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Abstract

Although it is known that caregiver dietary behaviors influence child eating patterns, a gap remains in addressing
the diet of a caregiver as much as their child in pediatric practice. A dyadic (caregiver-child) dietary approach would
enhance the promotion of healthy eating patterns in children (and their caregivers) and achieve the population
health goal of healthy eating across demographic groups. This study aimed to understand factors influencing dyadic
dietary patterns (concordance, discordance) and contexts. Twenty professionals who provide nutrition-related
expertise for families were recruited via maximum variation sampling. Qualitative thematic analysis of semi-
structured interviews revealed 3 themes: (1) variable professional perspectives on what constitutes “healthy eating,”
(2) eating patterns of a child in the setting of variable caregiver eating practices, and (3) challenges to the promotion
of a healthy caregiver-child dyadic diet within a social context. The results offer insight for future interventions that
promote positive intergenerational transmission of health.
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Introduction may pose an opportunity for pediatricians to consider
novel methods to address adult caregiver health and eat-
ing patterns, or diet, as a means to support the life course
CVH trajectories of their pediatric patients.
Professionals who provide nutrition-related exper-

tise with the aim to close the gap between poor dietary

The American Heart Association (AHA) recently pub-
lished a strategic plan to improve population-wide car-
diovascular health (CVH), which has been shown to
mitigate the top causes of morbidity and mortality in the
United States.!> Most noteworthy in this framework is
the emphasis on the need for an intergenerational and
life course approach to population health.? In the United
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States, 91% of children age 5 to 19 years old do not meet
the AHA’s CVH metric for healthy dietary standards,
with less than 1% meeting adequate vegetable intake.>*
This is a particular cause for concern, known best by the
field of pediatrics, as habits that influence a lifetime of
health originate in childhood.* A recent study demon-
strates the risk this poses, showing that one’s CVH score
(largely defined by lifestyle factors, inclusive of a vege-
table-based, whole foods diet), at age 8, predicts CVH
across the life course.’ Given the bidirectional influence
between the health of a child and the health of their care-
giver, children and adult caregivers (the dyad) taken
together, must work toward attaining a healthy lifestyle
and meeting nationally recommended dietary guide-
lines.®® Accordingly, there is a call for policies to
address a dyadic approach to population health.” This
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goal achievement and population health often approach
dietary counseling and the promotion of healthy behav-
iors by engaging the family.'” The core familial influ-
ence for a child is their caregiver (biological, adoptive,
foster, relative, kinship, or other), and therefore, the
American Academy of Pediatrics and the AHA corrobo-
rate the importance of their engagement in pediatric
practice.!""!3 Evidence supports that caregivers serve as
models of food intake, feeding styles, and socialization
habits for their children.'*'® For example, parental
modeling and fruit and vegetable intake, as well as fam-
ily rules around food, are associated with a child’s con-
sumption of fruits and vegetables.!” Still, it remains to
be elucidated whether this relationship influences the
approach to promoting healthy lifestyles taken by child
care and health care professionals who work in the con-
text of families (eg, with children directly and/or with
adults who are caregivers of children), such as primary
care clinicians, nutritionists, day care leaders, and oth-
ers. Given that these professionals are typically trained
to focus on only one of the individuals within a dyad
(the child or the adult caregiver), a first step to address-
ing this knowledge gap is to understand how different
professionals conceptualize the caregiver and child diet
taken together (the dyadic diet).

Effective dietary change intervention must consider
socioecological contexts and address needs such as
food insecurity or unstable employment.'®! It is also
important to recognize structural and cultural factors
that surround a dyad, as they relate to their lifestyle
behaviors.?’ For example, racial, ethnic, and poverty-
related disparities affect dietary choices and behaviors
from as early as toddlerhood.?' Importantly, inequities
in child care access, early childhood education, or dif-
ferential cultural approaches to caregiving for a child
add complexity to the caregiver-child nutritional envi-
ronment.?>?3 Further research is needed to identify how
professionals manage these contexts when addressing
the dyadic diet.

