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Background: Interventions to prevent childhood obesity increasingly focus on infant feeding. Given the number of qualitative examinations of parental perceptions and experiences of infant feeding, a comprehensive qualitative evidence synthesis is essential to progress the field. The aim of this study is to synthesise evidence on perceptions and experiences of infant feeding, and complementary feeding recommendations.
Methods: The databases CINAHL, EMBASE, MEDLINE, PsycINFO, Academic Search Complete, SocIndex, and Maternity and Infant Care were searched from inception to May 2017. Eligible studies examined caregivers’ experiences of complementary feeding of children (< 2 years). Data were synthesised using thematic synthesis.
Results: Twenty-five studies were eligible for review. Four key themes emerged. ‘Guidelines and advice’ highlights the variety and inconsistencies between sources of complementary feeding information. ‘Stage of weaning’ describes infant feeding as a process involving different stages. ‘Knowing and trying’ outlines how parents engage in feeding approaches based on instinct, prior experience, or trial and error. ‘Daily life’ highlights that cost and time constraints are problematic for parents.
Discussion: The findings indicate that parents predominantly understand and want to engage in healthy feeding processes but encounter challenges to doing so. This review recommends future directions for the development of infant feeding interventions.





Parental experiences and perceptions of infant complementary feeding:      
A qualitative evidence synthesis

Current global prevalence rates of childhood overweight and obesity are unacceptably high (1). Childhood overweight and obesity is a major public health concern associated with increased risk of diabetes, hypertension, coronary heart disease, and stroke in later life (2, 3). Parental approaches to early infant feeding and weaning are implicated in the development and maintenance of childhood obesity (4-6). Facets of infant feeding associated with childhood overweight and obesity include duration of breastfeeding (7, 8), the type and timing of introduction of solid foods (9-13), and parent-child interactions during feeding (6, 14, 15). 
The World Health Organisation (WHO) currently recommends exclusive breastfeeding until 6 months of age (16). This should be followed by introduction of nutritionally adequate food, accompanied by breastfeeding up to at least two years of age (16). Advice and support from healthcare professionals, family and friends positively influence adherence to infant feeding guidelines (17, 18). Despite these guidelines and advice, a large proportion of children worldwide start solids before the recommended age (19-21). Determinants of earlier introduction of solids and less appropriate feeding include maternal education level, socio-economic status, and employment (22-24). Further, qualitative research indicates that parents experience confusion about feeding guidelines, including knowing what to feed and how to engage in healthy infant feeding (25). 
The modifiable nature of parental feeding behaviours has led to an increasing focus on interventions targeting early infant feeding for childhood obesity prevention (26-28). However, recent reviews have highlighted inconsistent or minimal effects of such interventions on feeding practices and weight outcomes (26, 27). In order to develop and implement effective infant complementary feeding interventions, it is essential to fully understand caregivers’ knowledge and experiences, and how these influence their behaviours. To date, two qualitative reviews of the literature have been conducted on parents’ feeding practices of young children (25, 29). The first of these focused on parents’ feeding behaviours and motivations for pre-school children, aged 18 months to 6 years (29). This is a broad age range that includes developmentally distinct feeding behaviours and processes (30, 31). Child feeding behaviours and preferences are strongly influenced in the first two years of life (32), a time when children are more dependent on their parents for guiding feeding than at later ages (33). The second review focused only on mothers’ rationales for feeding practices when transitioning from milk feeds to family foods (25). While this review did involve children up to two years of age, it was limited to a ‘descriptive’ examination of factors influencing mothers’ decision-making processes (25). A descriptive approach does not facilitate interpretation and synthesis of findings in a way that can generate in-depth understandings or inform development of useful and appropriate infant feeding interventions. Further, exclusion of fathers in examinations of early infant feeding is problematic because fathers also play an important role in child feeding and overweight outcomes (34, 35). The aim of the current study is therefore to integrate and provide new insights into parents' experiences of early infant feeding up to two years across a range of countries and cultures. It will do so by conducting a thematic evidence synthesis of parents' perceptions of existing weaning and feeding recommendations, and experiences of complementary infant feeding. This study is urgently needed to utilise existing evidence effectively in the development and implementation of infant feeding interventions for childhood obesity prevention.

Methods
This qualitative evidence synthesis is reported in accordance with the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (36)(PRISMA; see Supplementary Table 1) and the Enhancing transparency in reporting the synthesis of qualitative research (37) (ENTREQ; see Supplementary Table 2) statements. The protocol for this review is registered on PROSPERO (Registration number: CRD42016039652). Qualitative evidence synthesis involves systematically reviewing and integrating qualitative findings into a meaningful account of a phenomenon (38, 39). Thematic synthesis, as outlined by Thomas and Harden(40), was the qualitative evidence synthesis approach used in this review (40). Thematic synthesis is a structured approach in which primary data are inductively and iteratively analysed to identify new themes and concepts, while preserving an explicit and transparent link between conclusions and the text of primary studies (40). The thematic synthesis approach follows 3 steps, which include line-by-line coding, development of descriptive themes, and development of analytic themes. This provides a useful approach to identifying and developing higher order categories of parents’ experiences and decision-making around infant feeding.  The QSR NVIVO was used to manage each stage of the synthesis process (38). The review team included experts in qualitative evidence synthesis (CH, CS, JMcS), childhood obesity and infant feeding (CK, CH), population health (PK), and intervention development (KMS, ET, MB). 

Systematic identification of primary research studies
Search strategy. The literature search was conducted using the following databases: CINAHL, EMBASE, MEDLINE, PsycINFO, Academic Search Complete, SocIndex, and Maternity and Infant Care.  Databases were searched from inception to May 2017. Infant feeding search terms were developed to identify studies focusing on parents’ accounts of early infant feeding; validated qualitative-specific search terms were used (41). Search terms were: (infant or babies or newborn or baby or infancy) AND (‘feeding’ OR ‘early feeding’ OR 'supplementary feeding' OR ‘complementary feeding’ OR ‘complementary food’ OR ‘weaning’ OR ‘solid food’ OR ‘first food’ OR ‘baby led’) AND (qualitative or interview or "focus group" or ethnograph* or theme). These terms were adapted for databases as needed. Backward citation searching of reference lists of included studies and relevant reviews (25, 29) was conducted to identify additional papers. We also searched for commissioned studies and reports, from non-industry sources, containing relevant qualitative data using online search engines. 

Inclusion criteria: 1) Studies must have used qualitative data collection and analyses methods. Studies utilising mixed methods were only included where qualitative data collection and analysis were coherent, with a clearly specified qualitative approach described in sufficient depth, 2) Inclusion of parents or primary caregivers of infants up to two years old, 3) English language studies. Studies were required to include a focus on infant weaning and early complementary feeding up to two years.
Exclusion criteria: 1) Studies examining breastfeeding only, 2) Studies of parents of children over two years, pre-term infants or those with morbidities and other dietary related conditions were excluded; these factors were determined from participant data reported in the original studies. 


