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Abstract: Sugar-sweetened beverages (SSBs) are a leading source of added sugar in the American
diet. Further, ingestion of added sugars from SSBs exceeds recommendations. Thus, interventions
that effectively reduce SSB consumption are needed. Focus group discussions with parents (n = 37)
and school-aged children between the ages of 6 and 11 years (n = 41) from Florida, New Jersey, and
West Virginia were led by trained moderators using Social Cognitive Theory as a guide. Trends and
themes that emerged from the content analysis of the focus group data indicated that both parents
and children felt that limiting SSBs was important to health and weight control. However, parents
and children reported consuming an average of 1.85 ± 2.38 SD and 2.13 ± 2.52 SD SSB servings/week,
respectively. Parents and children were aware that parent behaviors influenced kids, but parents
reported modeling healthy SSB behaviors was difficult. Busy schedules, including more frequent
parties and events as children get older, were another barrier to limiting SSBs. Parents were most
successful at limiting SSBs when they were not in the house. This qualitative research provides
novel insights into parents’ and children’s cognitions (e.g., beliefs, attitudes), barriers, and facilitators
related to SSB ingestion. Consideration of these insights during nutrition intervention development
has the potential to improve intervention effectiveness in reducing SSB intake.
Keywords: sugar-sweetened beverages; children; parents; social cognitive theory; nutrition education;
health promotion

1. Introduction
Sugar sweetened beverages (SSBs) are a leading source of added sugars in the American diet [1].
Ingestion of these beverages is positively associated with excess body weight [2–4] as well as
an increased risk of metabolic syndrome and its associated conditions, including cardiovascular disease
and type 2 diabetes [5–8]. Currently, 20% of school-aged children (6 to 11 years) in the United States are
classified as obese [9]. The Academy of Nutrition and Dietetics has identified SSBs as a contributor to
childhood overweight and obesity; hence, this organization’s Pediatric Weight Management Guidelines
recommend limited intake of these beverages by children [10].
The Dietary Guidelines for Americans recommend keeping added sugar intake to less than 10%
of an individual’s daily calorie intake [11]; however, many Americans exceed this advice [1,12–14].
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For instance, nearly 66% of school-aged children are consuming at least one SSB each day and as
a result they are consuming over 7% of their total daily calories from these beverages [14]. Sugary
drinks provide 60% of the total calories from added sugar in the diets of children in the U.S. [15].
In addition to its links to obesity and related physical and mental health effects [16–18],
sugary beverages have negative consequences on oral health in children [19,20]. SSBs also displace
nutrient-dense beverages, especially dairy milk [21,22], a key source of calcium, potassium, and vitamin
D in the diets of American children [23]. Additionally, there is a positive relationship between SSB
intake and weakened bones and increased risk of fractures [24].
Several studies have attempted to elucidate factors influencing SSB consumption. One factor is
family behaviors, with a positive correlation between parent and child SSB intake [25–27], which is
indicative of the observational learning construct of the Social Cognitive Theory [28,29]. Another
factor affecting SSB intake is behavioral facilitators [28–30], also a Social Cognitive Theory construct.
Environmental conditions [28–30] where there is greater SSB availability in the home, appear to
facilitate SSB drinking [25,26,31]. Another environmental condition promoting consumption of sugary
drinks is location of eating—as the frequency of eating away from home rises, so does SSB intake [32].
In recent years, consumption of sugary drinks has declined [33]. However, there is considerable
opportunity to further reduce intake of these calorie-dense, nutrient-bare beverages. A greater
understanding of factors supporting SSB consumption as well as those that help reduce it could
lead to more effective behavior change and obesity prevention programs. Thus, this study aimed
to qualitatively explore factors affecting SSB intake with the goal of creating recommendations that
inform the development of health promotion and obesity prevention materials predicated on the Social
Cognitive Theory that aim to reduce sugary drink intake of parents and school-aged children (6 to
11 years).
2. Materials and Methods
The Institutional Review Boards at the authors’ universities approved the procedures for this
investigation. All parents gave informed consent for their children as well as themselves. Prior to data
collection, children gave verbal assent.
2.1. Sample
Parents who resided in Florida, New Jersey, or West Virginia and had one or more children aged 6
to 11 years were recruited to enroll in focus groups discussing home and lifestyles changes to promote
child health and development. Electronic (website, emails) and paper recruitment announcements
were distributed at workplaces, schools, community centers, and other locations frequented by parents.
