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Abstract

Parenting transition is a process prompted by infant developmental changes and may be defined by motivations for caregiving and the goals they indicate. Qualitative exploration of neonatal and 1-year feeding experience of 22 mothers of very-low-birth-weight infants revealed 3 types of caregiving-related motivations—nurturing, relating, and shaping quality of life. The clusters of motivations differed between ages and across mothers, suggesting transition in parenting reflective of both infant development and maternal goals. Study with a larger sample is needed to examine change in caregiving motivations and their function in characterizing parenting transitions.

TRANSITIONS are commonly understood to mean movement or change from one condition to another. For mothers in their infants' first year, transitions occur in relatively rapid succession and apace with the infant's development. These transitions involve the parenting functions and caregiving practices that constitute the activities of mothering. For mothers, risks inherent in transitions include vulnerability to caregiving problems, deficiencies in competence, and risks to the quality of the mother-child relationship. At the same time, parenting transitions offer opportunities for development of parenting functions and caregiving competencies, including sensitive and responsive interaction with the young child.1 Interaction, Bronfenbrenner2 claimed, is the mechanism through which development ultimately occurs. Interaction during feedings is a setting in which the development of both parents and infants occurs.

Initial study of transition to parenting focused on maternal outcomes of birthing an infant, for example, confidence and competence in the maternal role and acquisition or achievement of a maternal self-identity.3 More recent studies treat this transition as a process mothers experience as they acquire maternal qualities. Meleis and colleagues4 referred to the core of the transition process as “engaged mothering.” This process included getting ready, dealing with the reality of having a baby, settling in with the baby, and envisioning or planning for the future. Mercer,5 following the call of McBride and Shore6 for a dynamic transition concept, offered an alternative to the static concept of acquiring maternal identity. In Mercer's conceptualization, commitment to and involvement with the infant are the outcomes. This process, like the transition process described by Meleis and colleagues, is phased and includes preparing, learning, moving to a new normal, and achieving a maternal identity over the course of about 4 months postpartum. Mercer suggested that the acquisition of maternal identity at this time was only in its initial stage. The process, however, has not been examined beyond 4 months.

Caregiving practices are often a point of interaction of clinicians with parents and a source of knowledge about parenting transition, including the parent's goals and challenges in providing care to the infant. A theoretical framework for understanding parenting transition in the context of caregiving practices could advance clinical identification and assessment of transitions beyond an infant's early months. Although to date, the framework has primarily been applied to the study of transitions for mothers, the framework was structured with the transitions of fathers as well as of mothers. The transitions of interest are, therefore, referred to as parenting transitions.

The purpose of this article was to begin exploration of parenting transition within the framework of infant feeding. For this study, the concept of transition is expanded beyond a process or sequence of processes of giving birth and adapting to a new baby to a process in which parents are engaged as long as caregiving and interaction with the offspring continues. The new concept treats parenting transition as a process that is responsive to developmental changes in both the child and the mother, and their relationship. Parenting transition concerns change in everyday caregiving practices and parent-infant interaction within these practices, driven by the infant's development and the parent's anticipation of developmental change. Infant feeding was selected as the caregiving practice for the study of parenting transition because of its clinical importance for both primary and specialty care and because nurses are in a position to assess it and to intervene in ways that can influence its trajectory.

The data for exploring parenting transition were derived from narratives about feeding provided by mothers of premature, very-low-birth-weight (VLBW) infants during the neonatal period and at 12 months, age adjusted for prematurity (postterm age). For these mothers, the first transition occurs when a mother is taking on responsibility for her infant's feeding. The second transition occurs toward the end of the first postterm year when a mother must revise the degree to which she is responsible for the nutrient intake of a child who is developing autonomy in self-feeding.7

Back to Top

CONCEPTS FOR THE STUDY OF PARENTING TRANSITIONS: CAREGIVING AND THE INTERNAL WORKING MODEL

The concept of caregiving, originated by Bowlby1 and elaborated by George and Solomon,8 provides a vantage point for understanding, describing, and explaining parenting transition. Bowlby's concept of caregiving encompasses a mother's anticipation and reciprocation of the infant's attachment behavior, including the search for nurturance, stimulation, and protection from discomforts. Bowlby viewed caregiving as a behavioral system that operates within the mother-child relationship. Caregiving, in Bowlby's formulation, evolves with varying degrees of sensitivity and responsiveness as the child's needs change and capacities develop. Both the work of caregiving and the qualities of the mother-child relationship associated with it are influenced by a mother's remembered history, values and aspirations, and family support for attachment and caregiving goals.8 Parenting transitions are initiated by current or anticipated developmental changes in the child. These changes require or stimulate construction or reconstruction of the meaning a situation has for a mother, her caregiving goals, responsibilities, and competencies.1 In feeding, a mother directly encounters or anticipates tangible developmental changes in the infant and in the attending requirements for the provision of nutrients, support of the relationship, and attention to quality of life for infant, self, and family.8 The result, when change is in process or desired, is a transition that varies from mother to mother and from time to time in the reconstruction of thought, emotional response, and action elicited from the mother.

Parenting transition concerns tangible, everyday parenting activity that mothers describe in their accounts of what they are working on, the goals for their work, its meaning, and how they feel about it. A mother's account of what she is working on and how this work is changing can provide in-depth information about a parenting transition and its clinically relevant features. The concept of the internal working model of caregiving provides an approach to accessing and organizing this information. It is a metaphor for a mental model of goal-oriented thought, emotion, and action and is structured by expectations and intentions that organize, regulate, and direct the activity.1,9 For example, one mother expects herself to provide the clinically specified amount of nutrients to her infant and intends to follow this expectation through, feeding by feeding. Another mother expects herself to ensure the infant's feeding comfort and satisfaction with an amount that has not been too large for a small baby's stomach and intends to stop feeding at the first sign of discomfort, no matter what amount the infant has fed. In each case, the mother's caregiving practice is concerned with feeding an amount adequate for the infant. The 2 mothers differ, however, in the motivation that actuates their practice. The first mother's motivation relative to nutrient intake concerns assurance of recommended amount. The second mother's motivation puts prescribed intake secondary to infant comfort and satisfaction.

