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Abstract
Background: It is important to understand the perceptions and beliefs of family child care providers (FCCPs) regarding which

factors influence children’s physical activity (PA), screen-time (ST), and dietary behaviors in order to develop and implement
appropriate obesity prevention interventions. The aim of this qualitative study was to explore the aforementioned perceptions and
beliefs of FCCPs in Rhode Island.

Methods: Four focus groups (n = 30) were held with FCCPs. Providers were female, Hispanic, and Spanish speaking. Providers
were asked about different aspects of feeding, PA, and ST behaviors. Themes were coded using NVivo10 (QSR International Pty
Ltd, Doncaster, Victoria, Australia). Content analysis was used to analyze final themes.

Results: Providers understood the importance of providing opportunities for healthy eating and PA for the children they cared for,
but there was room for improvement, especially with regard to certain feeding and ST practices. Several barriers were evident,
including the lack of physical infrastructure for PA, cultural beliefs and practices related to child feeding, and difficulties working
with parents to provide consistent messages across environments.

Conclusions: Given that FCCPs are aware of the importance of healthy eating and PA, there is a need to address the specific barriers
they face, and operationalize some of their knowledge into practical everyday actions. This formative work will inform the development
of a culturally relevant, multicomponent intervention for ethnically diverse FCCPs to improve the food and PA environments of their
homes, which should, in turn, improve the dietary, PA, and ST behaviors of the 2- to 5-year-old children they care for.

Introduction

C
lose to one third of 2- to 5-year-old children are
overweight or obese with clear disparities observed
by ethnicity; 17% of Hispanic children within this

age group are obese compared to 3.5% of their white, non-
Hispanic counterparts.1 Contributing to the obesity epi-
demic are unhealthy physical activity and eating patterns,
including high consumption of energy-dense snack foods
and inadequate fruit and vegetable consumption.2,3 This is
troubling, given that early childhood is a critical period
during which dietary intake and physical activity patterns,
are developed.4,5 Although parents play a critical role in
shaping children’s food and physical activity (PA) prefer-
ences and determining their physical and social environ-

ment, the child care setting (nonparental care either at a
center or family child care home [FCCH]) and its providers
also play a critical role in shaping healthy behaviors.6 Child
care providers can impact children’s healthy eating and PA
through their practices and attitudes and by providing
supportive physical and social environments.7 Therefore,
fostering effective strategies to help child care providers
establish healthy eating and PA habits and promote healthy
environments among disadvantaged populations is critical.

Many interventions and programs to improve healthy
behaviors have focused on child care centers,8 yet 2 million
(25%) of US children in nonparental care attend a FCCH,9

a child care setting where children are cared for outside of
their homes by child care providers in the provider’s home,
rather than a center. Regulations for licensed FCCHs are
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different, and in many cases less stringent, than those for
child care centers.10 In fact, time spent in FCCH settings
during infancy has been shown to be associated with in-
creased BMI z-scores at 3 years of age, whereas time spent
in child care centers has not.11

In Rhode Island (RI), 28% of children are cared for in
FCCHs,9 with at least 40% of the RI providers being
Hispanic. A previous survey with RI family child care
providers (FCCPs) found ethnic differences between His-
panic and non-Hispanic providers in reported feeding
practices and attitudes.12 In order to intervene and improve
the FCCH environment, it is important to understand the
perceptions and beliefs of FCCPs on what factors influence
PA, screen time (ST), and dietary behaviors in children
among ethnic minority providers. Therefore, the aim of
this exploratory qualitative study was to examine the per-
ceptions and beliefs of FCCPs in Providence, RI, on what
influences a child’s PA, ST, and dietary behaviors while
under their care.