Study screening, data extraction and quality appraisal
All titles and abstracts were screened initially by one reviewer [KMS]. Three reviewers then independently screened all potentially relevant papers using full text articles against eligibility criteria [KMS, CK, CH]. Any disagreements were resolved by discussion and consensus. All text under the Results/Findings section of eligible studies were extracted from eligible studies using a standardized data extraction form (See Supplementary Table 3) and imported to QSR NVIVO10 for data synthesis by one reviewer [KMS]. Quality appraisal was conducted independently by three reviewers [KMS, CS, JMcS] using the Joanna Briggs Institute Quality Assessment and Review Instrument (JBI-QARI) (42). This quality assessment tool was chosen because it has been shown in a comparative analysis of quality appraisal tools to be the most coherent (43). Any disagreements in quality appraisal were resolved by discussion and consensus. It is recognized that studies of low methodological quality can still provide important qualitative insights (44). Therefore, in the current study quality appraisal was not used as an inclusion/exclusion criterion, but was instead used to examine the effect of study quality on synthesis findings(45).

Data synthesis
Participant quotations and authors’ interpretations reported in the results/findings sections of included papers were synthesised. Quotations and author interpretations were given equal weighting in this review. Line-by-line coding was conducted initially, in which each line of data from the original studies was coded to capture its content and meaning. Prior to completion of line coding, all codes were evaluated to assess consistency of interpretation. Development of descriptive themes was then conducted by looking for similarities and differences between line codes. Codes were grouped into new descriptive categories that retained the meaning and content of the original codes. Analytical themes, which ‘go beyond’ the original data (40), were then developed Analytical themes were generated by applying the descriptive themes to the review aims and evaluating similarities and differences across descriptive themes. This resulted in a set of overarching higher-order themes, and related sub-themes. All stages of synthesis were conducted independently by KMS. Each stage of the thematic synthesis was reviewed and discussed by all members of the multi-disciplinary study team. To facilitate this, KMS circulated the full coding documents, and prepared and circulated written summaries of each synthesis stage with comments and queries, to the review team. Team discussion around generation of descriptive and analytical themes resulted in revisions and refinements of main and sub-themes. This facilitated reaching consensus on the final evidence synthesis based on an iterative, in-depth, multidisciplinary approach. 












Results
Search Results
The literature search identified 2790 unique papers. Following title and abstract screening, full texts of 63 papers were assessed for eligibility. This resulted in 25 papers meeting inclusion criteria; no additional papers were identified from reference searches, review papers or reports. Figure 1 shows details of studies screened, excluded and included. 

Study Characteristics
The included studies represent experiences of infant complementary feeding from 690 caregivers of infants. The majority of studies included predominantly or only mothers (n=22); one study examined fathers experiences only (17). Eleven were conducted in Europe (46-56), nine in North America (17, 57-63), five in Australasia (64-68) and one in Mexico (18). Eight studies specifically recruited low-income caregivers (17, 52, 57-59, 62, 63, 65). Two studies examined experiences of immigrants to Canada (61) or Australia (68). See Table 1.

Quality Assessment
The majority of the papers included in the current review were of moderate quality (n=19), as per the JBI QARI Critical Appraisal Tool (42). Four studies demonstrated low quality, while two demonstrated high quality (see Supplementary Table 4). Quality was not used as an exclusion criterion in the current review but was instead intended to inform data interpretation(45). Following generation of the main themes and subthemes, potential differences in themes based on study quality were examined. Themes emerging from studies of high or low quality did not differ from those emerging from studies of moderate quality in the current review. 

Infant Feeding Experiences
Four main themes were identified through thematic synthesis of the identified studies: Guidelines and advice, stage of weaning; daily life; and knowing and trying. Inter-relationships of themes are presented using arrows in Figure 2. Bi-directional arrows represent reciprocal relationship between themes, where aspects of one theme influence aspects of the other. Stages of weaning for instance had a reciprocal relationship with all other themes, with different experiences and perceptions emerging at different stages. To illustrate each theme quotations from original papers are included; quotations from authors of the included studies are presented in italics; quotation marks are used to indicate quotations from participants. Findings presented are relevant to both mother and father reports and all socio-economic groups, unless stated otherwise.

Guidelines and Advice
Four main sub-themes emerged in relation to parents’ experiences of infant feeding guidelines and advice. These included: Family and friends, healthcare professionals (HCPs), official recommendations, and multiple sources of information. 

Family and Friends. Caregivers in 13 studies spoke about receiving information and advice about how to feed infants from family and friends (17, 18, 47, 50, 56, 57, 59-62, 66-68). In earlier stages the focus was predominantly on introduction of solids and/or supplementing or stopping breastfeeding. Advice from family and friends was generally trusted by parents (18, 47, 50, 56, 57, 59-62, 66, 68). This was especially true of female family members and those with feeding experience; “I am so lucky to have my mum– but if I didn’t have my mum you know you ask advice and you don’t know whether you are getting the best advice” (50). However, caregivers also discussed feeling that advice from family members was out-dated; “I hate seeing my friends force feeding 4 months old babies just because that’s what their mum’s say they did – what the right thing to do in the 1970s is not the right thing to do now!!!!!” (47). Further, parents in nine studies felt pressured by family members to introduce solids earlier and/or to feed the child different, often unhealthy, foods (46, 53, 54, 57-59, 65, 67, 68). This emerged as a source of discord for parents; “My sister gave him some kind of food at Thanksgiving. . . and I am, like, ‘Don’t give him that,’ and he is crying because he wants more. And I said, ‘You see what you started?’” (58).

Healthcare professionals (HCP). Parents in 16 studies (17, 18, 47, 48, 50, 51, 55, 56, 58, 59, 62-64, 66-68) did not view HCP advice as quite so pressured or coercive as that of family and friends.  However, they discussed a number of ways in which HCP advice was or was not perceived to be useful. HCP advice was valued when it was perceived to originate from appropriate sources; “I would trust my doctor over my mother…because they are updated on the latest studies” (59). It was also valued when perceived to come from the HCPs own personal experience; “They [doctors] seem kind of eloquent sometimes. I guess you take it with a grain of salt sometimes, too. You know, like is this person telling me this and they probably don’t even have any children? You know?”(62). Parents in six studies felt HCP advice was insufficient or unhelpful in some instances (48, 55, 56, 58, 61, 65). For instance, HCP advice was not valued and subsequently ignored when perceived to deviate from feeding recommendations; “Health visitors very rarely stick to the advice given. In my experience, whenever a baby is seen to be falling on the weight charts the health visitor follows this up with telling the mother to introduce solids, even if it is way before the baby is old enough. This can do more harm than good. All a baby needs in the ﬁrst 6 months is breast milk” (47).

Official recommendations. The majority of caregivers seemed to be aware of and familiar with infant feeding guidelines and recommendations (46-50, 52, 56, 57, 59, 64, 65, 67). Despite this awareness, many parents did not follow infant feeding guidelines and recommendations (46, 47, 50, 54-58, 62, 63, 65, 67); Informants had information about scientific recommendations such as "don't start solids early" and "feed cereal by spoon" but made the decision to start cereal and put it in the bottle (50).  Across the reviewed studies, opinions of the perceived usefulness of official guidelines varied. Official recommendations were discussed as either being too rigid, … the majority of mothers reporting that they felt that there was too much of a focus on the guidelines or that they are too structured (50), or as lacking sufficient structure, “This is the bible [points to the book with the national guidelines]. It is not very well structured, but it says what they can and cannot have at the different age stages” (54). Changeability of guidelines over time was also discussed (46, 50, 55, 56, 67). Changeability was perceived as a barrier to following official recommendations because it led to confusion about how to feed infants properly; “information on when to start solids is probably more confusing than the breastfeeding information almost. It's like - because it does seem to change a bit” (65). Perceived lack of cultural/religious relevance of feeding guidelines was discussed in three studies conducted with minority groups (60, 61, 68), but was not a feature of the other included studies. In those studies in which this was discussed, parents felt discouraged by the lack of cultural/religious relevance and this often influenced whether they would follow guidelines or not (60, 61, 68).