Professionals from diverse child care and health
care-related fields, who work with a caregiver and child
individually or as a unit, may have something to offer
on how to approach a dyad, especially from a clinical
pediatric standpoint. Therefore, this hypothesis-gener-
ating study aimed to explore professionals’ (1) practice-
based perspectives of how caregiver and child dietary
patterns compare to one another and (2) experiences of
promoting healthy dyadic diets amid socioeconomic
factors or the social determinants of health, referring to
material hardships (eg, income, food insecurity, per-
ceived stress), and psychosocial factors (eg, social sup-
port, family relationships, culture/community).?*
Specifically, this study harnesses a qualitative thematic
analytic approach to identify and gain an in-depth

understanding of potential contributors to dyadic diets
that could serve as intervention targets to prevent the
intergenerational transmission of poor CVH.

Methods

We performed a qualitative study of child care and
health care professionals (participants) who promote
caregiver or child nutrition in families with economic
disadvantage in the greater New York City area. The
study design consisted of semi-structured interviews, an
iterative coding process, and a thematic analysis to gain
insight into the study question that is grounded in vari-
ous professionals’ perspectives and experiences. Further
details on the qualitative methodology can be found in
Supplemental Table 1.

Sampling and Recruitment

Inclusion criteria included professionals who either work
directly with children or support adult caregivers of chil-
dren; trained with a background in nutrition promotion;
English-speaking; and employed by NYU Langone
Health or an NYU Langone Health-affiliated program.
Recruitment occurred through study investigator profes-
sional networks, participant word-of-mouth, and listserv
recruitment. Informed consent was conducted with all
participants, and this study was ethically reviewed and
considered exempt by the Institutional Review Board at
the NYU Grossman School of Medicine.

Interview Process

The interview guide was designed, pilot-tested, and itera-
tively revised by an interdisciplinary team of practicing
pediatricians, and lifestyle wellness, public health, and
maternal-child specialists. The interview guide included
descriptive questions related to understanding each indi-
vidual’s work, systemically queried for experiences on
counseling concordant and discordant dyadic diets (diets
similar and different between caregivers and children,
respectively), and applied a socioecological model to ask
about contexts or obstacles surrounding caregiver and
family dietary choices (such as culture, socioeconomic
status, parenting/caregiving style, and resource alloca-
tion). Three trained interviewers (AN, RO, VC) con-
ducted interviews between 28 and 57 minutes long (with
an average of 43 minutes) from July 2022 to April 2023.

Codebook and Analysis Plan

We used descriptive statistics (count, mean, standard
deviation, percentages) to summarize the study sample.
Audio recordings of the interviews were uploaded to a
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professional service to be transcribed verbatim.”> A
mixed deductive and inductive approach informed the
coding process (Supplemental Table 1). Two study
researchers (AN, SC) performed a thematic analysis to
identify and iteratively refine codes from the interview,
ensuring continued recruitment of subjects until thematic
saturation was reached. Using textual analyses, all study
team members independently read full transcripts and
convened weekly to share broad themes, discuss major
findings, and abstract codes up to themes. This full study
team refined the codebook until a final code structure
was derived, and independent coders (AN, SC) reached
an agreement of >80%. Dedoose (Version 8.3.35) was
used to finalize coding and retrieve and analyze repre-
sentative quotations within each code together.?®

Results

The study sample (Table 1) included 20 participants
working in diverse professions at medical clinical sites
(dieticians, pediatricians, nurse practitioners), medical-
community collaborative sites (child care program
directors and leaders), and community programs (WIC
director, community health worker). Participants also
worked in or were affiliated with different community
settings (often multiple settings), including academic
hospital environments, a public hospital system, family
practice locations, and an academic medical center
(NYU Langone Health)-affiliated child care centers.
Their professions and specializations offered perspec-
tives on the dyad from numerous fields and sources of
expertise including pediatric health care (adolescent,
subspeciality, and general pediatrics), adult and inter-
generational health care (family, medicine, and obstetric
care), child development and education, and program-
matic support (social, relational, and economic). In line
with pediatric professionals’ demographics, most par-
ticipants were female (90%).2

Three main themes were identified when determining
the relationship and influencing contexts of a child and
their caregiver’s eating patterns. Although variability
existed between the participant’s experiences, these
themes represented their shared common ideas and
exposures. The themes are defined by codes and addi-
tional representative quotations in Supplemental 2 and
can be summarized in Figure 1.