The expectations and intentions of an internal working model of caregiving are integral to a mother's motivation, her goals or desired outcomes, and emotions that reflect the meaning of the activity. These components of an internal working model constitute the concepts used in this exploratory study for describing parenting transitions, differentiating the process of transition at different times in the life of a mother-offspring dyad, and formulating clinical responses to them.
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MOTIVATION: A KEY CONCEPT IN PARENTING TRANSITION

Motivation was considered a key concept for understanding mothering transition for several reasons. Motivation arises from a mother's discernment of her child's need for care1,10 and her expectations to activate and sustain caregiving behavior.11,12 Motivation is distinguished by meaning, emotion, and the goals or values associated with the caregiving activity.13,14 Identifying the variations or nuances in motivation provides a mechanism for labeling or typing a mothering transition, making it possible to compare parenting transitions from one time to another and from one mother to another within a specific time period postbirth. Multiple categories of motivation may be simultaneously active in caregiving activity, making the description of parenting transitions complex. Bronfenbrenner and Morris15 suggested that development can be gauged by the emerging complexity of functions and processes in which an individual is engaged. Thus, the number and classes of categories of motivation active within a transition period and from one transition to another provide for the assessment of the structure of a mother's motivation and an index of her development within the context of mothering transition.

To explore maternal transition in relation to infant developmental change through the first year, data were taken from a small longitudinal study of the caregiving experience of mothers of premature, VLBW infants. These infants were vulnerable to feeding, growth, and developmental difficulties.16–18 The overall goal was to explore concepts for the construction of a theoretical model of mothering transition occasioned by infant developmental change during the first postterm year. The focal concept explored was caregiving motivation. The exploration drew on mothers' reports of what they were working on or trying to accomplish with respect to feeding their infants. These reports were examined at 2 time points to assess whether aspects of motivation when infants are establishing nipple-feeding skills and feeding patterns differed from those at the end of the first postterm year when infants are generally developing or refining self-feeding skills.7
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SPECIFIC AIMS

The specific aims of the study were to (a) describe the motivations relevant to feeding that mothers of VLBW infants reported in the neonatal period near the beginning of feeding responsibility and at 1-year postterm age; (b) explore potential clusters of motivation categories mothers expressed at each of these times; and (c) examine change in motivation categories from the infant's neonatal period to the end of the first postterm year.
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METHODS

Research design

This longitudinal, descriptive study was a secondary analysis of data collected for a pilot study with 22 mothers concerning their internal working models of feeding their VLBW infants through the infant's first postterm year. The data for all 22 of the mothers were used for the first aim. The data for the 15 mothers who completed both the neonatal and 1-year interviews were used for the second and third aims. The study was approved by the institutional review boards of the academic institution and the participating hospitals. Both parents signed the letter of informed consent.
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Recruitment sites and sample

Families of VLBW infants were recruited from 4 level III nurseries in a Midwestern city within a 10-month period spanning 1999–2000. Eligible mothers were at least 18 years old, able to speak and read English, and not known to have a history of substance abuse. Eligible prematurely born infants were appropriate weight for gestational age. Although the criteria for enrollment specified infant birth weight less than 1500 g, these criteria were relaxed to less than 1750 g midway into the study to increase the size of the sample.
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Data collection procedure and methods

Data for the first, neonatal assessment, aimed to be completed prior to 1-month postterm age, were collected either in the neonatal intensive care unit or following hospital discharge in the family home. All data for the second (1-year) data collection were obtained in the home. Demographic data included parental marital status, education, ethnicity or race, number of children living in the home, and income. Income was estimated by the mother, using categories that spanned a range of values. The lower value of the category selected by a mother was used to estimate poverty status according to federal guidelines for the year nearest data collection.19

A semistructured interview (Feeding Interview) was derived from an interview used in previous studies20 to learn about a parent's internal working model of caregiving in the context of feeding. The interview included the following topics: (a) what feeding the baby is generally like; (b) how the feeding was the same or different from usual feedings; (c) what the parent gets out of a feeding (its meaning for the parent); (d) what the baby gets out of feeding; (e) the baby's feeding skill and how the parent expects it to change in the next month or two; (f) how the parent determines when to initiate a feeding; (g) how the parent determines when the baby has fed enough; (h) the kinds of things the parent needs to do during a feeding to support or sustain it; (i) how the parent would like the baby's feedings to be different (ie, the desired pattern of feedings); (j) disappointing or satisfying things about the baby's feedings; (k) feeding difficulties and what helps the parent get through them; (l) the parent's sources of help with feeding issues she is working on; and (m) feeding issues important to the parent not already discussed. Information about maternal motivations, expectations, intentions, emotions associated with feeding, and specific goals for the feeding activity were derived from a mother's responses to these questions.

Following the Feeding Interview, the mother was asked to respond to 6 hypothetical feeding situations, titled Feeding Situations. These situations concerned events or conditions likely to be out of the ordinary, unanticipated, and/or not yet experienced in order to learn about mothers' motivations for caregiving in a feeding context. The situations were identified from reports by mothers in an earlier study concerning feeding a premature infant.21 The method was developed and tested with mothers of healthy infants, children, and adolescents.22 Each of the situations concerned nutrient intake or feeding as a behavioral event in an interpersonal or family context. Feeding situations were presented in the following order: (a) your baby is sleepier and waking less frequently to eat; (b) you had to be away from your baby for about 4 hours and, in your absence, needed to have a person new to your baby take care of him or her; (c) your baby feeds better when someone other than you feeds him or her; (d) your baby breathes very fast during feeding (referenced specifically to any respiratory difficulties the baby may have had at the time of the interview); (e) your baby gags or throws up milk or other food during feeding; and (f) your baby eats less than expected. Each situation was followed by 3 questions: (1) What would you make of this situation? (2) What, if anything, would you do? (3) How would you know you are on the right track (in what you think is going on? in doing that? in responding that way?)? The situations were selected for appropriateness for infants within the first postterm month or at approximately 1-year postterm age. Mothers' responses to the Feeding Interview and Feeding Situations were recorded on audiotape and transcribed for coding. Each interview was coded by the first author. The second author independently coded one-third of the interviews. These codings were used for the assessment of intercoder agreement, descriptive validity,23 and arrival at a consensus coding.
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Data analysis

The guidelines of Sandelowski and Barroso24 were followed for a 2-stage analysis of qualitative data. The first, descriptive stage, was identification of narrative that addressed what the mother was working on or desired to accomplish and her expectations, intentions, and goals. In this descriptive stage, the narrative response to both the Feeding Interview and Feeding Situations was read for information about a mother's internal working model of caregiving in the context of feeding. Identification of each expression of motivation, what a mother was working on, intending to work on, expecting to happen, or wanting to have, acquire, or be,24 was noted in the transcription margin. These notes were used to create an abstract for each interview that included the narrative material for each of the noted motivations. The context of each motivation included, to the extent that information was available in the transcription, the following: (a) a description of the situation the mother was experiencing; (b) its meaning for her; (c) her expectations for herself, her baby, or the caregiving activity in light of the situation; and (d) the intentions or actions engendered by the motivation.