Multiple sources of information. In addition to the information sources highlighted above, caregivers also spoke about a variety of additional sources including books, feeding guidelines, the internet, magazines, pamphlets, the food industry, food labels, and other people. These sources were discussed less frequently and in less detail that family, friends, HCPs and official recommendations. Online information sources include educational/informative websites, experiential feeding accounts from other parents, and online interactions with other parents. The range and number of potential sources of information seemed to be problematic for some parents. Parents in six papers (47, 55, 60, 61, 63, 65) spoke of confusion arising from multiple sources of information, which led to a desire from some for a relevant, unified resource; “I want a master list of what you can start introducing when, and wait for this until this age. I just want it all right there. Because I think you can find all those things, but they’re all in different places, and, I just want it all in one spot” (60). Furthermore, discussions across papers seem to highlight a valuation and hierarchy of infant feeding information. This hierarchy emerged in terms of the frequency and salience of discussions of information sources across all reviewed papers. As noted previously for instance, advice from friends and family, particularly those with recent feeding experience, was discussed as most highly valued. This was followed by advice from HCPs with children, HCPs without children, and food companies and industry. Food industry and companies are less frequently discussed by parents and, when they are, discussions tend to focus on more negative aspects; “I am suspicious of information being sent to me, it is launched by the industry anyway” (56); “They shouldn’t be able to say “from four months plus” because they are just like any other company that’s marketing their product” (67).

Stage of Weaning
Across reviewed papers, infant feeding is discussed as a process involving changes over time in parents’ experiences. This theme is comprised of two main sub-themes: commencing complementary feeding, and established complementary feeding. Changes over time in parents’ infant feeding experiences were apparent across stages. For instance parents discussions of concerns and worries in early stages focused on how and when to begin feeding. At later stages parents expressed frustration and worry about the feeding process and what to feed children in terms of health. Positive aspects of feeding also differed between excitement about beginning feeding in earlier stages, and enjoyment of feeding interactions and experiences at later stages. 

	Commencing complementary feeding. When discussing experiences of beginning complementary feeding, five studies reported parents’ predetermined intentions about introducing solids according to existing guidelines (47, 48, 58, 67, 68). Others did not have such intentions, or explicitly stated intentions to commence feeding before guidelines of 4-6 months (46). Irrespective of intentions, parental worries, concerns, and confusion about infant feeding emerged in ten papers (47-49, 51, 53, 55, 59, 63, 65, 67). Worries included infant developmental readiness for food, particularly around choking: They worried about the infant not being able to chew certain foods or swallowing them too quickly and choking (49). Parents also expressed concern and confusion about the best way to feed infants, particularly in terms of how long to formula feed, and how to begin introducing solid foods; “It is confusing to know when is the best time to introduce solid foods” (65). Beliefs about outcomes of solid food introduction also led to concern for a number of parents. For instance, parents in four studies (46, 47, 68, 69) believed that early introduction to solids results in outcomes such as development of allergies; “my son was weaned at 15 weeks and now suffers from food allergies and bad eczema, which I believe may have been worsened due to early weaning” (47). Such concerns were not universal across all papers however, with some parents reporting that they perceived no negative outcomes of early solid introduction; Mothers mentioned several potential benefits of introducing solid foods earlier, yet appeared to have few beliefs about possible negative impacts to their infants of introducing solid foods earlier (65). Further, parents in seven studies (47, 58, 59, 62, 63, 67, 68) spoke about health-related benefits of solids introduction including: enhanced infant health, improved nutrition, and improved colic and reflux. Such discussions were more likely to be reported in studies focusing on low-income populations. Misconceptions about what constitutes a solid food when commencing complimentary feeding were apparent in a handful of studies (46, 58, 59). Many common early infant foods were not considered solid food by some; A basic misconception was the definition of a solid food. Many of the mothers did not identify thinned or semisolid foods, such as cereal in a bottle with formula or breast milk, applesauce, and yogurt, as solid foods (59). Parents in six studies (17, 46, 49, 51, 55, 67) also spoke about more personal positive aspects of infant feeding, including excitement about beginning complementary feeding. For some, weaning was seen as a developmental milestone providing a source of pride and excitement; “I couldn’t wait for him to start solids and I was really looking forward to it” (46).

	Established complementary feeding. Once complementary feeding had commenced, many parents spoke about how they found the feeding process difficult and stressful (46, 47, 50, 55, 58, 61, 63, 69). Feelings of judgment, guilt, regret, and frustration were commonly discussed in relation to what and how to feed children. The most common concerns related to what and how to feed infants; “I gave him bottles and he really ﬁnished his bottles, and everybody was saying to me ‘‘you should think about starting to wean’’. Thus, we started to wonder whether we should start. Thus, we did the same, just add some cereal, but then, we felt guilty, we thought ‘‘we are going to have an obese child’’ Then no! No cereal!” (55)

In terms of what to feed infants, evaluations of the healthiness of infant food was an important consideration emerging in seven studies (48-51, 53-55). Perceptions of ‘good’ or ‘bad’ foods were often guided by beliefs about the health outcomes of consuming these foods. Parents typically categorized infant food as ‘good’ or ‘bad’, ‘healthy’ or ‘unhealthy’. Foods considered healthy were fruit and vegetables, and foods perceived to be natural and/or organic; “I guess I've always thought fresh is best. So I always try where I can to give him fresh food, wholesome food” (65). Parents in five studies (48-50, 53, 55) spoke explicitly about the importance of nutrition and the need for a balanced healthy intake of food; “I try to make sure my son and daughter get their daily requirements of fruit, veg, protein, calcium, fats etc” (48). Variety was also considered an important aspect for achieving healthy and nutritious meals; “We have to give them different foods, teach them to eat more of everything, give them varied food” (18). Parents considered some foods to be distinctly unhealthy, often referred to as rubbish or “junk”. These included confectionary and fast-food; “rubbish” [...] included those rich in sugar – chocolate, biscuits, ice-cream and sweetened fruit drinks – and in salt – crisps and fast food (53). A number of parents spoke about consciously restricting such foods; “Treats are deﬁnitely limited. For example, I will only offer him one slice of cake and will tell him it’s all gone if he asks for more” (48). Exceptions to healthy feeding intentions were discussed in a handful of papers however; “We are trying to make sure she has her nutritional requirements and if she gets a biscuit it wouldn’t be the end of the world” (53). 

In contrast to concerns and worries discussed, an emphasis emerged in nine studies on enjoying feeding and interacting with infants (17, 46, 49, 51, 55, 56, 64, 67, 68). This included interacting with the child during feeding, witnessing the child’s reactions to food, and enjoyment of the child self-feeding; “Well, also I noticed that at a very early age, she could differentiate ﬂavours, because I played with offering her something sweet, and straight after, she spotted it, really straight after. So, this is also pleasurable to interact with her and to make her taste lots of different things” (55).