Methods
The work completed for this study is part of the formative

stages of an ongoing project (R01HL123016), which is
conducting a randomized trial to study the efficacy of a novel
multicomponent intervention with ethnically diverse pro-
viders to improve the food and PA environments of FCCH
and the diet, PA, and ST behaviors of the 2- to 5-year-old
children they care for. As part of this project, there is an
established partnership with Ready to Learn Providence
(R2LP), a nonprofit organization that works on professional
development for early childhood educators and providers in
Providence to improve the education and health of young
children. R2LP recruited providers for the formative re-
search. To be eligible to participate in the focus groups,
providers needed to be current FCCPs for children ages 2–5,
speak English or Spanish, and be at least 18 years old.

Trained bilingual/bicultural (English/Spanish) modera-
tors guided the focus groups and an assistant bilingual/
bicultural moderator took notes, operated the digital re-
corder, and provided logistical support. All four focus
groups were moderated by a research team member, while
two other research team members served as the assistant
moderators. Standard protocols were used to conduct these
focus groups.13

Consent forms were reviewed and signed by the par-
ticipants before the beginning of each focus group. All
groups were digitally recorded and lasted approximately
90 minutes and participants also completed a brief demo-
graphic survey. A $35 incentive to a local supermarket was
provided for participation. The study was reviewed and
approved by the institutional review board at Brown Uni-
versity (Providence, RI).

Moderator Guide
Investigators and study staff helped develop the content

of the moderator guide. Revisions were made to simplify

language and improve cultural appropriateness of the
questions and relevance to their jobs as FCCPs. The
moderator guide focused on four domains (Table 1), which
were driven by the aims of this study to identify: (1) in-
fluences on PA and ST behaviors; (2) influences on what
and how providers feed children; (3) awareness of the
home feeding and PA environment; and (4) their ideas for
how to improve the food and PA environment of FCCHs.
Domains were initially formulated to reflect the study aims
and were revised as needed throughout the development of
the moderator guide.

Statistical Analysis
The moderator and assistant moderators met after each

focus group to discuss initial findings and impressions and
were then discussed with the entire research team. The
Spanish audio recordings were simultaneously translated
and transcribed verbatim by trained bilingual research team
members. NVivo software (version 10; QSR International
Pty Ltd, Doncaster, Victoria, Australia) was used to assist in
the organization of qualitative data for further analysis. All
transcripts were read and reviewed by N.M., who identified
initial concepts and themes and then reviewed together with
A.T.13 Structural coding was used to categorize the data.
Questions and key phrases from the moderator guide were
used as structural codes.14 Using the structural codes, the
transcripts were systematically reviewed. Text segments
were then categorized into groups based on the moderator
guide domains. Concepts and themes were then reviewed
multiple times to ensure that all of the a priori and emergent
themes were captured. These themes were then discussed
with the entire research team. Descriptive statistics were
computed from the survey data, using SPSS software (ver-
sion 22; IBM Corp, Armonk, New York).

Results
A total of 30 FCCPs participated in one of four focus

groups. All participants were female, Hispanic (predomi-
nantly Dominican, 77%), and Spanish speaking (Table 2).
Mean age was 50 years; 50% had at least some college
education or a college degree or higher. On average, pro-
viders care for 6 children and have cared for children in
their home for 10 years. Eighty percent reported that they
spoke to the children in Spanish. More than half of the
providers had access to a smartphone and Internet.

Qualitative results are presented according to the mod-
erator guide domains. Themes are incorporated within
each of the domains with supporting quotes, as appropriate
(Table 1).

Factors That Influence Physical Activity and Screen
Time Behaviors in Preschool-Aged Children
That Attend Family Child Care Homes

Providers were asked about what influences the activities
that children do in their homes and what types of practices
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Table 1. Moderator Guide Questions, Themes, and Quotes From Family Child Care Home
Provider Focus Groups
Domain Questions Themes and representing quotes

Factors that influence physical
activity and screen time
behaviors in preschool-aged
children in FCCHs

1. What influences the activities that children do in
your family child care home? Probes: Space?
Equipment? Safety concerns?