THEME |: Variable Professional
Perspectives on What Constitutes
“Healthy Eating”

Participants were prompted to define both a healthy and
unhealthy diet at the beginning of each interview.

As participants spoke of their experiences working
with nutritional advising, a few described that the crite-
ria for defining a “healthy diet” are constantly evolving.
Despite the changes, however, they emphasized that
“healthy” does not have to be so complex:

Through the years, nutrition has changed a lot . .. the
dietary guidelines . . . in ways of presenting what is healthy

. we started describing food groups ... Later, they
moved to the Food Guide Pyramid, later to the dietary
guidelines . . . and [it keeps] changing . . . but healthy for
other people maybe something simpler. Good to eat. (WIC
Coordinator)

In addition, participants described that the foods the
patients and dyads they work with consider healthy can
often differ from their practice-based perspectives with
differences in opinion suggested to result from a lack of
nutrition education, low literacy levels, and cultural
differences:

[A family’s] idea of healthy eating can sometimes be
different from how like medical professionals and I see it
... they will say, “Oh, they (the child) eat overall very
healthy,” but when we review their diet better and look at
their growth chart, we see that they’re more overweight and
even in the obese category . . . (Pediatrician)

Although some participants discussed a healthy child’s
diet as one that fosters growth and development, or
healthy practices around meals, the majority agreed that
a diverse, balanced meal of greens, whole grains, fresh
and vitamin-rich foods, and limited sugar and juice is
what they teach as “healthy.” A pediatrician described,
“A healthy diet is a varied diet . . . a combination of all
of the food groups, so some dairy, some carbohydrates,
some proteins, some [fruits] and vegetables . . . as few
processed foods as possible.”

THEME 2: Eating Patterns of a Child
in the Setting of Variable Caregiver
Eating Practices

Participants discussed several dyadic dietary eating pat-
terns. These included experiences with caregivers and
children having both similar and different eating styles,
coded as concordant and discordant dyadic diets,
respectively (see Figures 1 and 2).

Concordant Dyadic Diet

Participants discussed how a caregiver acts as a strong
influence over a child, especially in what, when, and how
much food they are consuming. As a result, they stressed
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Table |I. Sample Characteristics.

Sample characteristic n (%)
Professional place of practice and Primary health care setting 15 (75%)
identifiers Pediatricians 7 (35%)
(Practice sites: public hospitals, federally qualified
health centers, academic medical centers)
Nurse practitioners 2 (10%)
Dietician 2 (10%)
Nutritionist 2 (10%)
Early parenting specialist 1 (5%)
Internist 1 (5%)
Community setting 5 (25%)
Child care program leaders and directors 3 (15%)
WIC coordinator 1 (5%)
Community health worker 1 (5%)
Average amount of time working Time ranged from 4 months to 21 years 9.10 years
with current organization
Average age Ages ranged from 28 to 60+ years 40 years
Gender Female 18 (90%)
Male 2 (10%)
Working languages English 20 (100%)
Spanish 10 (50%)
Cantonese 2 (10%)
Mandarin 2 (10%)
Gujarati 2 (10%)
Hindi 1 (5%)
Korean 1 (5%)
Jamaican Patois 1 (5%)
Birth country The United States 13 (65%)
Columbia 1 (5%)
Taiwan 1 (5%)
Guatemala 1 (5%)
South Korea 1 (5%)
Trinidad and Tobago 1 (5%)
Peru 1 (5%)
Other 1 (5%)
Race African American/black 2 (10%)
Asian/Pacific Islander 6 (30%)
White 8 (40%)
Other 4 (20%)
Ethnicity Hispanic or Latino 4 (20%)
Not Hispanic or Latino 15 (75%)
Other 1 (5%)

the importance of the caregiving role in creating a concor-
dant dyadic diet. These participants described examples of
a caregiver’s influence as gatekeeping (eg, being respon-
sible for grocery shopping and cooking), role modeling
eating habits and behaviors, and acting as an authoritative
figure. Children frequently want what their caregivers
have and will mimic their eating and drinking habits:

[Clhildren learn to eat what their parents are eating. A lot of
parents feed their kids whatever they are eating. And if you

feed your kid healthy stuff and you’re not eating healthy
stuff, your child is not going to want to eat their healthy
stuff either because they want to eat what you’re—their
parents are eating. (Family Nurse Practitioner)

According to participants, this behavior modeling is
supported by shared family meals and similar eating
schedules. When a child eats with their family, other
caregivers, or at day care, they are constantly observ-
ing what those around them are consuming. Participants
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Figure |. Defining the construct of the dyadic diet and its context. The approach participants took to defining healthy eating
comprised multiple factors (as described in the orange box). This corresponds to information conveyed in theme | of the
study results. Participants also defined the eating patterns of a child in the setting of variable caregiver eating practices (theme
2), which included concordant and discordant dyadic diet patterns (both captured in the green Venn diagram, with quoted
examples for reference). Notably, participants described concordance to occur when a caregiver and their child’s eating habits
followed healthy or unhealthy dietary patterns. This was often discussed to be influenced by caregiver modeling of eating
behaviors. Discordance (caregiver and child with different, unmatched dietary patterns) was influenced by environmental
factors, caregiver perspectives on prioritization of the child’s health, and child-specific factors (behavioral, health, and/

or developmental). Participants agreed on several factors that prevented dyads from attaining healthy eating (regardless

of its definition). These were often discussed as relevant to preventing healthy eating for both caregivers and children (eg,
concordance of the dyadic diet). Such factors are noted as challenges (defined in the red box) and correspond to theme 3 of

the study results.

alluded to observing a child’s behavior in wanting the
food off an adult’s plate, even if the food was the same
as theirs, and children are “cooking” in a play kitchen.

Healthy concordant. A concordant dyadic diet can be
both positive (healthy) or negative (unhealthy). Several
participants linked a dyad having healthy concordant
eating patterns to the power of family behavior change
and familial beliefs. In the setting of poor health out-
comes (eg, obesity, growth curves), participants
described that they see motivated, healthy caretakers
generally promote and foster similar healthy ideals in
their children. In addition, parents or caregivers may
work to change their own unhealthy habits, both in food

consumption and lifestyle, to better support their chil-
dren. This was explained by a pediatrician as,

because the parent is so motivated, [they have] a really
good understanding of what it means to have like a healthy
diet . . . it’s just really inspirational to see . . . how many
parents make like active changes in their lifestyle to benefit
their family.

Unhealthy concordant. Participants suggested that unhealthy
concordance can occur through the same dyadic constructs
as healthy concordance. A dietician mentioned, “if the par-
ent is not eating fruits and vegetables, they’re not making
them and then the child’s not getting them.” Other examples
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Caregiver
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Child

Healthy
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“Because the parent is so motivated, [they
have] a really good understanding of what
it means to have like a healthy diet... it's
just really inspirational to see... how
many parents make like active changes in
their lifestyle in order to benefit their
family.”

- Pediatrician

“At home, they usually eat the same
things that their parents would eat... when
they're at school it's different. And I find
that sometimes when they have struggled
with eating healthy, the mom or dad
would say, "Oh, we try to eat healthy at
home, but they spend most of their time at
school or like extracurricular activities...
after school and it's not always possible
for me to control what they eat outside of
the home."

— Pediatrician

“If they have to buy a take-out meal,
they'll tend to buy more balanced meal for
their child... understanding that their
child is young, they're still growing, but
for themselves. .. they already ate a lot
of... probably not the most healthy thing,
but they're adults, but with their system,
they can withstand... whatever unhealthy
consequences it is, but not their children.”
— Community Health Worker

”If the parent is not eating fruits and
vegetables, they’re not making them and
then the child’s not getting them.”