Knowing and Trying
Knowing and Trying relates to how parents come to engage in different feeding behaviours. It is composed of the three subthemes: Maternal Instinct; Experience; and Trial and Error. These themes were apparent across all groups and parent genders, however the study examining experiences of fathers only (17) demonstrated a greater focus on the importance of experience and trial and error.
	Maternal instinct. Maternal instinct is one of the most commonly discussed aspects of infant feeding across papers and populations. Parents, predominantly mothers, in 16 studies (46-51, 54, 56-59, 62, 63, 65, 67, 70) spoke about feeling attuned to their infants’ needs; “I strongly believe that not enough emphasis is given to maternal instincts and yet every mother I know acts on this regardless of how old their children are” (46). Mothers discussed being able to identify an infant’s ‘hungry cry’ and thus know how to respond appropriately by providing food or by introducing solids; “I know he’s hungry. I mean, it’s that, I guess it’s something a mother knows when her kids are hungry. I dunno—it’s just something I know. Like I know their cry from something else” (62). Other hunger cues were discussed in 13 papers (17, 18, 46, 47, 49, 51, 55, 57-59, 62, 63, 67). These included the infant appearing to want the food, reaching for the food, constantly wanting to eat, and watching others when cooking and eating; “She took a piece of cucumber out of my hand and shoved it in her mouth so I took that as a sign she was ready” (49). For some mothers, the belief in their maternal instinct can override advice from others; “I don't think it's realistic [waiting until 6 months], because if a baby shows that they're ready, I think just go with what your baby's telling you” (65). 

	Experience. In 10 studies, parents spoke about the importance of past infant feeding experience for influencing intentions and feeding practices (17, 47, 50, 51, 56, 57, 62, 64, 66, 69); “Well I have done it before so I know what to do and they all get to eating well in the end” (51). If parents were happy with previous feeding approaches, they discussed intending to use those approaches, irrespective of guidelines and advice; “We liked the way our ﬁrst son turned out. And we have been trying to copy what we did with him” (17). For parents in four studies, previous experience led to beliefs that they did not need external advice or guidelines, or to learn anything new; “I actually raised my sister’s baby from 2 days to 3 years. So, I didn’t really have to learn anything this time around” (17).

	Trial and Error. Parents in 11 studies adopted a trial and error approach to infant feeding (17, 18, 46, 48, 50, 57, 58, 61, 62, 65, 66). Engaging in or discontinuing behaviour was dependent on perceived outcomes. For instance, parents spoke about how the infant seemed satisfied, settled or calm as a result of receiving food, which reinforced positive feelings about their feeding; Conﬁrmation that feeding solids had been an appropriate action included views that “baby prefers solids” and that the baby was “more content”, or participants could see “the look in their eyes” or signs of “being satisﬁed” such as “heavy breathing” (46). Many parents also believed the infant was not sleeping because he/she was hungry and that introducing solids would improve their infant’s sleep; “I ain’t gonna lie. It helps her sleep through the night” (59); “But he ﬁrst started sleeping completely through the night when he started getting cereal in his night bottle” (62).

Daily Life
The practicalities of daily life emerged as important barriers and facilitators to healthy infant feeding in two main ways. These were the cost of infant food and parents’ time constraints.

	Costs of infant feeding. Food costs were discussed as an important aspect of infant feeding in eight papers (18, 49, 53-55, 61, 68, 70). For instance, foods that were identified as healthy or organic were discussed as being expensive; “We try to buy organic food wherever we can ... Our agreement is that we’re giving her fish or meat, then it’s not factory-reared and it’s, you know, free-range and organic or whatever, which is fine but it can be quite expensive” (53). Parents in six papers discussed a number of strategies to overcome the barrier of food costs (18, 49, 54, 55, 61, 70). These included: not buying the expensive food; varying the frequency of using certain food; parents going without certain foods; and infants eating the same food as the family. “It was hard with food being wasted but now we just cook a tiny bit extra of what we eat so really we weren’t cooking anything different” (49). Parents in seven papers (18, 48-50, 54, 60, 61, 64) discussed adapting family foods for texture, ease of infant feeding, and for infants’ health and nutritional needs. Generally, infants ate the same meals as the family, sometimes cut into shapes that the infant would ﬁnd easier to pick up, e.g. into chip form or so the food had a ‘handle’ (49); “I add some water to our table foods and mash it with spoon so she can have it easily” (61). Parents in four papers (49, 53, 54, 66) also spoke about the importance of social integration by bringing the child into the family eating environment; “Just by eating what we are eating and making it like a community thing – it’s not just about the food it’s about being together really” (50). This extends the benefits beyond financial cost alone.

	Time constraints. Time constraints in busy daily life schedules influenced how parents weaned and fed their infants in ten papers (17, 49, 54-56, 60, 62, 64, 66, 68). “One thing is the overall ambition [of healthy food], and another thing is ordinary, everyday life, and what counts then. And sometimes I will say: okay, the time schedule has slipped and I have two hungry children RIGHT NOW!” (54). Parents in three studies (60, 66, 68), explicitly discussed work in relation to time constraints in infant feeding, although there were references to the time pressures involved in caring for other children in four papers (17, 18, 60, 64). The role of work largely related to weaning from breast-feeding but was also discussed in relation to weaning to solids; “having returned to work I was anxious that she was getting hungry in my absence so I reluctantly started her on solids so my husband had a way to feed her!” (47). Such statements are in contrast with experiences of weaning the infant during maternity leave; “that’s also the reason why I said, I’m going to make all her food by myself, because now I have the time for it” (54). Parents discussed the time required to prepare food for infants and how this can limit healthiness and variety of food that is provided. Ready-made infant foods were considered more convenient and time efficient by some parents in four papers (50, 51, 55, 56), particularly for busy and tired mothers; “the jars are so easy compared to taking food out of the freezer, thawing it, heating it up and boil potatoes or rice” (56). However, parents’ discussions about the usefulness and appropriateness of ready-made foods varied across and within papers. For instance, parents reported that both home cooked and ready-made foods have practical and health advantages. Some parents believed that home-cooked foods are easier, cheaper, and healthier to provide in five papers; The importance of home-cooked food was emphasised by some parents, and contrasted strongly with processed food (53). Parents in two studies (51, 56) believed that ready-made foods have healthy qualities; “I hope and believe they are healthy, that’s what it says on them, I have to trust them a bit and cannot control everything” (56). However parents in four studies (50, 51, 53, 61), spoke about negative aspects of ready-made food related to nutritional quality, variety, and palatability. Discussions of home and ready-made foods mainly emerged from papers utilising general populations that were mixed in terms of deprivation and affluence, rather than low-income and/or minority groups. Contextual tendencies were not noted within the groups in these papers.






















Discussion

This thematic synthesis identified four main themes from 25 studies related to parents’ experiences of infant feeding.  Parents derive information and advice about infant complementary feeding from multiple sources, which can provide reassurance and also confusion about the best and most appropriate ways to feed infants. Parents often engage in evaluative processes regarding the types of food fed to infants but also often engage in more instinctual and/or trial and error behaviours. While parents can enjoy positive engagement with their child during feeding, many find the process stressful and challenging. This can be due to perceived poor information provision and/or external constraints including time and work pressures. The process of infant feeding changes over time however, with different concerns and experiences emerging for parents across different stages.