The second stage of the qualitative analysis was conducted using content analysis25 directed by the attachment/caregiving conceptual framework of Bowlby.1 The concept of the internal working model was applied to the transcribed narrative from both the Feeding Interview and the hypothetical situations to identify motivations. The classes of motivations identified in an earlier study of parents of an infant with a complex congenital heart defect26 were used as a point of departure, but in keeping with directed content analysis, did not limit the categories of motivation identified. Each example of motivation was given a motivation category label that was generated from the character of the activity that mothers had reported. A profile of motivations was created from each transcription. A catalog of motivation categories was created as the coding proceeded. Categories were refined, definitions were extended, and exemplars of motivation nuances were included as coding proceeded. Types of motivation were induced from the motivation categories after coding was completed.

To address the first aim, description of feeding-relevant motivations, a matrix was created for both the neonatal and year-end interviews. The matrices were organized with a row for each mother and notation in columns of the presence or absence of report of each category of motivation observed. To address the second aim, exploration of how motivations clustered both neonatally and at 1 year, data from mothers who had participated in both interviews were used. To assess associations among motivation categories, we used cluster analysis for binary data (ie, motivation mentioned or not mentioned) and the Jaccard similarity coefficient.27 Using the Paleontological Statistics software,28 each cluster analysis produced an agglomerative, hierarchical, tree-like structure referred to as a dendogram. The purpose of dendogram analysis is to clarify inclusion and exclusion of items in clusters.29 This method first finds the clusters of most similar motivations and progressively adds less similar motivations until all motivations have been included in a single cluster. This process operationalizes the concept of agglomeration.30 Application of a similarity coefficient of a magnitude selected by the researcher permits the assessment of association within a cluster. In this study, a similarity coefficient of 50% or greater was used as adequate evidence of the existence of a cluster.

To examine change in motivations from the neonatal period to 1-year postterm age, the third aim, 4 variables were created. Each variable was a measure for each category of motivations of the percentage of mothers whose paired neonatal and 1-year narrative revealed the following: (a) stability-no change in expression of the motivation category from the neonatal to the 1-year interview; (b) stability-no change in nonexpression of the motivation category from the neonatal to the 1-year interview; (c) expression of the motivation category in the neonatal narrative but not the 1-year narrative; and (d) expression of the motivation category in the 1-year narrative but not the neonatal narrative. Longitudinal case studies were also used to examine change or stability in motivations from the neonatal to 1-year assessments.
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RESULTS

Description of the sample

Of the 22 mothers who were interviewed, 20 mothers participated in the neonatal period, 17 mothers at 1 year, and 15 mothers at both times. On average, infants were 39.0 weeks postmenstrual age (SD = 2.4) at the time of the first (neonatal) interview. Infant weight at birth averaged 1049.3 g (SD = 308.7 g). Infants averaged 28 weeks postconceptional age at birth (SD = 2.3 weeks; range, 24–32 weeks). Eleven of the 22 infants had a diagnosis of the chronic lung disease, bronchopulmonary dysplasia. Average length of neonatal intensive care/special care nursery hospitalization was 64.3 days (SD = 30.8 days). Twelve of the infants were male. One infant continued to be fed by gastrostomy tube through the first year.

Mothers, on average, were 28.9 years old (SD = 6.0; range, 19.5–36.5 years) and had 14.0 years of education (SD = 2.5; range, 11–21 years). Fifteen mothers were African American, 1 mother was Native American, 1 mother was Hispanic, and 5 mothers were Caucasian. Thirteen of the women were married or partnered, and 9 were single. The number of children living in the home ranged from 1 to 5, with an average of 2. Seven of the mothers (64%) reported annual family income in a category that, for the size of the family, conferred poverty status.
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Findings

Aim 1: Identification of motivation types and categories related to maternal feeding practice

Examination of mothers' narratives revealed variation in motivation across mothers and within mothers over time. On the whole, the motivations mothers anticipated they would have in the hypothetical situations were consistent with or extended those concerning actual feeding.

Types of motivations and categories within type relevant to feeding practice are shown in Table 1. Three types of motivations were induced from the categories identified at the second level of analysis: (a) nurturing the infant, (b) relating to the infant, and (c) shaping quality of life and lifestyle for the infant, the family, or the mother. The same 3 types of motivations and 8 categories across types were applicable at both the neonatal and 1-year assessments. With the level of content analysis applied, no categories were identified at 1 year that had not been identified in the neonatal period.

[image: Table 1-a. Types and...]Table 1-a. Types and Categories of Motivations Expressed in a Feeding Context: Definitions and Examples



Back to Top

Motivations for nurturing the infant

[image: Table 1-b. Types and...]Table 1-b. Types and Categories of Motivations Expressed in a Feeding Context: Definitions and Examples



Motivations of this type focused on sustaining the infant or on supporting or promoting infant well-being. The categories included in this type of motivation concerned the following outcomes: (a) nutrient intake, (b) growth, (c) development, and (d) protection. Motivation for ensuring adequate or appropriate nutrient intake was expressed by some mothers concurrently with motivation for promoting growth. In some cases, ensuring adequate intake was identified simply as a strategy to accomplish the goal of promoting the infant's growth. In these cases, ensuring nutrients was not counted as a motivation. We treated both ensuring adequate or appropriate nutrient intake and supporting growth as motivations when mothers were devoting attention or energy to initiating, carrying out, and sustaining activity characteristic of each motivation. The motivation for nurturing development most often concerned advancement of skill or competence in feeding. Mothers described the work they were doing to advance infant nipple-feeding competence in the neonatal period and in self-feeding at 1 year. The fourth category of nurturing motivation concerned protecting the infant from biobehavioral problems in the context of feeding or eating meals. A mother's protection could have immediate effects (eg, prevention of uncoordinated sucking, swallowing, and breathing or protection from aspiration, coughing, or gagging). For older infants, protection was sometimes aimed at longer-range outcomes, for example, overweight stemming from overeating.
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Motivations concerning relating to the infant

