust.  These pages were presented as a ‘Weaning at a glance calendar’ at different stages:
· first stage at around six months;

· second stage at around six and half months;
· third stage at around seven months;
· seven and nine months;
· nine to twelve months.
Each diary page provided information on appropriate foods for each meal time, a list of foods that could be safely given to infants, foods to avoid and appropriate drinks at each stage.
Most women in the sample responded positively to this intervention idea. They generally felt that the layout of the pages was simple and straightforward and the meal time ideas were easy to follow. The list of which foods could be safely given and those which should be avoided were perceived by some as easy reference information. However, a few did not like the emphatic language as it was seen as too dictatorial.
“This gives you information that could always be accessible. It’s practical and easy to follow. Better than books. It could be a constant reminder.”

(Indian, London)

4.4
‘Dunkables’ Fridge Magnet
In order to present messages on healthy snacking, a fridge magnet concept was developed to provide ideas for appropriate finger foods for infants from nine months old on (Appendix 2). This was particularly successful amongst Bangladeshi and Indian mothers who could see the value of a format that could be used as a quick reference and reminder for mothers to avoid unhealthy snacking foods.
The list of finger foods presented showed a variety of foods and food types and how to make these interesting for infants and toddlers.
While this was relevant for most women, some recommended that including cultural finger foods could make it more useful and relevant. Others suggested extending this idea into a ‘food types’ plate, showing a balance of food groups that could represent a healthy diet for toddlers. 
It was suggested that any messages on healthy snacking and providing a balanced infant diet could be used to help mothers begin to shift the attitudes of female family influencers and to get them on board.
4.5
Rationale for the Six Month Threshold
In order to understand current awareness of the health risks of introducing foods before the six month threshold and to test willingness to take these on board, the rationale behind the six month guideline was presented to the mini group sample.  This is detailed in Appendix 2 (See ‘why it’s good to start feeding baby after 6 months’).
Responses were generally quite negative as a majority of mothers claimed not to be convinced of the validity of the science behind the guideline. Most mothers claimed that they would continue with their current practice of feeding solids before six months.  As most mothers in the sample had already introduced first foods earlier than the recommended threshold, rejection of the health risks presented to them could have been a way of justifying behaviour which had already taken place.
However, feedback from the home visits had suggested low levels of awareness of the health risks of introducing first foods too early and interest was expressed by many mothers for clear reasons why they should delay. This suggests these messages may need to be delivered in different formats and at critical intervention points e.g. at birth and at two months, particularly for first time mums.
“We all know this but it still comes down to instinct and it’s worked for me with my children.”

(Pakistani, London)

“It wouldn’t change what I do. I would still do what I have done because my son is healthy and he’s eating well.”

(Black African, London)

4.6
Guidelines for Safe Early Foods
A list of appropriate foods for infants at different stages of development was shown to women to gauge the levels of awareness and attitudes to foods that should be avoided in infants under one year old. (Appendix 2: see ‘the do’s and don’ts about feeding baby’)
A majority of the sample were aware of the key foods to avoid particularly those foods that had been generally publicised as ‘risk’ foods e.g. nuts. However, not all mothers were clear about when it was appropriate to safely introduce these into an infant’s diet.
For some mothers this information was positively received and was perceived to indicate clearly what foods were safe to introduce at six months, which foods could be introduced in limited amounts and those that should be avoided. However, some mothers in the sample were still not entirely convinced about the six month advice. Also, some were surprised as to why certain foods traditionally used as early foods, e.g. wheat, should be avoided and felt that they needed clear explanations of why this was the case. 
With respect to hot spices, many understood that these were not good for the digestive systems of young babies. However, some were felt that giving family foods with spices such as pepper and chilli powder to babies over the ages of about nine months were not harmful as long as these foods were not too hot. 
The above suggests the need to provide mothers with clear messages about why certain foods should be avoided and the health risks associated with introducing these foods before the recommended ages.
“I agree with most of this but I don’t agree with the spices bit because they need to get used to these otherwise they grow up not liking Asian food.”

(Pakistani, London)

“It would be great if it was something that you could keep as a quick reference. I would stick this on the fridge or on a notice board.”

(Indian, London)

4.7
healthybaccha.com Website


This website specifically targets the South Asian community and is based in the Indian sub-continent (Appendix 2). For this reason, this was shown to Pakistani, Bangladeshi and Indian mothers only. Overall, feedback was positive: the site was seen to provide good levels of information on when to first start feeding babies, appropriate cultural first foods and suitable early foods. 