The salience of maternal instinct in the current review highlights mothers’ reliance on their intuition when determining what is best for their infant. This can be problematic if maternal instinct overrides appropriate advice or recommendations, potentially leading to inappropriate feeding practices. The role of maternal instinct and also experience may therefore help explain the high proportion of infants who are not weaned and/or fed in accordance with feeding guidelines (19-21). Further, the findings of the current review indicate that feeding interventions should be mindful of changes over time in how parents feel about and engage with infant feeding. Positive and negative experiences of infant feeding occur for parents at different stages, and arise from different sources. Parent distress in relation to infant feeding has previously been examined in the literature (71, 72) but examination of positive aspects, such as pride and enjoyment, are less common. A recent evidence synthesis of feeding behaviour in children aged 6 months to 18 years identified parents’ perceived importance of developing positive relationships and bonding with their child through feeding (29). The current review supports this previous finding and extends it to incorporate positive aspects beyond interpersonal interactions between the parent and child. Positive experiences such as pride, excitement and enjoyment of the infant feeding experience appear to be beneficial for parental experiences and could support improved infant feeding outcomes.

The influence of external pressures on parents’ feeding practices in the current review builds upon findings of two recent reviews in related areas (29, 73). Work and time pressures were identified as particularly challenging, complementing previous findings that working mothers can experience increased stress and engage in less appropriate feeding practices (71). The cost of food was also problematic across all socioeconomic groups in the current review. Low socioeconomic status has been highlighted previously as a risk factor for poorer infant feeding practices (74, 75) but the role of cost extended to all groups in the current review. Low-income groups in this review discussed more misconceptions about introduction of solids, the use of solids to settle and for sleep, and appropriateness of different foods in the current review. Evidence of inappropriate and/or inaccurate knowledge was noted across all groups however and this has been previously observed across studies from infancy to 6 years, in studies of varying foci (29, 73). 

In the current review, parents’ beliefs about what foods are ‘healthy’ and ‘unhealthy’ tend to be reasonably well informed. Parents allowing exceptions for some unhealthy or ‘treat’ foods is in keeping with findings from a recent review on young children’s sugar consumption (73). The gap between parents’ beliefs about healthy and unhealthy foods, and their subsequent actions related to these foods, is an important consideration for promotion of healthy feeding given the high proportion of children fed inappropriate foods and beverages (19-21). Provision of clear and consistent information and guidance on when less healthy or ‘treat’ foods can be offered, how often, and in what quantities would appear to be useful and valued by parents in the current review.

While the importance of advice from friends, family and HCPs has been identified previously in the literature (25), our review extends these findings by highlighting a hierarchy of advice valuation. Advice from friends and family is most highly valued, followed by advice from HCPs, then food companies and industry. Further, perceived infant feeding experience and trustworthiness influenced adherence to advice from HCPs. Given the importance of friends and family for information and advice about infant feeding in the reviewed studies, lack of explicit discussion of emotional social support is interesting. This may be because social support was not the focus of the reviewed studies, or because social support is conceptualised as part of receiving infant feeding advice from family and friends, rather than being distinct from it. Conversely, lack of discussion of social support could also imply that complementary infant feeding is not influenced by support in the same way as for other aspects of parenting (76, 77). The additional pressure parents discussed from friends and family regarding infant feeding indicates a tension between intentions to feed healthy diets and the realities of social environments in which less healthy practices are seen as normative. Such pressure has been noted in previous studies (29, 73) but inconsistent findings have been observed in the literature in relation to pressure from HCPs. The lack of pressure from HCPs in the current review may be because HCPs advice is perceived to represent unbiased or more objective information. This may also be due to variations in the types of HCPs discussed in the current review, for instance general practitioners, health visitors. In addition, contact with HCPs is less frequent than contact with family and friends, potentially further lessening a sense of pressure from these sources.

Intervention recommendations
The findings of this review indicate some clear and direct points to target future infant feeding interventions. There is a need for clear information provision for parents specifically targeting aspects such as feeding misconceptions and nutrition. Future interventions should target caregivers’ instinctual motivations about infant feeding, by providing information about common misconceptions and appropriate feeding behaviours. Explicitly identifying for parents what appropriate indicators and responses are in a feeding context, such as developmentally appropriate physical indicators and hunger and satiety responses, is also of importance. A recent systematic review of the effects of infant feeding interventions indicated that interventions incorporating information provision and responsive and developmentally appropriate feeding interactions tend to demonstrate the greatest potential benefits for infant feeding outcomes (28). This may be due to the provision of both information about potential challenges, and promotion of responsive interactions that facilitate better engagement with the infant, and potentially greater enjoyment for the parent. The usefulness of such combined interventions is further supported by parents’ reports of infant feeding in this review. Barriers to healthy infant feeding such as time and cost constraints may also be usefully targeted through providing information about sourcing and preparing cost-effective and time-efficient family meals.  The findings of the current review highlight that work pressures play a distinct role in infant feeding experiences, particularly for mothers who are responsible for both their own work responsibilities and the feeding of their children before and/or after work. An increased focus on intervention development and tailoring for working parents is therefore also important.

Increasing parents’ understanding that previous experience does not preclude the need for additional and/or updated information on healthy infant feeding is also important. While no proximal negative outcomes may have emerged from previous feeding practices, potential for adverse later outcomes resulting from inappropriate practices (2, 3, 78) should be highlighted. Findings related to differential experiences during the commencement and more established feeding stages, highlight the importance of addressing positive and negative experiences for parents during these different stages. Interventions could explicitly target parental experiences at these stages to support healthy infant feeding. In addition, findings related to sources of advice are useful in the context of recent evidence suggesting that feeding interventions delivered in primary care settings represent a useful and appropriate approach for parents and practitioners (79, 80). Thus while the current findings indicate that HCP advice may not be as influential as that of family members, presentation of feeding information by HCPs in an unbiased, unpressured manner may have a beneficial impact on feeding. 

The importance of family members and peer-support for feeding advice and information in the current review also indicates that interventions including family and friends are worth investment due to the high level of trust parents place in these individuals. The importance of broadening child obesity interventions to incorporate family and community level components have previously been noted (26) and supports the findings of this review. Such approaches also include incorporation of fathers in childhood obesity prevention, which has been previously noted as an important consideration (34). The findings of the current review indicate that fathers did not tend to report perceptions or experiences which differed substantially from those of mothers and so can be easily included in existing intervention strategies. It is important to note however that, given the small numbers of studies including fathers in the current review, this is an area that warrants further examination.

Overall, incorporating respect for parents’ desires for a happy and contented child, and their beliefs about their understanding of their child, is likely to be essential for intervention success. This should be coupled with clear information that guidelines and recommendations provided by experienced and trustworthy sources are of equal importance to child health outcomes. 

Limitations
Despite its unique contribution to the literature on parents’ experiences of infant feeding, this thematic synthesis is not without its limitations. Firstly, the majority of studies included in the current review were conducted in the developed world and published in English. It is well established that there are considerable cultural variations in infant feeding practices (25, 81). These variations may not be captured in the current review, despite inclusion of papers examining experiences of immigrant parents in Canada (61) and Australia (68). Further qualitative examinations and reviews of infant feeding in more diverse cultural settings are needed. Secondly, the majority of studies demonstrated moderate quality. While study quality did not appear to impact on development of themes in the current review, it must be noted that the low number of low and high quality studies may limit inferences that can be drawn Also a general critique of qualitative evidence syntheses is that they de-contextualise the content and meaning of the original papers (82). The current thematic synthesis was conducted according to clear and transparent guidelines (40) that provide a way to retain the meaning and context of the original data, while providing a higher order understanding of the infant feeding experience (40). In addition, the review has been conducted in light of recent recommendations on appropriate methodological approaches (83), and with detailed provision of contextual information of the original studies (see Table 1). As such the authors are confident that the findings of this synthesis represent an appropriate and in-depth synthesis of parents’ experiences of infant feeding.