For some mothers, feeding provided a setting and opportunity for interacting, being close to, cuddling with the infant, having “special” or “quality time” with the infant, or, as put by some mothers, particularly of very young infants, of establishing or strengthening the relationship with the infant. Motivations of this type generally accompanied motivation for providing adequate or appropriate nutrient intake.
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Motivations for shaping quality of life and lifestyle

The third type of motivations included categories concerned with quality of life or lifestyle for the infant, the family, and for the mother. Motivation to support infant quality of life was expressed by some mothers as improving how well the infant slept and gaining contentment as a result. Improvement of family lifestyle as a motivation was expressed in the intention of getting the baby to have intervals between feedings that better suited the family pattern of meals. Mothers' motivation to support their own quality of life or shape their own lives in relation to infant feeding generally concerned enhancing satisfaction, pleasure, comfort, freedom from tension or anxiety, and learning or development.

The plots of motivations by mother for the neonatal and 1-year assessments show the categories of each of the 3 types of motivations mothers expressed. All 22 mothers expressed motivations of more than 1 type in the interviews or interview in which they participated. Within the nutrient intake category of nurturing motivation, 19 of the 20 (95%) mothers interviewed neonatally described their attempts to provide adequate nutrient intake. At the 1-year interview, 13 of the 17 (76.47%) mothers interviewed indicated they were acting to see that the child received adequate and/or appropriate food intake. Neonatally, 60% or more of the mothers expressed motivations to protect the baby, relate to the baby, and promote the baby's quality of life. At 1 year, 60% or more of the mothers expressed motivations to nurture the infant's growth and development and to shape the quality of life or lifestyle of self or family.
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Aim 2: Clusters of motivations expressed neonatally and at 1 year

The matrix plots, shown in Figure 1, reveal several features of the association of motivation types or categories. All 3 types of motivations co-occurred in 11 of 20 mothers neonatally and 8 of 17 at 1 year. Several patterns could be identified through visual inspection of the plots. Some mothers expressed relating to the baby along with providing adequate nutrition. Several mothers, in addition to talking about motivations for relating and providing adequate nutrition, expressed motivation to promote the infant's quality of life or the lifestyle or quality of life of self or family.

[image: Figure 1]Figure 1. Matrix plots of motivation types and categories for mothers who provided neonatal and/or 1-year postterm interviews (N = 22).



The clustering of motivation categories in the neonatal and 1-year assessments is shown by the dendritic plots in Figure 2. The similarity coefficient is shown on the y-axis and the 8 categories of motivations are shown on the x-axis. The criterion similarity coefficient of 0.50 is shown by the dashed, horizontal line. Clusters of motivation categories above this line, for example, categories 4, 5, and 6 for the neonatal assessment, are demarcated by the label in the most encompassing branch of the dendogram for the cluster (eg, C1).

[image: Figure 2]Figure 2. Clusters of motivations for 15 mothers who participated in both the neonatal and 1-year assessments.



Examination of the neonatal dendritic plot in Figure 2 shows 2 motivation clusters. The first cluster included relating with the baby (category 5) and shaping the baby's quality of life (category 6), both of which were clustered with protecting the baby (category 4). The second cluster of motivations in the neonatal period included providing adequate nutrition (category 1) and shaping the maternal or family lifestyle (category 7), both of which were clustered with nurturing the infant's growth (category 2). At 1 year, 3 motivations clustered with a similarity index of greater than 0.60: (a) providing adequate or appropriate nutrition (category 1); (b) nurturing development (category 3); and (c) shaping the maternal or family lifestyle (category 7).
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Aim 3: Stability and change in motivations from the neonatal period to the end of the first year

Stability and change in motivation were examined in 3 ways: (a) examination of the 8 categories of motivations that were or were not expressed by each of the 15 mothers participating in both the neonatal period and at 1 year; (b) exploration of the nuances of motivations through mothers' narratives; and (c) examination of 4 longitudinal case studies.

The data for each category of motivation for each mother, shown in the matrix of Figure 1, were used for the first approach to the assessment of stability or change in motivations. Stability for all of the motivations a mother expressed was not observed for any mother. Seven of the mothers showed partial stability of motivations in their expression of at least 4 of the 8 motivation categories at both interviews. Although the number of mothers adding motivations did not differ from the number of mothers dropping motivations between the neonatal and 1-year interviews, more motivations, overall, were dropped than added. Thirteen mothers added at least 2 motivations at 1 year, whereas 11 mothers dropped at least 2 motivations between the neonatal and 1-year interviews.

Over the 2 interviews, the proportion of motivations expressed by mothers ranged between 62.5% (5 motivation categories) and 100% of the 8 motivation categories. Taking both interviews into account, 4 of the 15 mothers expressed all motivation categories and 5 mothers expressed 6 of the 8 motivation categories. We examined the matrix showing motivation categories for each mother (see Figure 1) for differences among categories in stability or in being added or dropped. Motivation categories that were mentioned more often than other categories at both interviews were nurturing in terms of providing adequate or appropriate nutrients (11 times for the 15 mothers). Other frequently expressed motivations both neonatally and at 1 year were relating to the infant and shaping lifestyle for the mother herself.

Assessment, using data shown in Figure 1, of the number of mothers who mentioned a motivation at the neonatal interview in contrast to the number who mentioned the motivation at the 1-year interview was another approach to exploring change in motivations. Taking motivation to nurture the child's development in the context of feeding to illustrate this approach, the matrix revealed that development of feeding skills was mentioned as a motivation more often at 1 year than in the neonatal interview. At 1 year, development was expressed as motivation for the child's self-feeding, whereas, during the neonatal period, motivation for development was expressed as efforts to improve nippling, either at the breast or bottle (eg, becoming better at coordinating sucking, swallowing, and breathing). Although some mothers reported that their child's self-feeding skills were not meeting expectations at the 1-year interview, they did not indicate intention or active work to support the child's learning to develop skills for eating table foods, self-feeding, or using eating utensils. Several mothers preferred to feed the child to ensure adequate intake. Other mothers who did not mention motivation to support the child's self-feeding and acceptance of a wider range of table foods expressed belief that the child would initiate self-feeding with utensils when ready, claiming the child would know when to begin using them.