- Dietician

[ ] Concordant

[ ] Discordant

Figure 2. Visual matrix with representative quotations of a concordant and discordant dyadic diet. Examples of how
participants defined the eating patterns of a child in the setting of variable caregiver eating practices (Theme 2). This includes
descriptions of concordant and discordant dyadic diets, including interpretations of contributing factors that contribute to
each eating pattern. The quotations in the figure represent healthy and unhealthy concordant dyadic diets (blue boxes), and
discordant healthy diets where | individual in the dyad eats healthy and the other eats unhealthy (white boxes).

of unhealthy concordance participants discussed include: if
a caregiver does not understand or have healthy eating hab-
its for themselves, eg, if a caretaker skips breakfast, day care
leaders noted that the child would typically not be given
breakfast either.

Discordant Dyadic Diet

Participants alluded that this discordance between the
diet of a caregiver and child can result from several
structural environmental factors. For example, a family
eating in different settings or at different times leads to

the consumption of different foods. As school and work
schedules do not always align, food sources, meal times,
and snacking patterns will differ between children and
their caregivers:

[When parents are] working . . . teenagers at home after
school . . . [are] making their own choices . . . [some]cook
alittle biton theirown. . . but. . . definitely more processed
things ... very different from like more home-cooked
meals that their parents would prepare. (Pediatrician)

Children having multiple, changing caregivers were
suggested as another reason for discordant diets. In these
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instances, a caregiver may have less control over and
limited knowledge of what the child eats daily:

When it comes to grandparents being the caregiver, the
food that they prepare for the grandchildren are not
necessarily the healthiest . . . [quick processed items] or
things that they feel like, their grandchild [needs], more
meat, high in fat to help them grow stronger and bigger
particular if grandchild is a boy. So how grandparents
prepare a meal is different from how a parent might prepare
a meal. (Community Health Worker)

Healthy child—unhealthy caregiver. Multiple participants
discussed instances of children eating healthier than
their caregivers, especially when caregivers put their
children first, as an early parenting specialist described,
“Just like being parents, like, we all want the best for our
kids, you know? But sometimes we’re—we’re not nec-
essarily doing the same or like putting the same stan-
dards in ourselves.” According to participants, a “best
for our kids” attitude may be seen in families allocating
funds to ensure the child has a healthy diet; caregivers
understanding what is healthy for a child, but not fol-
lowing the same standards for oneself; and in instances
of parental stress or depression, where a caregiver puts
effort and energy into the child but not oneself.

Healthy caregiver—unhealthy child. Circumstances of
healthy caregivers with unhealthy children were
described in children with a medical condition such as
autism with fixations on certain foods, “picky eating,”
or specific limiting food allergies.

Discordant eating: other. Several participants indicated
that the developmental stage (which may or may not
correspond with a child’s chronological age) may impact
dyadic dietary patterns. Specifically, multiple practitio-
ners referenced that as a child gets older, their dietary
habits can shift away from the concordance that is typi-
cal among young children or adolescents and their care-
givers. This can be a result of increased independence
(eg, the ability to go out and buy their own food, make
decisions about dietary preferences, and have less care-
giver regulation), as well as peer influence. A pediatri-
cian described this transition as:

At a year when they start eating table foods . . . you’ll hear
. . . they eat everything or whatever like the family’s eating.
So that’s the time where I’d see the most concordance and
then . . . as they’re teenagers and have more autonomy . . .
freedom and access outside of the home for other foods.
That’s when I start to . . . see the discordance.

THEME 3: Challenges to the
Promotion of a Healthy Caregiver-
Child Dyadic Diet Within a Social
Context

Three overarching types of challenges were thoroughly
discussed by participants when asked about the obsta-
cles to meet healthy eating guidelines that a caregiver-
child dyad faces: socioeconomic, psychosocial, and
cultural.

Socioeconomic Factors and Social
Determinants of Health

Participants explained that healthy food often costs
more than processed or unhealthy foods and may not be
as tasty or filling. If a caregiver-child dyad suffers from
low-income or food insecurity, extra strides may be
made within the family to make ends meet and, conse-
quently, less focus may be placed on healthy eating. A
pediatrician elaborated, describing barriers:

Seeing lower-income families . . . where either they have
financial strains and food insecurity or . . . [children] have
more . . . quick. . . and convenience foods . . . and not that
much time to ... have meals together and have more
wholesome home-cooked foods.