Conclusion
The current evidence synthesis of 25 papers identified four main themes related to parent’s perceptions of existing weaning and feeding recommendations, and experiences of complementary infant feeding. The findings of the current review indicate a number of instances in which parents, who are aware of infant feeding guidelines, choose not to follow them. This thematic synthesis highlights a number of areas to target in supporting, informing and intervening in infant feeding to promote healthy feeding practices. As parents’ adherence to infant-feeding advice can be considered an important determinant of intervention efficacy, this needs to be more fully interrogated. Similarly, the importance of supporting parents and adjusting interventions to be appropriate for parents’ stage as well as infants’ stage is highlighted. 
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Figure 2. Visual representation of themes and subthemes. Bi-directional arrows represent reciprocal relationships between themes
Table 1. Characteristics of included studies
	Study
	Country
	Participants
	Sample selection & SES
	Study aim
	Data collection
	Analytic approach

	Anderson et al. 2001 

	Scotland
	Mothers (n=29) of children aged 8-18 weeks
	Primiparous and multiparous women from Fife were recruited through health visitors. No sociodemographic details recorded

	To identify a range of attitudes and beliefs which influence the timing of introduction of solid food
	Focus groups in maternity hospital discussion room
	Thematic analysis

	Anderson et al., 2009 

	US

	Fathers (n=21) of children aged 3-6 months
	Recruited via a birth registry, flyers and advertisements, and word of mouth. Fathers required to be WIC participant or meet WIC income eligibility

	To describe the roles and perceptions of low-income fathers regarding infant feeding practices
	Telephone interviews
	Thematic analysis

	Arden 2010 
	England
	Mothers (n=105) of children aged at least 6 months
	Recruited via online discussion forums. High education level
	To examine factors involved in decisions to delay solid food introduction until 6 months of age
	Online mixed-methods questionnaire; open-ended questions for qualitative data

	Partially directed content analysis

	Arden et al., 2015 


	England
	Mothers (n=15) of infants 9 to 15 months who had tried BLW

	Recruited via online discussion forums. SES not reported
	To understand BLW experiences of mother and infant, benefits and challenges of BLW, and the beliefs that underpin these experiences

	Semi-structured interviews via email 
	Thematic analysis

	Brown et al., 2013 

	England
	Mothers (n=36) of infants aged 12-18 who followed a BLW approach

	Recruited via online discussion forums. Predominantly high income and education
	Examining the attitudes and reasoning of mothers following the BLW method including decisions to introduce complementary foods, progress through this period and balancing solid meals with milk feeds
	Semi-structured interview
	Qualitative descriptive approach

	Cameron et al., 2012 
	New Zealand
	Mothers (n=20) of children aged 8-24 months, who had used BLW. HCPs (n=31) also recruited*
	Recruited via word-of-mouth and advertising. No sociodemographic details reported
	To examine 
the knowledge of, attitudes to and experiences with, BLW of healthcare professionals and of mothers who had used BLW 

	Semi-structured interview in mothers’ homes
	Content analysis

	Caton et al., 2011
	England
	Mothers (n=13) of children aged 6 to 18 months 
	Recruited via Sure Start centres using postal questionnaire, with interview participants randomly chosen from respondents. SES not reported
	To explore parental feeding practices relative to official recommendations and to discover the ways by which parents encourage their children to like and to consume vegetables.

	Semi-structured interview
	Thematic Analysis

	Corbett et al., 2000


	US
	African American mothers (n=10) of infants aged 2 weeks to 6 months

	Recruited from maternity hospital prior to discharge. Low income
	To describe styles of infant feeding among low income African American mothers and to describe the influence of household structure, lifestyle factors, and the health care system on infant feeding style

	Intensive interviewing in mothers’ homes
	Domain analysis

	Heinig et al., 2006


	US
	English (n=28) or Spanish (n=37) speaking mothers of infants aged 4 to 12 months

	Recruited from WIC agencies. Low income

	To identify specific factors that affect infant-feeding intentions and behaviour in the first 6 months postpartum, so that interventions can be developed that increase optimal infant-feeding behaviour

	Focus groups at WIC clinic
	Thematic analysis using the Theory of Planned Behaviour

	Horodynski et al., 2007
	US
	Caucasian (n=12), African American (n=9) or biracial (n=2) mothers of infants aged 1 to 12 months 
	Recruited through parenting and nutrition programmes in MSUE. Low income
	To assess the knowledge, attitudes, beliefs, and family norms of new mothers enrolled in Medicaid, regarding the introduction of solid foods and other feeding behaviours
	Focus groups in community health department building or a county extension office

	Content analysis

	Horodynski et al., 2012
	US
	Native American Indian mothers (n=42) of infants between 0-12 months. HCPs (n=41) also recruited*
	Recruited from Native American Indian communities in a Midwestern state. SES not reported
	To ascertain infant feeding practices and explore the feasibility of an in-home feeding intervention with Native American Indian mothers
	Focus groups at familiar NAI sites
	Content analysis

	Jessri et al., 2015
	Canada
	Middle Eastern mothers (n=22) of infants aged less than 1 year
	Recruited from community agencies in Western Canada via flyers and word of mouth. Largely low SES
	To examine Iranian and Arab refugee/immigrant mothers’ experiences, perceptions and cultural norms that influence complementary feeding practices following settlement in Canada

	Focus groups
	Thematic analysis

	Kavanagh et al., 2010
	US
	Mothers (n=97), fathers (n=4), grandmothers (n=8) of infants up to 6 months old
	Recruited in WIC education classrooms. Low income
	To collect data to inform future development of region-specific educational strategies to modify infant-feeding practices that may predispose children to obesity

	Focus groups in WIC classroom
	Grounded theory

	Kuswara et al., 2010
	Australia
	Chinese mothers (n=36) living in Australia for at least 6 months, with infant aged 0-12 months
	Recruited via local health facilities in local government areas. Range of SES
	To describe infant feeding practices of Chinese immigrant mothers in Australia; to explore factors influencing early feeding choices, perceptions of infant growth, and barriers and facilitators to optimal infant feeding practices

	Semi-structured interviews in mothers’ homes or local library
	Thematic analysis

	Maslin et al., 2015
	England
	Mothers (n=24) of infants aged 4- 7 months
	Recruited from an existing consumer panel by a market research company. SES not reported
	To gain insight into parental perceptions of complementary feeding, specifically opinions on commercially produced baby food

	Focus groups
	Thematic analysis

	McDougall et al., 2003
	England
	Mothers of infants aged 7-9 months
	Recruited from small, coastal ex-mining town in a deprived area of north east England. Low income
	To determine which factors or influences predispose to early weaning. To ascertain parents' perceptions of health visitors' advice related to weaning. To find out what are the principle sources of advice on weaning used by parents
	5 focus groups (3-5 participants) and 10 interviews
	Thematic content analysis

	Merriman et al., 2013
	Ireland
	Families (n=122) from GUI study; 71.3%= both mothers and fathers, mother only in 28.4%
	Purposively recruited and stratified with reference to the characteristics of the larger GUI sample. Range of SES
	To complement findings emerging from larger quantitative survey; document complexity and diversity in the lives of children and their families; address policy-relevant questions 