Nurturing to protect the infant was expressed as a motivation by fewer mothers at the 1-year interview than at the neonatal interview (7 vs 10 mothers). The content of the motivation included concern with choking at both interviews. At 1 year, motivation to protect against choking was expressed in the context of addition of table foods to the child's diet and permitting self-feeding. However, at 1 year, mentions of the protection motivation also included concern about the longer-range problem of obesity.

Despite the expression of several categories of motivations at both interviews for almost half or more of the mothers, examination of the mother's narrative often revealed differences within a motivation category between the earlier and later interviews. These differences were primarily a matter of the specific goal of the category. For example, mothers reported attempting to get the infant to increase intake with the goal of growth more often in the neonatal interview than in the 1-year interview. Although the majority of mothers who expressed motivation for feeding adequate intake in the neonatal period continued to express it at 1 year (11 of 14), 5 of the 11 mothers qualified the motivation with type of food to be increased in the child's diet (eg, table foods, snacks of greater nutritional value). At 1 year, motivation to enhance or ensure the quality of the child's nutrient intake was clearly linked with motivation for support of the child's development of feeding competencies. For some of the mothers whose narratives expressed both of these motivations, inner struggle about how to accomplish both or conflict with the child or family about accomplishing both was apparent in a way that was not an issue in the neonatal period. In the neonatal period, several mothers revealed differences with nursery clinicians about the amount the infant should be fed at a feeding. Several mothers, however, who continued to express motivation for feeding an adequate amount indicated the child's body size, which they or others perceived as too small, was the basis for the motivation. These mothers revealed little change in the nuances of the motivation from the neonatal period. For other motivations that were expressed at both neonatal and 1-year periods, specific content at 1 year was consistent with the child's developmental advances.
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Longitudinal case studies

The motivations relevant to feeding expressed by 4 mothers neonatally and at 1 year are illustrated in the case material shown in Table 2. Mothers' narrative material from the hypothetical situations is included in these case studies to show how it extended mothers' actual caregiving practice described in response to the Feeding Interview.

[image: Table 2-a. Case Stud...]Table 2-a. Case Studies of Feeding Motivations Reported in the Neonatal and 1-Year Interviews
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DISCUSSION

[image: Table 2-b. Case Stud...]Table 2-b. Case Studies of Feeding Motivations Reported in the Neonatal and 1-Year Interviews



The types and categories within types of motivations derived from the mothers' narratives about their feeding practices contribute to understanding the role of motivations as indicators of mothering transition in 2 distinct periods of development for VLBW infants. The types of motivations included (a) nurturing (ensuring adequate or appropriate intake and growth, and supporting infant development); (b) relating to the infant; and (c) promoting infant, family, and parent quality of life. Within each type, multiple categories of motivation were identified. The data were obtained from Feeding Interviews during which each participating mother was encouraged to describe her feeding practice and what she was working on in her own terms. The hypothetical situations extended the settings of feeding practice that could provide information about parenting transitions and affirmed the consistency of mothers' accounts of their motivations, expectations, and intentions across experienced and potentially experienced situations. This exploratory study was not designed to produce generalizable findings. The small sample from which to identify categories and types of motivations, the design of only 2 assessments of motivations for only 15 mothers, and the limits of secondary analysis constrain what can be learned from the findings. Nevertheless, the results yield insights into parenting transitions that support the study hypotheses and suggest directions for clinical practice. The strengths of the study include the hypothetical situations used. The validity of the motivations identified is supported by their similarity to those expressed in a study of the caregiving practices of mothers of infants with a complex congenital heart defect.26

Three areas of findings advance our understanding of mothering transition from the perspective of mothers' motivations relevant to feeding a prematurely born infant in the neonatal period and at the end of the first year. A finding of fundamental importance for theoretical model building was that no specific type or category of motivation characterized maternal feeding practice and thus the nature of mothering transition at either the neonatal or 1-year period. However, a finding of equal importance is that mothers differed on the motivation types, categories, and the number of motivations expressed at each of the 2 assessment periods. The majority of mothers mentioned several categories, indicating that motivations may change in type or in category during parenting transitions. The motivation to provide adequate nutritional intake was the only motivation type identified by almost all of the mothers in the neonatal period. At 1 year, less than half of the mothers expressed this motivation, and no one type or category of motivation was expressed by almost all of the mothers. That there were not more distinctions between time periods is perhaps because the window of time was too narrow to discern distinct change in motivations. What the pattern might look like for infant at 15 or 18 months postterm age remains to be determined. Questions concerning the meaningful and consistent association of motivations with infant developmental change and observable transitions in mothering practice will likely require study that is keyed to the timing of specific infant developmental changes and maternal anticipation of those changes. In addition, feeding-relevant motivations and parenting transitions may be influenced by conditions other than infant development, including the infant's medical condition and family or parental factors.

A second area of findings that contribute to an understanding of parenting transitions concerns the multiplicity of motivations that mothers expressed. Motivations in relation to feeding activity were not found to occur singly but rather to occur with up to 7 other motivations. The 2 clusters of motivations identified with neonatal data and the 1 cluster identified with 1-year data combined nurturing categories of motivation with categories of shaping either infant or family/parental quality of life. These clusters suggest that motivation directly concerned with feeding may be activated along with motivation to obtain the desired quality of life for the infant, mother, or family.

Patterns of change and stability in motivation types and categories from one time period to the other were mixed. This may be a function not only of the infant's development but also of other processes, events, or conditions. The variation found within mothers from the neonatal period to 1 year lends additional strength to the idea that parenting transitions are linked to changes in infant developmental capacities. A close look at motivations that were stable from the neonatal period to 1 year sometimes revealed change within the motivation in the direction of a goal appropriate to the infant's developmental capacities at a later age. At 1 year, for example, for some mothers, protecting the baby changed from having a goal of preventing aspiration of fluid to preventing choking on table foods. The goals associated with motivations at a specific mothering transition require further analysis both for differentiation of motivations by infant developmental age and for identification of more precisely formulated motivation categories (Table 3).