2. What kinds of rules or practices do you have in
your family child care home regarding watching
TV and/or videos? Probes: Time limit on TV and
electronics? Not allowing electronics from home?

Provider perceptions on how preschool-aged
children can be physically active

‘‘Playing and learning . I try to motivate them to learn the
colors through a game . I have a mat with colors and
shapes and I tell them ‘jump on the blue rectangle! Jump
to the red triangle!’ and the child jumps and at the same
time learns the shapes.’’

Provider perceptions on appropriate screen
time behaviors for preschool-aged children

‘‘I put the TV once a week, now when they tell me we want
to watch TV I say ‘Okay we are going to watch half hour
the TV but only TV and nothing more’ Its 30 minutes and
we put one thing and it they will shut it off.’’

Influences on what and how
providers feed preschool-aged
children in FCCHs.

1. What influences what children eat or drink
at your family child care home? Probes: Cost?
Flavor/appearance of food? Past trainings received?
Age of child? Child’s food preferences? Food
waste?

Perceived responsibility and program
regulations

‘‘We have regulations but [some meal allotments] are
cheap . [so I say] if our child was in day care would I want
them to serve this to them?’’

Cultural influences on food served

‘‘ . On Halloween I [had] a party and I cooked [pizza] . I
told the parents, it was only that day because I don’t
celebrate that, but we have to continue their culture as well.’’

Provider training and feeding practices

‘‘We learned [to] serve a quantity to the kids but they will
only eat ‘til they feel satisfied, if the kid says he no longer
wants anymore, we cannot obligate them to; we cannot force
the kids to keep eating.’’

Awareness of home feeding
and physical activity
environment

1. How do parents influence what their children want
to eat or drink at your family child care home?
Probes: Ask for/decline specific foods and
beverages? Children make notice of conflicting
rules between their home and the FCCH?

2. How do parents influence how active child are at
your family child care home? Probes: Parents set
restrictions on letting their children go outside?
Parents set restrictions on how much screen time
their child should be allowed per day?

Parents were a barrier to promoting a healthy
eating and physical activity environment in the
FCCH

‘‘I feel like the parents will influence the way they eat in a negative
way, when the parent tells the kid not to eat something and you
serve it at your house, and continue to repeat it .’’

Improving the nutrition and
physical activity environment
of FCCHs

1. What types of information or resources would
make it easier for providers to serve healthier
foods and beverages in a FCCH? Probes: Shopping
on a budget? How to prepare quick and easy
healthy meals?
Reimbursement programs? Trainings?

2. What types of information or resources would
make it easier for providers to help children be
more physically active? Probes: Age-specific
activities? Equipment and space?

Resources, programs, and trainings

‘‘That’s a good program because you go and learn, it helps
you go a step higher and become familiar and [they] give
you ideas because when you go your saying wow, I’m a
mother so I know it all but that’s not the case and the
training shows that and it’ll teach you things that will
fascinate you.

Provider perceived barriers to improving
physical activity and screen time behaviors
among preschool-aged children

‘‘What affects them not to be active? Well the sedentary life,
the [electronic] games, the ones that watch TV and playing.
That affects them a lot.

Communication with parents

‘‘The communication with parents is big. We need to work
together with the parents. It is important to introduce
vegetables and fruits together.’’

FCCH, family child care home;TV, television.
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and rules were in place related to PA and ST. Two themes
emerged within this domain: the provider’s perception on
how the children in their care can be more physically active
and perceptions on appropriate ST behaviors.

Provider Perceptions on How Preschool-Aged
Children Can Be Physically Active

Providers felt that there were multiple opportunities for
the children to be physically active in their homes. For ex-
ample, they felt that dancing was the most popular, most
feasible indoor activity for the children to engage in. They
also shared examples of other structured indoor activities,
such as playing ball and ‘‘follow the leader.’’ The providers
thought, however, that the children were always more active
when playing outside, but they felt that there were oppor-
tunities for them to organize structured PA within their
homes as long as it was scheduled into their day.