Participants discussed how those living in lower-income
neighborhoods, especially in certain regions of boroughs
in the New York City area, typically do not have fresh,
whole foods regularly available (from farmers markets,
fresh produce stands, healthy grocery stores), but instead
a plethora of fast and processed food options. Traveling
to attain healthier food may not exist on one’s commute
home from work, and as many city families do not own
cars and the limits on working caregivers’ time, fresh
food may not be accessible:

We call it fast food lane because every single fast-food
restaurant just about you could think of at least was . . . on
the strip . . . Burger King, McDonald’s, [etc.] . . .if you
want more healthy foods, even if you say you’re not gonna
cook and you want to buy something out, you have to
travel. (Child Care Program Leader)

In addition, a reliance on food stamps or federally
funded food programming does not always facilitate
healthy eating practices. One pediatrician described
counseling a parent of a 2-year-old child with iron defi-
ciency due to significant milk intake. This deficiency
was seemingly inevitable as the parent told this
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physician, “I’m not buying milk, I’'m in WIC and they
only give us milk.” Another participant identified:

One of the things that killed me even in a government-run
program is they were giving juice to the parents for the
young kids . . . for what reasons? . . . A cup every meal . . .
So maybe they were getting six or eight servings of fruit
but in liquid form. So there was a lot of obesity. (Pediatric
Nutritionist)

Psychosocial Factors

Many participants also brought up psychosocial barri-
ers as deterrents to healthy dyadic eating such as care-
giver stress from working several jobs, immigration
status, language barriers, mental health, and lack of
social support.

Working parents face challenges when considering
what and how to feed their children. During periods of
higher stress, health care and day care professionals
alike mentioned seeing increased trends in unhealthier,
convenience food consumption. However, this does
not necessarily mean the parent does not consider their
child’s health. Competing circumstances can lead to
thoughts of:

Where is this kid going to eat? Who’s going to feed
them?. . . Sometimes someone else ends [up] making those
decisions although you want them . . . That’sa. . . difficult
situation for working parents to retain . . . their desire of
the feeding choices for their kids when they are not present.
(WIC Coordinator)

Immigration also introduces several challenges and
stressors to dyads and families, as language, finances,
employment, and literacy levels can hinder healthy eat-
ing habits. An early parenting specialist specifically dis-
cussed how low literacy contributes to a lack of nutrition
label understanding, which may lead caregivers to make
unhealthy choices despite their best intentions to select
healthy foods.

Challenges in a caregiver’s relationships may also
impact the dyad’s diet. A dietician provided an example
of this when speaking about a family going through a
divorce, mentioning that:

the usual snacks that were fruit and veggies, they were out
the window . . . now I would hear about cookies, whatever
the child wanted. [The] child didn’t wanna change diapers.
But if you would give her a cookie, she would change
diapers.

A culmination of these stressors, feelings of depres-
sion or poor mental health, or lack of social support can

also contribute to unhealthy practices. This was
described by a pediatrician as:

If somebody is . . . really bogged down by all the things
they’re dealing with, and they have a lot of stressors, maybe
they’re kind of depressed . . . the motivation to want to have
. .. healthier practices and healthier diet . . . may be just
hard for that to be a priority at that given point in their lives.

Cultural Factors

Participants stressed the importance of recognizing and
supporting cultural customs around food, with 1 pedia-
trician noting that “food is very central to . . . how peo-
ple love their families, take care of them . . . food is very
important,” especially to those of varying racial and eth-
nic identities. However, the participants also recognized
that the diversity or inconsistencies of various diets do
not always align with their definitions of healthy eating.
Participants discussed several factors associated with
varied cultural food norms that pose a challenge when
promoting healthy eating for a dyad. For example, sev-
eral professionals described that in Asian cuisine,
Kimchee and Chinese pickles are typical meal compo-
nents, but very high in sodium. In Hispanic culture, many
meals are eaten with tortillas, which are high in carbohy-
drates. White and yellow rice are also common in various
cultures, but they are both unhealthier carbohydrate
options to brown rice. Although important to sustaining
one’s culture, when a child is brought up consuming
these unhealthier options frequently, participants
explained that there can be consequences long-term.