	Semi-structured interview in home or on telephone
	Thematic analysis

	Monterrosa et al., 2012
	Mexico
	Mexican mothers (n=29) with children aged 6-18 months
	Recruited from waiting room in health clinic. High deprivation
	To make examine the knowledge structure of complementary feeding via an emic framework of how women in the community feed their children
	Semi-structured interviews  in public health clinic and ethnographic observation in home

	Thematic analysis

	Nielsen et al., 2014
	Denmark
	Mothers (n=45) of children aged 7 or 13 months 
	Recruited via professional recruitment bureau via telephone. SES not reported
	To explore mothers’ concerns and feeding practices in the context of everyday life
	Focus groups in recruitment bureau facility
	Grounded theory

	Russell et al., 2016
	Australia
	Mothers (n=29) of infants up to 12 months
	Recruited via parent and carer group (Playgroups) newsletter. Low SES
	To address existing gaps in knowledge about the antecedents of infant feeding practices in mothers of low educational attainment that could be used in the design of obesity prevention programs tailored to this high-risk group

	Semi-structured interviews
	Thematic analysis

	Savage et al., 2016
	US
	Mothers (n=68) of children under 2 years, who introduced formula before 1 month
	Recruited in WIC clinics. Low SES
	To examine WIC 
participants’ infant feeding beliefs, attitudes, and behaviours, as well as the sources of information and rationale for their feeding decisions
	Focus groups and semi-structured interviews in WIC clinics and local libraries

	Thematic analysis

	Schwartz et al., 2013
	France
	Mothers (n=18) of children under 15 months
	Recruited using posters and flyers distributed via waiting rooms of paediatricians and schools. Mainly higher SES
	To describe practices, attitudes and experiences of French mothers in relation to weaning with a particular focus on the role of vegetables during this feeding transition
	Focus Groups
	Thematic analysis

	Spence et al., 2016
	Australia
	Mothers (n=26) who participated in the InFANT study and had children 2 years of age
	Recruited from InFANT intervention groups. Range of SES
	To describe perceptions of 
inﬂuences on feeding practices in a sample of mothers who participated in an intervention promoting healthy child feeding practices

	Telephone interviews
	Thematic analysis

	Synnott et al., 2007
	Germany, Italy, Scotland, Spain and Sweden

	Mothers (n=100) and fathers (n=9) of infants aged less than 12 months 
	Recruited locally using convenience sampling from 5 European countries. Range of SES
	To gain an insight into parental perceptions of infant feeding practices in five European countries
	Focus groups
	Content analysis

	Walsh et al., 2015
	Australia
	First-time mothers (n=21) of infant aged 6 to 12 months
	Recruited through advertising at local playgroups and childcare centres, and electronically through the University community email list. Majority high SES
	To identify first-time mothers’ salient beliefs regarding introduction of solids (specifically behavioural, normative and control beliefs); to identify sources of information about introduction of solids; to explore knowledge of and attitudes towards feeding recommendations.
	Focus groups and interviews
	Thematic analysis


Note. BLW: Baby Led Weaning; GUI: Growing Up in Ireland study; HCP: Healthcare Professional; InFANT: Infant Feeding Activity and Nutrition Trial; MSUE: Michigan State University Extension; SES: Socioeconomic status; WIC: Women Infant and Children Special Supplemental Nutrition Program 
* Information on healthcare professionals (HCPs) not presented here as focus of review is on parental experiences
[bookmark: _GoBack]
	Section/topic 
	#
	Checklist item 
	Reported on page # 

	TITLE 
	

	Title 
	1
	Identify the report as a systematic review, meta-analysis, or both. 
	Title page

	ABSTRACT 
	

	Structured summary 
	2
	Provide a structured summary including, as applicable: background; objectives; data sources; study eligibility criteria, participants, and interventions; study appraisal and synthesis methods; results; limitations; conclusions and implications of key findings; systematic review registration number. 
	Abstract 

	INTRODUCTION 
	

	Rationale 
	3
	Describe the rationale for the review in the context of what is already known. 
	3-4

	Objectives 
	4
	Provide an explicit statement of questions being addressed with reference to participants, interventions, comparisons, outcomes, and study design (PICOS). 
	4

	METHODS 
	

	Protocol and registration 
	5
	Indicate if a review protocol exists, if and where it can be accessed (e.g., Web address), and, if available, provide registration information including registration number. 
	5

	Eligibility criteria 
	6
	Specify study characteristics (e.g., PICOS, length of follow-up) and report characteristics (e.g., years considered, language, publication status) used as criteria for eligibility, giving rationale. 
	6

	Information sources 
	7
	Describe all information sources (e.g., databases with dates of coverage, contact with study authors to identify additional studies) in the search and date last searched. 
	5-6

	Search 
	8
	Present full electronic search strategy for at least one database, including any limits used, such that it could be repeated. 
	6

	Study selection 
	9
	State the process for selecting studies (i.e., screening, eligibility, included in systematic review, and, if applicable, included in the meta-analysis). 
	7

	Data collection process 
	10
	Describe method of data extraction from reports (e.g., piloted forms, independently, in duplicate) and any processes for obtaining and confirming data from investigators. 
	7
Supplement 3

	Data items 
	11
	List and define all variables for which data were sought (e.g., PICOS, funding sources) and any assumptions and simplifications made. 
	Supplement 3

	Risk of bias in individual studies 
	12
	Describe methods used for assessing risk of bias of individual studies (including specification of whether this was done at the study or outcome level), and how this information is to be used in any data synthesis. 
	7

	Summary measures 
	13
	State the principal summary measures (e.g., risk ratio, difference in means). 
	n/a

	Synthesis of results 
	14
	Describe the methods of handling data and combining results of studies, if done, including measures of consistency (e.g., I2) for each meta-analysis. 
	7-8



Supplementary Table 1. Preferred reporting items for systematic reviews and meta-analyses: The PRISMA Statement.
	Section/topic 
	#
	Checklist item 
	Reported on page # 

	Risk of bias across studies 
	15
	Specify any assessment of risk of bias that may affect the cumulative evidence (e.g., publication bias, selective reporting within studies). 
	7

	Additional analyses 
	16
	Describe methods of additional analyses (e.g., sensitivity or subgroup analyses, meta-regression), if done, indicating which were pre-specified. 
	n/a

	RESULTS 
	

	Study selection 
	17
	Give numbers of studies screened, assessed for eligibility, and included in the review, with reasons for exclusions at each stage, ideally with a flow diagram. 
	9 & Figure 1

	Study characteristics 
	18
	For each study, present characteristics for which data were extracted (e.g., study size, PICOS, follow-up period) and provide the citations. 
	9
Table 1 

	Risk of bias within studies 
	19
	Present data on risk of bias of each study and, if available, any outcome level assessment (see item 12). 
	9
Supplementary table 4

	Results of individual studies 
	20
	For all outcomes considered (benefits or harms), present, for each study: (a) simple summary data for each intervention group (b) effect estimates and confidence intervals, ideally with a forest plot. 
	10-22

	Synthesis of results 
	21
	Present results of each meta-analysis done, including confidence intervals and measures of consistency. 
	n/a

	Risk of bias across studies 
	22
	Present results of any assessment of risk of bias across studies (see Item 15). 
	9

	Additional analysis 
	23
	Give results of additional analyses, if done (e.g., sensitivity or subgroup analyses, meta-regression [see Item 16]). 
	n/a