[image: Table 3]Table 3. Stability and Change in Expression of Motivations Comparing the Neonatal and 1-Year Interviews (N = 15)a



Findings from each of the 3 aims led to construction of the following 6 hypotheses for further study: (a) The motivations related to caregiving in the context of feeding are likely to encompass component categories of 1 or all of the nurturing, relating, and shaping types at parenting transitions within the VLBW infant's first year. (b) Any one type of motivation, set of types, category within type, or set of categories is not specific to a mothering transition at a time of a specific infant developmental change. (c) Motivation types or categories may vary in expression from one transition to another transition, and some types or categories may be more or less likely to be expressed in parenting transitions for a younger or older child. (d) Although motivation categories may maintain stability of expression from one time to another or change through addition or deletion, a mother's expression of what she is working on or desiring is likely to have an associated goal characteristic of the infant's developmental capacities at the time. (e) Exploration with mothers of the types and categories of motivation that are activated in their caregiving systems of behavior along with the associated goals at times of actual or anticipated infant developmental change may be both a vehicle for identifying a mothering transition for a specific mother and a vehicle for identifying types and categories of parenting transitions for a population of mothers. (f) The addition or deletion of types or categories of motivation in parenting transitions as the child grows older may be a function of infant, parent, or family conditions. Nurturing growth, for example, may no longer be activated as a motivation when the infant achieves growth that is satisfactory from clinician or parental perspective. Motivation either for nurturing growth or for ensuring adequate or appropriate intake may remain active, however, for some mothers beyond the generally expected infant age.
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Implications for clinical practice

Clinical practice implications are apparent in the motivations expressed by the mothers in this study. One implication concerns the applicability to clinical practice of assessing motivations for caregiving practice in general as well as feeding practice in particular. Construing mothering transition in terms of caregiving activity that varies in motivation from mother to mother and from time to time within a mother could support clinical practice in both population and personal dimensions, including the following practices: (a) articulation of parenting transitions for populations of mothers along with anticipation of needs for the assessment and intervention specific to a population; (b) profile building for mothers at specific times of developmental change to aid competency assessment, guidance, and evaluation of well-being, all in light of the mother's motivations and the goals associated with them; and (c) creation of an entry point to a mother's story in terms of what is meaningful to her at specific times of child developmental change and the opportunities this provides for assisting in the construction of supportive caregiving practice.

Listening to Kendra could have led to the assumption that she belonged to a population of mothers who lacked interest in feeding practice, if such a population exists. This young mother, however, could be described as a member of a population highly underresourced for need. Parenting transitions for Kendra were qualified by her life circumstances but organized by her infant's developmental capacities and changes she contemplated in them. A profile for mothering transition for Kendra could include her understanding of how an infant develops feeding skills and how to provide good enough substitute care. Entry points for supporting Kendra in telling her story in enough detail to create opportunity for her to reconstruct her feeding practice and construct new approaches might include (a) what aspect of feeding she has been working on either for herself or her child, (b) what her feeding practice means to her, (c) what she would like to happen or things to be like, (d) what is making it hard or easy for what she wants to happen; and (e) what has been new or different for her in the process. With this approach, the clinician can ascertain what Kendra has learned without directly assessing it. Kendra's story told in terms of these or similar facets of parenting transitions and caregiving motivations could direct and organize anticipatory guidance and problem-solving intervention.

Another issue with clinical practice implications is that for some mothers, motivations for ensuring adequate or appropriate intake, supporting infant development, relating to the infant, and promoting the infant's quality of life appeared to be in conflict due to the use of incompatible strategies to accomplish goals. This could have resulted in complicating or stalling a mothering transition. Ambivalence about goals or use of strategies to accomplish a goal that interfered with accomplishing other goals was noted during both the neonatal and 1-year periods. For several mother-infant dyads, examination of mothers' narratives showed tension-filled feedings or meals for the mother. Infant delay in the advancement of self-feeding skills was also reported when motivation to ensure adequate intake was activated in a manner suited to a younger infant along with motivation to advance infant self-feeding. Instead of supporting an infant's assertion of autonomy and use of mother as a secure base for exploration at about 1 year,8,31 a mother may continue to manage feedings with adequate nutrition as the goal. The expectations and intentions that a mother revealed at the end of the infant's first year as she expressed her motivation for increasing the amount or nutrient quality of her child's intake, however, usually were specific to the mother's understanding of her child's actual or anticipated developmental capacities. However, these expectations were not always well informed with respect to how development might occur or best be supported by parents. Mothers' accounts of what they were working on revealed maternal ambivalence and conflict in motivations as well as misunderstandings and lack of knowledge concerning infant development, nutritional needs, and the nutritional value of formulas and solid foods, particularly when the child was 1-year postterm age. To advance theory of parenting transitions, further study is needed to learn how multiple activated motivations operate in relation to each other, to specify the outcomes of this operation for mothering transition, and to identify factors that contribute to the quality of the operation of multiple motivations.
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CONCLUSION

The difference in clusters of motivations found in this study for maternal feeding of neonates compared with the motivation clusters found for feeding infants at 1 year supports the idea that motivation may be a central feature of mothering transition. The change in motivations with time and in association with infant developmental changes as described by most of the mothers, however, does not yet establish this idea as one to operate on clinically or on which to build a theoretical model of mothering transition that contributes to theory of transitions as a central concept of nursing.32 This study is only a beginning step toward understanding mothering transition across the life span of mother-offspring relationships.
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Kendra’s motivations at 1 and 12 montbs postterm age: Kendra (ID 4 in the sample of 22 mothers
shown in Figure 1), a single African American mother, was nearing 20 years of age and continuing
work on her high school equivalency degree when the youngest of her 3 children, all younger
than 4 years, was born prematurely and of very low birth weight. At the neonatal assessment,
Kendra’s expressed motivations were to feed her baby, because she had to feed him, and working
to make feedings easier for herself. In response to the hypothetical situations, she expressed
motivation to learn from another person who might feed her infant more successfully than she
could feed, indicating in another manner her desire to shape the quality of her life. At the end of
her youngest child’s first year, Kendra expressed motivations for supporting his ability to self-feed
and protecting him from choking on table foods, which she fed to reduce the cost and work of
food preparation. Her responses to the hypothetical situations revealed her desire to protect her
child from the effects of acute illness and to ensure his well-being if she had to leave him in
someone else’s care.