Appearance and body image or customs such as
clearing ones’ plate are other cultural factors that play a
role in dietary practices. For example, being overweight
may not be considered unhealthy for those in varying
cultures:

The parent sometimes not thinking that the child may have
a problem with overweight or obesity and it’s like okay so
my child is okay or maybe cultural perception that okay, so
a little extra weight is just healthier for us (the patient’s
family) as a Hispanic culture. So, I (the patient’s parent)
don’t perceive that as unhealthy. (Early Parenting Specialist)

Discussion

Through interviews with 20 child care and health care
professionals, we found 3 main themes on the concept
of the dyadic diet: variable professional perspectives
on what constitutes “healthy eating,” eating patterns of
a child in the setting of variable caregiver eating prac-
tices, and challenges to the promotion of a healthy
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caregiver-child dyadic diet within a social context. This
study was unique in the approach of gathering perspec-
tives of professionals with expertise in different fields,
including pediatricians, nurse practitioners, nutrition-
ists, child care program leaders and directors, an carly
parenting specialist, an internist, a community health
worker, and a WIC coordinator. The findings are dis-
tinct in elucidating the concept of dyadic diet concor-
dance between a caregiver and their child and may
inform pediatric and caregiver-focus professional’s
strategies for working with a dyad to meet healthy
dietary guidelines.

As a means of supporting the healthy dietary goals
of children, pediatric clinicians must consider the
health of the dyad, particularly their nutritional health.
A “healthy dyadic diet,” was defined by participants in
the current study as both a caregiver and child consum-
ing a diverse, balanced diet of primarily whole, non-
processed foods. However, our study elucidated how
this goal may be challenged by competing priorities of
the caregiver and child; circumstances causing discor-
dant dyadic diets; and socioeconomic status, psychoso-
cial factors, and cultural influences. The identification
of these obstacles offers insight for the field of clinical
pediatrics. It is imperative for future studies to trial
interventions that harness a multidisciplinary approach
to address the barriers to healthy dyadic eating patterns
identified in the current study. As a first step, our study
offers insight into the concept of dyadic diets and chal-
lenges to their attainment.

Although a caregiver is typically the driver and
model of eating patterns, some professionals indicated
that a child can also foster familial behavior change
toward concordant healthy eating. The literature cor-
roborates that the concept of healthy concordance is
bidirectional between a caregiver and child.?® However,
dyadic concordance is commonly associated with care-
giver modeling, as a caregiver’s authoritative role, con-
sciously or subconsciously, influences a child.??%3

Challenges exist for professionals when promoting
concordant healthy eating. First, varying interpretations
of “healthy” exist for professionals. The approach to
defining a healthy diet was informed by concepts such
as food diversity and balance, contributions to growth
and development, and meal practices (eg, shared meals).
Varying definitions and inconsistent practice guidelines
may explain why participants in previous studies had
difficulty meeting their dietary goals.?'*> Furthermore,
participants described how dyads from different ethnic
and racial backgrounds held different views on what is
“healthy.” For example, food can be historically tradi-
tional to an identity or belief system, and different cul-
tural influences provide varying opinions on how one’s

body should appear.3*3* Second, many participants iden-
tified that elements of discordant diets impeded the abil-
ity for caregiver modeling to occur (Figure 1). Temporal
and structural environmental influences, eg, mitigate a
caregiver’s ability to build a connection that enables
concordance. Specifically, caregivers and children ecat-
ing in different settings or at different times (due to jobs
or school) prevent shared meals where children can
observe caregiver practices. In addition, participants
alluded to their experiences where a child may have sev-
eral different caregivers at times, which can lead to
inconsistency in healthy practices, as only some care-
givers may enforce or model the same habits.
Professionals corroborated that healthy modeling was
specifically challenging for dyads who are low-income
or live in low-socioeconomic neighborhoods where
healthy foods are less accessible, consistent with prior
literature.3*3¢ Caregivers facing various stressors (e.,
jobs, immigration status, language barriers, mental
health, or lack of social support) may focus less on
healthy ecating, hindering a dyad’s attempts to attain
healthy concordance. Although structural and temporal
variations in caregiving structure are important to sup-
port caregiver needs and challenges, understanding
these concepts may assist in developing future interven-
tions to better support caregiving in all settings and pro-
mote healthy concordance.