The information was clearly geared towards Indian mothers in the Indian sub-continent and a site of this nature would need to be adapted specifically for the cultural and information needs of the Bangladeshi, Pakistani and Indian communities in the UK. 
5.
HEALTH PROFESSIONALS’ PERSPECTIVE

Individual interviews were conducted amongst four health visitors and a dietician/health visitor to ascertain the issues they encountered in their dealings with mothers from the five ethnic minority communities. 
5.1
Overall Roles & Responsibilities
Health professionals’ primary roles were to check the general well being of mothers and infants up to the age of five months and to provide advice on all aspects of early feeding and infant nutrition including:

· when it was safe to start solids and how;
· the most appropriate early foods including offering recipe ideas;

· general diet and healthy eating advice including risks of inappropriate foods e.g. salt.
However, one or two health visitors suggested that they were typically seeing infants up to the age of one year but would continue to visit infants up to three years if there were any specific health or behavioural issues. For this sample of health professionals, their client groups consisted of a spectrum of ethnic groups and social class although a few health visitors were dealing with mothers with a range of social issues including social depravation, poor literacy and English language skills.
These health professionals suggested that keeping up to date was achieved via a variety of communications: updates from the Department of Health on the latest guidelines, study days, attending courses, reading up on journals, information shared between health professionals in their teams and the internet. 
Health professionals in the sample had a responsibility for home visits and facilitating baby clinics and specific weaning sessions. Overall, their perceived goal was to encourage good early feeding practices amongst their client group in line with the Department of Health guidelines. 

The key changes that health professionals had to incorporate into their responsibilities was raising awareness of the changes in the current guidelines and, specifically, the new six month threshold. One health visitor felt that the advice they offered had to take into account the overall changes in society’s general health diet. She suggested that the increasing availability of junk foods and the expanding baby food market had an impact on the diets of infants and, as health professionals they had to work hard to promote the Government’s healthy eating guidelines to counter this.
“When I was a midwife, we would tell mothers to start feeding at four months. Now it’s six months. This is the biggest change but it hasn’t made any real difference.”
(Dietician, London)

“The baby food market has boomed so this can prevent some mothers from cooking fresh food.”

(Health visitor, London)

5.2
Key Observations amongst Target Ethnic Minority Communities
Feedback from all the health professionals in the sample confirmed that a vast majority of mothers were introducing solids to infants around four months although some were starting to wean earlier at three months. This is despite advice to mothers to delay.
“They will take some of your advice but go home and do their own thing.”

(Health visitor, London)

Health professionals confirmed the poor early feeding practices we had observed in our home visits:

· the addition of bulking agents such as cornmeal and rusks to babies’ bottled milk and the dangerous widening of teats to ensure flow of milk;
· the high use of Cerelac amongst Black African and Black Caribbean communities;

· the emphasis on sweet first foods amongst the South Asian community;
· the importance placed on milk: health professionals referred to the fact that formula milk was often introduced alongside breast milk and that quantities of milk fed to infants was not always reduced to take account of increasing feeding on solids;
· butter added to commercial baby jar foods by many South Asian mothers to ‘loosen’ the consistency and aid swallowing as well feeding of high levels butter and chapattis;
· lack of understanding on how to adapt cultural foods to make them safer as early foods;
· overfeeding of babies in traditional South Asian, Black African and Caribbean families especially of male babies.
“Some [Black African and Caribbean] tend to overfeed their babies, some will feed them the right thing but in big, big portions. They all say ‘my mother says that the baby is ready for food.”
(Health visitor, London)
“With the Asians, you see lots of egg custard and lots of jar [commercial] puddings. Sometimes these are given at each meal.”

(Health visitor, Birmingham)

Health professionals generally agreed that a key barrier they had encountered with many of their clients was the power of female family influencers on how and when infants were fed and the types of early foods given to infants.
“Sometimes Asian mothers are regimented. They have to do what the mother-in-law says and sometimes there is a lot of friction in the family.”
(Dietician, London)
“You really have to work hard to get them to try home cooked food for the baby. You have to tell them that they need to give food like their grandparents used to grow to get them to use fresh vegetables rather than giving baby jar foods.”

(Health visitor, Birmingham)

One or two health visitors felt Black Caribbean mothers saw their babies’ needs as their own territory and were, thus, often less open to health advice than other ethnic groups.
“I’m not naïve. We know that they start early even if the advice is six months.”