Provider Perceptions on Appropriate Screen Time
Behaviors for Preschool-Aged Children

With regard to ST, most providers reported that they had
time limits on the amount of television (TV) children could
watch every day, and rules that prohibited parents from
leaving the child at the FCCH with a tablet or iPad. They
felt that children should not be watching TV all day, but
they believed that watching educational programs, such as
‘‘Dora the Explorer’’ and the Baby TV channel, was not
the same and did not really count as ST. Some felt that
because these TV programs were a form of learning, time
should not be limited, as one stated:

‘‘You can’t limit them [time watching educational show]

because there (is) a lot of good information that they can learn.’’

Providers also said that it was necessary to sometimes use
the TV so that they could have time for food preparation,
for example:

Table 2. Sociodemographic Characteristics
of Focus Group Participants (n = 30)
Age, mean – SD

50 – 8.9

N (%)

Race

White 4 (13)

Black 3 (10)

Asian 1 (3)

Mixed 7 (23)

Other 14 (47)
a

Hispanic or Latino 30 (100)

US born

Yes 1 (3)

No 29 (97)

Country of originb

Dominican Republic 23 (77)

Guatemala 6 (20)

Marital status

Single 6 (20)

Married 16 (53)

Separated or divorced or
widowed

8 (27)

Educationb

Less than high school 4 (13)

High school degree 10 (33)

Some college 9 (30)

College degree or higher 6 (20)

Years as a provider, mean – SD

10 – 5.6

Years in United States, mean – SD

21 – 9.2

Access to electronics/media

Cell phone 22 (73)

Smartphone with Internet access 18 (60)

Use phone for communication
(texts and/or e-mail)

18 (60)

Use phone for social media 15 (50)

Use phone for YouTube 23 (77)

Currently have data limit on phone 9 (30)

Access to Internet (in the
home)

23 (77)

Access to DVD player (in
the home)

26 (87)

Preference on receiving information

Smartphone 9 (30)

Computer 2 (7)

DVD 15 (50)

Prefers more than one 4 (13)

continued on page 524

Table 2. Sociodemographic Characteristics
of Focus Group Participants (n = 30) continued

N (%)

Participation in federal nutrition programs

SNAP 2 (7)

WIC 1 (3)

CACFP 16 (54)

More than one federal
program

1 (3)

None 10 (33)

All data presented as n (%), unless specified otherwise.
aAll those that specified other identified as Hispanic or Latina.
bn = 29.

SD, standard deviation; DVD, digital video disc; SNAP,

Supplemental Nutrition Assistance Program; WIC, Special

Supplemental Nutrition Program for Women, Infants, and Children;

CACFP, Child and Adult Care Food Program.
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‘‘. but when I’m going to serve them I’ll leave it on for half

an hour (referring to TV) while I’m preparing the food.’’

However, others still felt that just because it was an edu-
cational show, watching TV did not provide an added
benefit to the child:

‘‘In reality the TV causes for kids to only sit down and do

nothing so I took it out of my care; the thing I have is a computer

where I could put in a DVD with music.’’

Influences on What and How Providers Feed
Preschool-Aged Children in Family
Child Care Homes

Providers were asked what influenced the foods that
children eat or drink within their homes. Within this domain,
three themes emerged: the providers’ sense of responsibility
for providing foods to the children, the influence of their
culture on the foods served, and the training and current
feeding practices they engage in.

Perceived Responsibility and Program Regulations
Overall, the providers felt that it was their responsi-

bility as a caregiver to provide the children with nutritious
foods. The providers repeatedly referred to state rules and
regulations they had to abide by regarding meal times and
the foods served. However, some felt that the state reg-
ulations and expectations was a source of added stress,
and many felt that the well-being of the children should
come before program regulations. For example, if their
menu states that breakfast is at 8 am and a child arrives at
6 am, even though they are technically not allowed to
serve breakfast until 8 am, they will still feed the child
when he or she arrives. Many of the women discussed this
issue. For example:

‘‘They are kids; we need to put ourselves in the kid’s shoes

most of the time so we could figure out their necessities. How can

I leave them hungry if they get here at 7am?’’