	DISCUSSION 
	

	Summary of evidence 
	24
	Summarize the main findings including the strength of evidence for each main outcome; consider their relevance to key groups (e.g., healthcare providers, users, and policy makers). 
	23-28

	Limitations 
	25
	Discuss limitations at study and outcome level (e.g., risk of bias), and at review-level (e.g., incomplete retrieval of identified research, reporting bias). 
	28-29

	Conclusions 
	26
	Provide a general interpretation of the results in the context of other evidence, and implications for future research. 
	23-28

	FUNDING 
	

	Funding 
	27
	Describe sources of funding for the systematic review and other support (e.g., supply of data); role of funders for the systematic review. 
	Title page 



From:  Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA Group (2009). Preferred Reporting Items for Systematic Reviews and Meta-Analyses: The PRISMA Statement. PLoS Med 6(6): e1000097. doi:10.1371/journal.pmed1000097 















Supplementary Table 2. Enhancing transparency in reporting the synthesis of qualitative research: the ENTREQ statement

	No
	Item
	Guide and description
	Reported
on page #

	1
	Aim
	State the research question the synthesis addresses.
	4

	2
	Synthesis methodology
	Identify the synthesis methodology or theoretical framework which underpins the synthesis, and describe the rationale for choice of methodology (e.g. meta-ethnography, thematic synthesis, critical interpretive synthesis, grounded theory synthesis, realist synthesis, meta-aggregation, meta-study, framework synthesis).
	5

	3
	Approach to searching
	Indicate whether the search was pre-planned (comprehensive search strategies to seek all available studies) or iterative (to seek all available concepts until they theoretical saturation is achieved).
	5-6

	4
	Inclusion criteria
	Specify the inclusion/exclusion criteria (e.g. in terms of population, language, year limits, type of publication, study type).
	6

	5
	Data sources
	Describe the information sources used (e.g. electronic databases (MEDLINE, EMBASE, CINAHL, psycINFO, Econlit), grey literature databases (digital thesis, policy reports), relevant organisational websites, experts, information specialists, generic web searches (Google Scholar) hand searching, reference lists) and when the searches conducted; provide the rationale for using the data sources.
	5-6

	6
	Electronic Search strategy
	Describe the literature search (e.g. provide electronic search strategies with population terms, clinical or health topic terms, experiential or social phenomena related terms, filters for qualitative research, and search limits).
	5-6

	7
	Study screening methods
	Describe the process of study screening and sifting (e.g. title, abstract and full text review, number of independent reviewers who screened studies).
	7

	8
	Study characteristics
	Present the characteristics of the included studies (e.g. year of publication, country, population, number of participants, data collection, methodology, analysis, research questions).
	9
Table 1

	9
	Study selection results
	Identify the number of studies screened and provide reasons for study exclusion (e,g, for comprehensive searching, provide numbers of studies screened and reasons for exclusion indicated in a figure/flowchart; for iterative searching describe reasons for study exclusion and inclusion based on modifications t the research question and/or contribution to theory development).
	9
Figure 1

	10
	Rationale for appraisal
	Describe the rationale and approach used to appraise the included studies or selected findings (e.g. assessment of conduct (validity and robustness), assessment of reporting (transparency), assessment of content and utility of the findings).
	7, 9-10

	11
	Appraisal items
	State the tools, frameworks and criteria used to appraise the studies or selected findings (e.g. Existing tools: CASP, QARI, COREQ, Mays and Pope [25]; reviewer developed tools; describe the domains assessed: research team, study design, data analysis and interpretations, reporting).
	7, 9-10

	12
	Appraisal process
	Indicate whether the appraisal was conducted independently by more than one reviewer and if consensus was required.
	7

	13
	Appraisal results
	Present results of the quality assessment and indicate which articles, if any, were weighted/excluded based on the assessment and give the rationale.
	9-10

	14
	Data extraction
	Indicate which sections of the primary studies were analysed and how were the data extracted from the primary studies? (e.g. all text under the headings “results /conclusions” were extracted electronically and entered into a computer software).
	7
Supplementary table 3

	15
	Software
	State the computer software used, if any.
	7

	16
	Number of reviewers
	Identify who was involved in coding and analysis.
	7-8

	17
	Coding
	Describe the process for coding of data (e.g. line by line coding to search for concepts).
	7-8

	18
	Study comparison
	Describe how were comparisons made within and across studies (e.g. subsequent studies were coded into pre-existing concepts, and new concepts were created when deemed necessary).
	7-8

	19
	Derivation of themes
	Explain whether the process of deriving the themes or constructs was inductive or deductive.
	7-8

	20
	Quotations
	Provide quotations from the primary studies to illustrate themes/constructs, and identify whether the quotations were participant quotations of the author’s interpretation.
	10-22

	21
	Synthesis output
	Present rich, compelling and useful results that go beyond a summary of the primary studies (e.g. new interpretation, models of evidence, conceptual models, analytical framework, development of a new theory or construct).
	10-22



From: Tong A, Flemming K, McInnes E, Oliver S, Craig J. Enhancing transparency in reporting the synthesis of qualitative research: ENTREQ. BMC Med Res Methodol. 2012;12(1):181.

























Supplementary Table 3. Data extraction form
	Study Information
	 

	Title 
	

	Author  (year)
	 

	Country
	 

	Participant Characteristics
	 

	Child Age
	 

	Child Gender
	 

	Parent Current Age
	 

	Parent Gender
	 

	No. Children
	 

	SES
	 

	Ethnicity
	 

	Age of introduction of solids
	 

	Eligibility
	 

	Recruitment strategy
	 

	Sample size
	 

	Methods
	 

	Study aim
	 

	Theoretical background
	 

	Design
	 

	Study setting
	 

	Data collection approach
	 

	Interview topics/focus
	 

	interview/focus group duration
	 

	Use of additional resources/prompts
	 

	Analysis
	 

	Rigour (Saturation, reflexivity)
	 

	
	

	Findings
	 

	Theme(s)
	

	Subtheme(s)
	

	Other Info
	 

	Discussion
	 

	Conclusions
	 

	Limitations
	 

	Recommendations
	 

	Notes
	

	
	

	
	































Supplementary Table 4. Quality appraisal of reviewed studies using the JBI QARI Critical Appraisal Checklist

	Study
	Quality

	Anderson et al., 2010
	Moderate

	Anderson et al., 2001
	Low

	Arden 2010
	Moderate

	Arden & Abbott 2015
	Moderate

	Brown & Lee 
	Moderate

	Cameron et al., 2012
	Moderate

	Caton et al., 2011
	Moderate

	Corbett 2000
	Moderate

	Heinig et al., 2006
	Moderate

	Horodynski et al., 2012
	Low

	Horodynski et al., 2007
	Moderate

	Jessri et al., 2015
	Moderate

	Kavanagh et al., 2010
	Low

	Kuswara et al., 2016
	High

	Maslin et al., 2015
	Moderate

	McDougall et al., 2003
	Low

	Merriman et al., 2013
	Moderate

	Monterrosa et al., 2012
	High

	Nielsen et al., 2014
	Moderate

	Russell et al., 2016
	Moderate

	Savage et al., 2017
	Moderate

	Schwartz et al., 2013
	Moderate

	Spence et al., 2016
	Moderate

	Synnott et al., 2007
	Moderate

	Walsh et al., 2015
	Moderate


Note. Quality appraisals conducted independently by 3 reviewers, appraisals presented here represent final appraisal decisions
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