(Health visitor, London)

The above suggests that, while health advice was perceived to be valuable, it was often taken as a point of reference. Health professionals stressed that all mothers were keen to do the right thing for their infants but they were eventually led by their baby’s individual needs and pressure from female relatives to follow traditional feeding behaviour.
5.3
Key Issues Facing Health Professionals 
Health professionals typically felt that a number of obstacles impacted on their dealings with mothers from the target ethnic minority communities and these made it harder to promote safe and healthy early feeding.
Lack of Confidence 
Whilst health professionals mentioned a range of sources of information at their disposal on early feeding these were perceived to be disjointed and inconsistent. Health professionals particularly felt ill equipped to deal with the specific needs and issues of the target ethnic minority communities. They pointed out the lack of any formal training on early feeding practices amongst these communities and the reasons behind these practices. Information on such issues was typically collected from various sources on an ad hoc basis and, therefore, there was a lack of consistency in the range of resources used by different health visitors, even in the same locality. There was a general view that information and materials used in sessions with ethnic minority mothers were often:

· come across by accident, either by health professionals sourcing their own materials via e.g. the internet or through contact with other professionals;
· out of date;
· not always in the most appropriate formats to suit the specific needs of their client groups.
“You have to source things yourselves. Sometimes we use past resources and then just photocopy them to death.”
(English health visitor, Birmingham)

“Mainstream health visitors do not know how to administer the information to ethnic minorities. They don’t have the knowledge of the foods and the culture.”
(Asian dietician, London)
“I had to call someone I knew in Ghana and ask them to send me the latest information on weaning.”

(African health visitor, London)
Changing Department of Health Guidelines
Whilst health professionals were informed about the new guidelines for safe early feeding, they did not necessarily have the detailed knowledge of the medical rationale behind these. This was seen to weaken their authority and the impact of their advice on their clients. 
Changing to the new six month threshold without clear reasons made it harder to convince mothers who did not have the ‘ammunition’ to challenge pressure from family influencers. 
Changing the foods that should be avoided at various stages of introducing solids was seen to confuse mothers as those foods previously considered ‘safe’ were now inappropriate. Again, health professionals did not always feel they were able to explain the reasons for these changes.
“Once upon a time we would allow diluted orange juice for constipation but now the advice is not to give citrus at early stages.”
(Asian health visitor, London)

Health professionals had witnessed increasing incidents of childhood allergies and there was a general view that, although it was important to inform mothers about the health problems associated with risk foods, there was a need for resources to provide this information in a clear and simple way.
Language Issues

A number of health professionals felt at a disadvantage dealing with clients from ethnic minority communities different from their own, particularly non ethnic health professionals. It was suggested that there was a lack of health professionals from the target ethnic minority communities.
 Many had clients with little or no English language skills which made it difficult communicating the new guidelines. This was particularly the case for South Asian clients. Health professionals felt that mainstream words and concepts such as weaning were not always understood by these clients and their family influencers. Health visitors sometimes struggled to find visual resources to help communicate key health messages and had to put together practical demonstrations as a means of doing this. This was demanding in terms of time and effort. Others had to develop their own resources specifically for ethnic minority clients.
“It’s all very confusing. You’ve got me saying six months, mum-in-law saying four months and mum just doesn’t know what to do especially if they don’t understand English.”

(African health visitor, London)
 “Ethnic minority projects are so short lived. There is no commitment from the Government. It’s all a bit piecemeal.”

(Asian health visitor, Birmingham)

Health Professionals’ Personal Views
A number of health professionals confessed that they had introduced solids to their own children as early as four months because they were responding to their infants’ needs. As a result of this, they found it more difficult to emphatically support the new guidelines. They confirmed that the guidelines were communicated to their clients but that they were quite passive in actively encouraging them to adhere to these.
“I am very flexible. Some of my colleagues are very rigid but I use my own experience. I have three children of my own.”

(African health visitor, London)
Varied Infant Development
Health professionals found it difficult to argue the case with mothers who clearly had babies that seemed physically ready for the introduction of solids. A number of health professionals believed that babies from certain ethnic groups developed faster than others and that some babies were already at a healthy weight and size by five months. 
“I see it all the time with African Caribbean babies. They tend to develop faster; they are usually sitting up straight before other babies.”
(English health visitor, Birmingham)

“If a baby has a good weight, there is no reason why a mother shouldn’t start weaning at five months if the baby seems ready.”

(English health visitor, Birmingham)
Appendix 1: Glossary of Cultural Foods
· Kichri: used by all three South Asian communities. A soft ‘porridge ‘of rice, red lentils, butter, (salt, turmeric)
· Pap/ogi: porridge made with grains e.g. maize
· Kheer: sweet Asian rice pudding
· Moni roti: semi cooked chapatti, then kneaded with sugar and butter and re-cooked
· Rab: a mixture of flour, ghee and gur/jaggery (a sugar product)
· Sira: a thick milk drink made with sugar/honey, butter, semolina
· Daal: lentils
· The importance of honey: for Muslims ‘the Prophet's food’
South Asian ‘home remedies’ for babies:
· Honey and turmeric in warm water for colds, coughs
· Honey rubbed on gums when teething
· Extract of ajowan seeds with hot water and salt 

� Moving babies from milk to solids


� COI Diversity Team Strategic Consultancy work


� Census 2001, Health Survey England 2004
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