Cultural Influences on Foods Served
All of the providers reported that they cooked and pre-

pared all of the meals served within the home and that most
of the foods they serve were from their own culture.
Commonly reported lunches included rice, beans, and
tortillas. Although many of the providers discussed the
importance of health and the quality of foods, when probed
further, it was unclear whether all of the food served was,
in fact, healthy. For example, when providers described the
snacks they served, they mostly consisted of starchy foods,
such as crackers and granola bars. Highly processed foods,
such as hot dogs, chicken nuggets, and pizza, were men-
tioned as foods that were sometimes served for meals.
Providers expressed their respect for other cultures and
stated that other cultures did also influence the foods that
they served because they were caring for children from
different backgrounds. For example:

‘‘I began to cook [Guatemalan foods] and I like rice with

beans, I like everything, I have learned to make a little of

everything.’’

And .

‘‘[American culture], chicken nuggets, hamburgers,

pizza . (referring to how they serve these foods in their homes)’’

The providers discussed the importance of attending pre-
vious trainings related to the Child and Adult Care Food
Program (CACFP), where they learned about what consti-
tutes healthy food and the appropriate portion sizes, and that
this training has provided them with the knowledge to serve
healthier foods and beverages. Some spoke about serving
whole grains, limiting juice, and serving 1% or skim milk to
children over the age of 2. However, despite the trainings,
some provided foods that do not follow guidelines; many of
these were foods from their cultures. For example, some
providers stated that they served morir soñando, a common
homemade sugar-sweetened beverage among Hispanic cul-
tures. In addition, many spoke of a soup called sancocho,
which all agreed contained multiple starchy vegetables.
However, many still served the soup with white rice (even
though they knew they should not), because that was how
they were accustomed to eating it.

Also, despite being aware of age-appropriate portion
sizes guidelines, many providers stated that they based
portion sizes served to the child on the child’s age and
physical stature. For example:

‘‘It depends on the age and size. Like one child I give one

amount and the younger one I will give half and if she asks for

more I will give her more.’’

Provider Training and Feeding Practices
The previous trainings that the providers received ap-

peared to have a positive impact on traditional feeding
practices that have been shown to have negative effects on
children’s health. The providers stated that they learned
that they should not force children to eat foods and that
instead they now serve the foods, but not force the child to
eat it. Providers spoke about adopting more-positive
feeding practices, such as role modeling and positive en-
couragement, after attending a training session to get
children to eat. For example:

‘‘Because we have to follow the program, because we are the

role models for the kids. I’ll serve the kids, I’ll sit with them

there. I had kids that didn’t eat salad and when I served myself

salad they would ask me, what is that? And I would explain to

them, while also giving them a little.’’

Although they stated that they did not pressure children to
eat all of the food they served, many providers were still
concerned that children may not eat enough food during
snacks and meals. Many stated that they would ‘‘help’’ the
child eat by spoonfeeding them. Others shared the belief
that children needed to be ‘‘strong and healthy,’’ and that
meant being ‘‘larger,’’ For example:
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‘‘Once, I got a child that didn’t even weigh three pounds! I

gave him back to his mother, and he was over 25 pounds! He was

gordı́simo y grandı́simo! [He was] más bonito (provider feeling

very proud).’’ (He was very fat and big! He was more beautiful!)

Awareness of the Home Feeding and Physical
Activity Environment

Providers were also asked about how parents influ-
ence what their children want to eat or drink at the
FCCH. The major theme that emerged was how parents
were a major barrier to promoting healthy eating and
PA in the FCCH.