Shawna’s motivations at the neonatal and 1-year interviews: Shawna (ID 9) was a 21-year-old,
married, African American woman with the equivalent of a high school education. Her VLBW son,
who was 27 weeks postmenstrual age at birth and weighed 950 g, was her second child and the
only one who was prematurely born. Interviewed when her baby was almost 35 weeks
postmenstrual age and 10 days before his discharge to home from the neonatal intensive care
unit, Shawna explained she had to keep the baby aroused for an adequate feeding. She also
needed to pay attention to and learn the baby’s signs so that she would get better at feeding him
and could help him to get better at taking a bottle. Feeding was a time when she was brought
closer to her baby. She wanted the staff not to rush nipple-feeding but to let the baby do it at his
own pace. Motivation to have the baby determine the pace of feedings was reiterated in Shawna’s
response to hypothetical situations. She desired that both she and her baby have joy in feeding.
‘When interviewed again about 12 months later, Shawna had a new baby, and her now 1-year-old,
prematurely born son spent most of his day with his grandmother. Shawna was trying to give him
a variety of foods as advised by her mother and her child’s doctor. She found, however, that she
was sometimes fighting with her child about taking new foods, so she played games with him
during feeding despite her mother’s disapproval of this practice. Shawna wanted to feel close to
her son when she fed him and called it “our quality time.” Expressing motivation concerned with
lifestyle, Shawna was working to get her child to eat when everyone else in the family ate and to
be hungry when other family members were hungry. At this time, Shawna was not actively or
deliberately helping her child to develop feeding skills. She viewed him as having the capacity to
eat a variety of foods and to use utensils when he matured enough to do so. Her responses to the
hypothetical situations confirmed motivation to support her son in eating what he preferred to
eat while revealing that she wanted to feed him the way clinicians and her mother thought was
the right way to feed.

Mikbaila’s motivations at 1 and 12 montbs: Mikhaila was a college educated and married
36-year-old African American primipara (ID 12). Mikhaila’s baby boy born weighed 794 g at 25
weeks postmenstrual age and left the neonatal intensive care unit with a diagnosis of
bronchopulmonary dysplasia. At 1 month, Mikhaila fed the baby the amount prescribed for him in
a 24-hour period to achieve the clinician-desired rate of growth while seeing to it that he did not
aspirate or choke during feeding. She outlined her strategy to feed in response to the baby’s
hunger cues as well as to keep in mind the needed amount by feeding him 5-10 mL every 3-4
hours in addition to feeding him what he would take at his self-initiated feedings. She intended
that she and her baby have a nice interaction time during the feeding and that the baby felt
comforted and secure by being held and quietly talked to. Motivations for this mother were coded
as providing adequate nutrition, nurturing growth and development, protecting the baby from
breathing and swallowing difficulties, relating to the baby, promoting the baby’s quality of life,
and supporting the parents’ desired lifestyle of patterned, regular feedings. Mikhaila’s responses
to the hypothetical situations reiterated her concern about her baby’s comfort and need for

(continues)
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protection through competent substitute caregiving. These situations also highlighted the
mother’s motivation to learn through experience.

At 12 months, Mikhaila revealed motivation for her child to get adequate nutrition. Although her
son liked to drink from a glass, Mikhaila fed him his formula from a bottle so that he was sure to
get all the formula he needed. Yet, she wanted him to “call the shots” about his feeding and to
have a relationship of mutuality with him. She wanted his feedings to take less time. She had as a
motivation advancing her son to eating a variety of foods that were appealing to him. She said it
made her feel happy when he was getting enjoyment out of playing with his food despite it being
frustrating for her. Another motivation expressed in the 1-year interview was to get her baby on a
better schedule so that the parents were not up so late at night and the morning did not start so
late. The hypothetical situations elicited motivation to ensure that her child had needed nutrients
and issues of eating were not forced. She expected that he would eat when he was hungry.
Mikhaila’s motivation for the hypothetical substitute caregiving situation concerned managing her
own discomfort about being away from her child despite her knowledge of competent substitute
care.

Alice’s motivations at the neonatal and 1-year interviews: Alice (ID 10), a high school educated,
partnered, 27-year-old African American woman, was mother of an infant girl born weighing 812 g
at 28 weeks postmenstrual age. Alice was making an effort to get her baby to eat a little bit more
by making sure she stayed awake during feeding with the goal of weight gain. Alice intended to
ask the doctor about giving her baby a trial on some cereals because she seemed ready for it and it
would help her feel full. Motivation to protect was expressed in Alice’s efforts to watch her baby
to make sure she was not sucking too fast and to make sure she was taking her time in feeding.
There were times when the baby forgot to swallow and breathe and then choked on formula.
Motivation oriented to shaping her own lifestyle was revealed in the energy Alice was investing in
waking her baby to feed more during the day in hopes that she would wake to feed less often
during the night. In response to hypothetical situations, Alice affirmed motivation to protect her
baby by asserting that she would make sure a substitute caregiver knew what she was doing
before she even thought about leaving her baby with someone else. She expressed motivation to
learn from the more successful feeding experience of some other feeder.