Some previous studies recognize the importance of
healthy dietary concordance, including those where pro-
fessionals attempted to address the dyadic diet in famil-
ial interventions. For example, 1 study found that
extending a family’s typical meal time by 50% (an aver-
age of 10 more minutes) led to parents and children con-
suming greater amounts of fruits, vegetables, and
water.’” However, social contexts such as the potential
that caregivers may be constrained to specific schedules
due to work or other primary responsibilities, this may
not be a feasible suggestion for families in practice.
Therefore, other practice suggestions may be considered
such as attempting a general decrease in frequency of
eating out. For example, a 2-year, low-income, family
health promotion program that offered fresh produce,
nutrition education, and recipe tastings, led to parent and
child increases in vegetable consumption and decreased
eating out, among other healthy child nutrition changes.*®
Other studies harnessed the dyad at inception (eg, the
prenatal period) to prevent childhood obesity.>**° More
research is needed to assess the potential for addressing
a caregiver’s diet throughout varying times in the care-
giver and child’s life course, as this may help create a
foundation of healthy child dietary behaviors that persist
as children develop into caregivers. Importantly, when
professionals take a patient- or family-centered approach
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to care, they can build a trusting relationship with those
they work with and better understand a family’s abilities
for change.*!**? In addition, the experiences these profes-
sionals possess may lead to more effective interventions
in practice.*!

The findings of this study are particularly strength-
ened by the diversity of perspectives on the concept of
the dyad and the dyadic diet. Each professional pro-
vided unique insights as they spoke about their engage-
ments with the dyad at different levels of the
socioecological model across various health care-
related fields. For example, on an individual level,
pediatricians and internists focused on the clinical
dietary health of either the child or adult caregiver, and
child care program leaders emphasized the health edu-
cation and development of a child. On the interpersonal
level, an early parenting specialist and family nurse
practitioner brought insight into the relational health
and influences of a child and caregiver. At the commu-
nity and organizational levels, a community health
worker and WIC coordinator provided insight into sev-
eral external factors influencing the dyadic diet.
Overall, professionals emphasize that healthy dyadic
eating must be taken in a context as influenced by indi-
vidual, caregiver-child, family (relationship, structural,
temporal), and socioeconomic factors. The insights
gained in the study are particularly valuable for pediat-
ric professionals to address a child’s diet through a
dyadic lens with a socioecological approach.*#

This study has a few limitations. We found thematic
saturation with our sample size, but there remains addi-
tional information regarding this work when examined
in alternate settings.*® Furthermore, there is potential for
selection bias. Although the sample included profession-
als who primarily worked with adults (eg, internists,
dieticians, nurse practitioners), the sample included a
greater number of professionals who worked directly
and/or primarily with children. Future studies may
explore perspectives from professionals working evenly
with children and adults. The study participants were
also based in the greater New York City area, and there-
fore, their experiences may not reflect populations in
other regions. There is also a potential for interview
bias, given the interviewer introduced the concept of the
dyadic diet to the participant, which may have the poten-
tial to bias the interview toward the importance of the
dyadic concept. Furthermore, participants may have
introduced recall and/or disclosure biases in their
responses, which is always the case in survey or inter-
view methods that rely upon participant self-report of
prior experiences.*® Importantly, the findings highlight
how context influences the concept of the dyadic diet,
but this also suggests the concept is much more complex

than could be elucidated in the current study and so war-
rants further investigation. These biases and limitations,
taken together with the fact that qualitative research is
intended to be hypothesis-generating, should caution the
interpretation of the study findings to limit generaliz-
ability. Despite this, our study findings strengthen future
research by the unique involvement of the perspectives
of child care and health care professionals.

In conclusion, embracing the dyadic diet is crucial, as
a caregiver and child have a bidirectional influence on
each other. Pediatric, family, and adult-focused health
professionals, as well as future interventions, should
consider promoting family-wide or dyadic contexts
rather than focusing on the child or caregiver individu-
ally, without considering the others’ health behavior.
However, in doing this, obstacles to healthy dyadic eat-
ing must be addressed to attain intervention goals.
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