Parents as a Barrier to Promoting a Healthy Eating
and Physical Activity Environment

One of the themes that emerged throughout the focus
groups was how parents’ behavior at home influenced what
occurred in the child care setting. Many providers per-
ceived parents to be a major barrier to getting children to
eat and drink more healthful foods and beverages in the
FCCH. Providers perceived that parents were too busy and
would often leave their children in front of a screen for
many hours with unhealthy foods. They described that this
is what encouraged the children in their care to want to
engage in unhealthy dietary behaviors and request to watch
TV or play with electronic devices. Providers also stated
that parents would drop children off with unhealthy foods
such as doughnuts and chips, and with smartphones or
tablets, even though the provider had specific rules against
these practices. For example:

‘‘If a kid drinks a lot of soda at their house . their parents are

going to want us to continue that?’’

And .

‘‘ .they’ll bring it [tablet] and I’ll tell them I’m sorry but

I don’t allow this . its better if the parents take it.’’

Providers also felt that parents’ beliefs were a major barrier
to their children being more physically active while in the
FCCH. Some providers stated that parents specifically told
them that they did not want their children playing outside
or being taken out in colder weather. Many providers ex-
pressed concerns over parents being upset if their child was
injured. For example:

‘‘Sometimes you are afraid of the parents. Sometimes you can

be doing a great job for 5 or 10 years with the child until an

incident happens and you can tell. The parents limit us a lot, some

parents and I already had that experience. .’’

Improving the Nutrition and Physical
Activity Environment of Family Child
Care Homes

The providers discussed various ways to improve the
nutrition and PA environment of their FCCH. One of the
major themes that emerged within this domain, was:
resources, programs, and trainings. They felt that having

more age-appropriate equipment that they could use
indoors would help facilitate children being more
physically active. They expressed how important it has
been for them to attend trainings and that continued
education for them is critical to continue to improve
their home and the homes of other providers. They also
wanted more training and ideas for overcoming barriers.
Other themes that emerged were the barriers, related to
improving PA and ST behaviors. Finally, another theme
was the critical need for improved communication with
parents to keep consistent messages between the home
and FCCH environment regarding dietary, PA, and ST
behaviors.

Resources, Programs, and Trainings
All of the providers felt that increasing the reimburse-

ments they receive by the federal government for the
foods and beverages purchased and served in their FCCH
would help improve the food environment. One idea was
more discount coupons to buy fruits and vegetables.
Others spoke about wanting more educational materials
related to healthy eating and recipes, without having to
invest their own monetary resources, given that this could
affect being able to keep up with other expenses. For
example:

‘‘We don’t have the resources, because what we earn [is not

enough], for example . I would like to invest 200 dollars on

something but then if I invest it they’ll cut my lights or they’ll

turn off something, so for them to give us the materials to work

with the kids it could be much easier.’’

All of the providers stressed the importance of more
continued training and education to help improve the food
and PA environments of their FCCH. For example:

‘‘Another thing . we have taken many classes that [have]

helped. Before I didn’t give it too much value, I didn’t give my

job too much value . with all the training I have taken I learned

so much and have over 1000 hours and I don’t mind learning

more every year.’’

Provider Perceived Barriers to Improving
Physical Activity and Screen Time Behaviors
among Preschool-Aged Children

Although all participants felt that PA was extremely
important for the well-being of the children in their care,
they expressed several barriers to increasing PA and lim-
iting ST. For example, they felt that children were all
different ages and had different preferences for certain
activities and that some children had more difficult tem-
peraments, and that these issues sometimes interfered with
group PA. For example:

‘‘I think that probably it’s a limitation for me because . if

I have a child of a different age . maybe a child of two years and

a child of seven years and the child of seven years may get bored

when playing [with the two year old].’’
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Another barrier was their concern for the child’s safety
indoors. They felt that if a child got hurt by playing inside
their home, they were responsible. In fact, several pro-
viders stated that parents made it clear to them that it was
the provider’s responsibility if something happened to the
child when playing indoors. The same concern was not
present for them being active outdoors. For example, as
one provider stated:

‘‘No it’s more the safety between the children themselves [and

getting hurt inside], not so much outside.’’