At the 1-year interview, Alice wanted to see that her baby ate all of the food she gave her. She
wanted this food to be healthier food than the snacks she tended to give her baby. Alice did not
mention motivation to support her child’s growth at this time. Alice expected that her child
would eat a better diet if given regular meals. Although Alice fed her baby because she made a
mess when she fed herself, she revealed that her baby was learning to spoon feed and was pleased
about her child being more independent in feeding and doing things that her mother no longer
had to do for her. Alice revealed a conflict in motivations concerning her desire to increase her
child’s intake of healthy foods and wanting her child to develop skills for more independent
feeding. Responses to the hypothetical situations revealed Alice’s motivation to discern her child’s
food preferences.
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Category Not Category

Mentioned, Mentioned, Category Category
Motivation Category Stable Stable Added Dropped
Providing adequate nutrition 0 11 (73.3) 16.7) 3 (20.0)
Nurturing growth 7 (46.7) 426.7) 0 4267
Nurturing development 27133 2(13.3) 9 (60.0) 2(13.3)
Protecting the baby 2(13.3) 4(26.7) 3 (20.0) 6 (40.0)
Relating to the baby 5(33.3) 7 (46.7) 1(6.7) 2(13.3)
Shaping the baby’s quality of life 3 (20.0) 5(33.3) 2(13.3) 5(33.3)
Shaping family lifestyle 1(6.7) 6 (40.0) 5@33.3) 3 (20.0)
Shaping parental lifestyle 6 (40.0) 7 (46.7) 16.7) 16.7)

*“Stable” refers to mention or no mention at both the neonatal interview and at the interview at 1-year postterm age.
“Added” refers to mention of a category at the 1-year interview that had not been mentioned at the neonatal interview.
“Dropped” refers to mention of the category at the neonatal interview but not at the 1-year interview. Values represent
number (percentage) of mothers.
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Nurturing motivations
Feeding adequately or appropriately: Motivation for providing adequate and appropriate feedings
or meals
Neonate: “Keeping the baby comfortable and not feeling hungry.”
“Feeding the baby the amount he is supposed to get.”
“Helping the baby to get what he needs from breast-feeding.”
1 year: “Giving foods that we [parents] eat that are safe and good for her.”
“Getting the baby to eat what she should be eating and enough of it.”
“Making sure the baby stays at feeding and doesn’t get distracted.”
Nurturing growth: Motivation for supporting growth
Neonate: “Giving as much intake as possible so the baby gains weight”
“Getting some food into the baby’s system to make her grow.”
“Seeing that feeding is not such a big chore for the baby and that she’s gaining weight
well.”
1 year: “Giving baby enough nutrition and calories to keep him growing.”
“Wanting to see him eat more because I don’t think he eats enough and he’s not real big
for his age.”
“Getting baby to eat more because other people think she is small.”
Nurturing development: Motivation for supporting development of feeding or other skills
Neonate: “During feeding helping baby get a breathing pattern that is coordinated with sucking and
swallowing.”
“Helping baby stay more aroused during feeding.”
“Giving baby assistance in feeding to a point that she is competent enough not to need
assistance.”
1 year: “Teaching the baby feeding etiquette [in the context of bringing the baby up correctly].”
“Teaching the child to eat nutritious food in a nutritious pattern (three meals a day).”
“Letting the baby be independent in self-feeding; needing to let him be himself, even
though he will make a mess.”
Protecting the infant: Motivation for reducing, preventing threats to, or ensuring the baby’s
physical well-being, safety, or health
Neonate: “Making sure she can suck, swallow, and breathe at the same time.”
“Not letting baby get stressed out with feeding so that she spits up.”
“Seeing that baby doesn’t aspirate or choke.”
Mother keeps the baby’s bassinette in her bedroom. Because she doesn’t want him to be
laying in spit-up formula, she is always checking on him.
1 year: “Not letting baby overeat.”
“Having to take more time with feeding now because baby seems to be gagging more on
food.”
“Seeing that the baby gets the calories and protein she needs after she throws up part of a
meal with coughing.”
Relating motivations
Relating: Motivation for developing, maintaining, or strengthening the relationship with the baby in
the context of a feeding or a meal
Neonate: “Concentrating on the baby’s warmth and comfort of the closeness when he is feeding.”
“Having the pleasure of being with my son while feeding. I want to support his
relationship with his Dad the same way.”
“Having the opportunity to be someone for the baby and to do something for her.”
1 year: “My baby getting a bond with me”
“Getting a feeling of closeness when I feed the baby-It’s our quality time.”
“Having the family together for a meal and making it our bonding time—playing,
talking, and sharing as a family.”
(continues)
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Quality of life and lifestyle motivations

Shaping the infant’s quality of life or lifestyle: Motivation for improving or maintaining the baby’s
biobehavioral stability or activity (eg, sleep) or other facets of lifestyle, the quality of the baby’s
physical, or social-emotional experience (eg, satisfaction, pleasure, comfort sense of security,
agency, or personhood) or the baby’s style of life

Neonate: “Wanting baby to sleep better so that he will be more content and perhaps feed better,
t00.”

“Wanting baby to have peaceful feedings in which food is not forced on him.”

“Wanting baby’s mealtimes to always be a pleasant experience for him.”

Although Mom agrees with clinicians that baby needs to increase intake for greater
growth, she does not want to use the advised approach because she views it as aggressive.
Mom wants baby to have peaceful, unforced feedings in which food is not forced on him.

1 year: “Supporting baby’s expression of what she wants and doesn’t want during a meal.”

“Having baby be part of family meals, but feeding him first so he gets the food he needs.”
“Keeping baby on a set schedule so she has a routine she knows.”
Shaping family quality of life or lifestyle: Motivation for improving or maintaining the quality of life
or lifestyle of the mother or family in relation to the baby’s feeding
Neonate: “Working at reducing her [mother’s] own tension and discomfort when breast-feeding.”
“Wanting to do things between baby’s feedings, so wants feedings to be less
close together.”
“Getting baby to have longer intervals between feeds and doing more for herself, like
holding her own bottle and burping herself.”

1 year: “Wanting baby to eat every 4 hours consistently in larger amounts so that his eating better
fits the family’s pattern of meals.”

“Balancing her [mother’s] feeling exhausted and baby’s energy when eating or being fed.”
“Getting baby to the point of doing more self-feeding but not so messy that so much
clean-up is needed.”

Shaping the quality of life or lifestyle for the parent, berself: Motivation for enhancing the
mother’s quality of life, including her desire for personal satisfaction, pleasure, comfort, or
personal growth through feeding

Neonate: “Wanting feeding to be in the baby’s control and not about what she [mother] wants

things to be like—the pace and the decision when he’s had enough.”

“Being seen by the clinicians as a competent mother through her skill in learning and
performing new caregiving skills.”

“Liking feeding and the whole mothering thing—Iliking just holding her.”

1 year: “Becoming calmer and more relaxed in respect to feeding the baby.”

“Feeling happy when the baby is getting enjoyment out of playing with and mushing
the food.”
“Having the energy to play with the baby at meal time and allow him to enjoy the meal.”