Other more common barriers included winter weather
and having limited time during the day. Some providers
felt that they could leave the children playing outside for
hours, but they had a schedule they are expected to fol-
low. Others spoke about not being able to take the chil-
dren out because it was snowing or raining. However, all
providers stated that they took the children out every day
unless the weather prevented them from doing so. Al-
though, when asked what temperature was ‘‘too cold’’ to
take children outside to play, some providers said 50
degrees Fahrenheit.

Communication with Parents
Although all providers agreed that parental beliefs were

a major barrier to both healthy eating and PA in the FCCH,
they spoke about the need and responsibility as a provider
to communicate with, and educate the parents on healthful
behaviors in the home. For example:

‘‘I realized I could also help other parents because it’s very

important for a provider because a kid spends a lot of time with

you so you have to educate them.’’

And .

‘‘Information that will help would be like to have more

communication [with parents about the importance of physical

activity] now that winter’s coming. There are parents who do not

like to take their children out . Some parents say no, no don’t

take my kids out because they will [get] sick. So I mean more

communication with parents [would be helpful].

Discussion
This study was able to explore perceptions and beliefs

regarding what influences children’s PA, ST, and dietary
behaviors while in their care among urban Hispanic FCCPs.
The higher risk of overweight and obesity for children in
FCCHs, compared with children in child care centers, is
well documented,11 and this reinforces the need for a clear
understanding of FCCP beliefs and perceptions to guide
intervention development and implementation. All of the
FCCPs that participated in our focus groups were Hispanic.
Our previous work has shown that Hispanic FCCPs differ
from non-Hispanic providers in their attitudes and prac-
tices,12 and at least 40% of RI family child care home
providers are Hispanic. No other studies have examined the

FCCH environments of these Hispanic providers. Thus,
understanding and utilizing the findings from focus groups
conducted with all Hispanic FCCPs is critically important.

We found that Hispanic FCCPs are concerned and feel
responsible for the health and well-being of the children
they care for and, in fact, often feel as if they are a second
parent or extended family member. These providers are
aware of the importance of healthy eating and PA, al-
though operationalizing the knowledge into practical ev-
eryday actions is often lacking and challenging for them.
Providers also strongly feel that parents negatively influ-
ence their children’s healthy habits, and that there is an
urgent need to find better communication strategies for
working with and engaging parents in health education.

In our previous research, Hispanic FCCPs reported at-
tending more training and found trainings to be more
helpful12 than non-Hispanic providers. This qualitative
study corroborates these findings. The FCCPs in this study
(all Hispanic) reported attending several trainings in which
they reported learning a lot about the importance of nutrition
and PA. Perhaps, because the Hispanic FCCPs in this study
are starting with less knowledge and separate cultural be-
liefs, they may find trainings to be of even greater impor-
tance. Given that policies are more likely to be successful
with trainings and education for child care providers,15 fu-
ture research should support and document trainings for
FCCPs, ensure that they are culturally relevant, and con-
tinue to translate theory into practical solutions.

In our previous survey, Hispanic providers were more
likely than non-Hispanic providers to encourage children
to finish the food on their plates.12 This current qualitative
research provides more insight into this finding, suggesting
that although many Hispanic FCCPs are aware that they
should not pressure children to eat, some still believe that
children sometimes need adult help to ensure that they eat
enough. Thus, FCCPs reported spoonfeeding the children
or offering them other types of food that were not initially
served. Other researchers have also found that Hispanic
providers have more demanding feeding practices, such as
making children eat all the food on their plate,16 and they
are more likely to encourage children to finish their
meals.17 There appears to be a disconnect between the
agreement of FCCH providers with the theory of ideal
feeding practices and their actual practices. The providers’
actual practice of feeding children in their FCCH could be
encouraging excessive food intake and interfering with
children’s self-regulation of food. All of these findings
point to the need to improve the translation of evidence-
based theory into practical trainings that provide real-
world, culturally relevant scenarios and the discussion and
identification of culturally appropriate solutions. Our
findings also speak to the need for trainings that discuss
body images given that traditional Hispanic cultural beliefs
encourage eating more to have a larger body size, which is
considered healthy and beautiful in that culture.18,19

The discrepancies between parental beliefs and prac-
tices and those of the FCCPs found in this formative
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research were also found in our previous work. Hispanic
providers were more likely to agree with the statement
that ‘‘parents say their children will eat certain foods at
the daycare and not at home,’’ and that communicating
with parents around nutrition is of great importance.12

Providers in these focus groups discussed at great length
the influence (mostly negative) that parents have on their
children’s health habits and how challenging it is for them
to instill healthy habits in the children when they are
exposed to such negative behaviors and attitudes in their
own homes. Providers were often frustrated and sad to see
that some parents were sending their children to the child
care setting with unhealthy foods and electronic games,
including doughnuts or hot dogs for breakfasts and iPads
in their bags. Providers felt comfortable talking to the
parents about their policies and about the health and well-
being of the children, but agreed that they needed better
communication strategies as well as more education for
parents. The relationship between FCCPs and a parent
appears to be more intimate and close than at a child care
center, as others have found,16 which may be beneficial
under some circumstances, but may also make it more
difficult for the provider to set clear boundaries and reg-
ulations.

Given that children in child care often do not meet na-
tional dietary guidelines20–23 and few structured PA oppor-
tunities exist,21,24 working to develop relevant interventions
within child care settings such as FCCHs is of great im-
portance. Intervention studies in child care centers have
demonstrated that PA25–30 and dietary practices31–34 can be
improved and that the rate of change in BMI can be re-
duced.25,27,30,34–36 However, further research is needed to
identify evidence-based obesity prevention policies and
practices that can be implemented in child care settings,
including FCCHs.37 To date, there are two obesity preven-
tion experimental studies in FCCHs22,38: however, neither of
these studies included Spanish-speaking providers. Our
formative research demonstrates the importance of engag-
ing with the community of Hispanic FCCH providers to
enable creation of culturally relevant interventions. The
current formative research will inform the development of
such interventions, which have been neglected in previous
child care intervention research. Based on the results of our
formative research, such interventions need to include: (1)
how to incorporate safe play inside the home; (2) work on
setting healthy policies within their homes and communi-
cating them with parents; (3) clarifications on state regula-
tions and how it influences their homes; (4) practical
applications on how to help children self-regulate through
the use of firm and responsive feeding; (5) education on how
to work with different child temperaments and ages to fa-
cilitate group-based physical activity; and (6) tools for how
to assess portion sizing for children in their homes.

Nonetheless, our study is not without limitations. Because
focus group participants were recruited through Ready-to-
Learn Providence (a well-liked agency where many of the
FCCPs were trained), it is possible that social desirability

affected their responses and that the providers felt like they
were being ‘‘tested’’ in some way and therefore tried to
provide the ‘‘right answers.’’ However, the moderator did
inform the group at the start that there were no right or
wrong answers and that it was very important to learn from
the FCCPs experiences. Our sample size was also limited
and all of the women in our study were predominantly
Dominican; therefore, the findings may not be generalizable
to other Hispanic or other racial/ethnic groups.

Conclusion
FCCPs are aware of the importance of healthy eating and

PA, but there is a great need to further operationalize this
awareness and knowledge into practical everyday actions.
This formative work will inform a multicomponent inter-
vention that targets multiple behaviors while taking into
account underlying cultural beliefs. In addition, future re-
search should consider targeting multiple environments
(child care providers and parents) to improve consistency of
messages.
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