Recruitment announcements were in English and Spanish and specified that focus groups would take
about 60 min and that participants would receive $25. The announcements also invited parents to
sign up their school-age children for a 30-min focus group discussion and indicated child participants
would receive $15. Parents and children participating in the focus groups were not necessarily related.
Focus group size was intentionally kept small to permit everyone to fully participate.
2.2. Instruments
Before focus groups began, parents completed a brief survey to report demographic characteristics
(e.g., age, highest education level) and frequency of SSB intake. Children completed a similar form.
A semi-structured questionnaire based on key Social Cognitive Theory (SCT) constructs (i.e.,
attitudes toward SSB, barriers to reducing SSB intake, and facilitators for reducing SSB intake) was
developed. SCT considers both inter- and intra-personal factors influencing behavior performance
including self-efficacy, collective efficacy (belief that a group is able to perform a behavior change),
and observational learning (learning by watching others perform a behavior) [28–30], which makes it
suitable to employ in family-based interventions. Furthermore, SCT addresses the interaction between
people and their environment—a bidirectional influence between these that is referred to as reciprocal
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determinism [28–30]. The notion of reciprocal determinism also makes SCT a good fit for home-based
interventions where family members’ behaviors affect and are affected by their home environment.
Prior to commencing the study, all data collectors were trained to conduct the focus groups in
a uniform manner using standard procedures [34]. English and Spanish focus groups were conducted
separately to accommodate the parents’ language preference. All child focus groups were in English
because all were fluent in this language. Younger children (ages 6 to 9) participated in focus
groups separate from those comprised of older, more mature children (ages 9 to 11). At each focus
group, a second trained researcher took comprehensive notes of the discussion and transcribed the
notes within 48 h of the focus group, including translating Spanish language focus group notes.
The researcher moderating the focus group reviewed the notes and discussed them with the note-taker
to ensure they were a clear, complete, and correct record.
2.3. Data Analysis
Descriptive statistics summarizing data collected in the survey administered before the focus
group were conducted were calculated using SPSS version 21.0 (Chicago, IL, USA). Three researchers
trained in standard content analysis procedures independently categorized focus group data into
themes (Miles and Huberman 1994 [35], Harris, Gleason et al. 2009 [36]). Content analysis generates
objective, systematic descriptions [37] that permit drawing “replicable and valid inferences from the
data to their context” [38]. The independent content analysis findings were compared and researchers
discussed them to reach consensus. Focus group data were continually analyzed during the data
collection period to determine when no new information was being revealed (i.e., data saturation was
reached) and data collection could end [39].
3. Results
A total of 37 parents (97% female) participated in 1 of 13 focus group discussions about beverages.
Three of these focus groups were performed in Florida (n = 13 parents), 5 in New Jersey (n = 12 parents),
and 4 in West Virginia (n = 12 parents). Parents were 36.3 ± 5.13 SD years old and had 2.42 ± 0.91
SD children under 18 living at home. The group was well educated, with 57% having obtained
a baccalaureate degree or higher. Two-thirds of the parents completed the focus groups in English,
with the remainder in Spanish.
A total of 41 school-aged children (ages 6 to 11 years) participated in 1 of 15 focus group
discussions about beverages. Five of these focus groups were performed in Florida (n = 12 children),
5 in New Jersey (n = 13 children), and 5 in West Virginia (n = 16 children). The average age of the
children was 8.46 ± 1.85 SD years. Participants had 1.17 ± 2.645 SD older siblings and 1.50 ± 1.57 SD
younger siblings.
3.1. Parent Focus Groups
Survey results illustrated that parents consumed an average of 1.85 ± 2.38 SD SSBs per week.
A comparison of SSB intake by language spoken and state of residence indicated intake was similar.
Additionally, no differences were discerned in focus group data by language or state of residence,
so data are presented in aggregate.
3.1.1. Parents’ Attitudes toward SSB Consumption
The majority of parents felt that limiting sugary beverages like soft drinks is “very important” for
their children’s overall health and wellbeing commenting, “young kids can have health problems from
the sugar”. Parents recognized the value of reducing SSB consumption, indicating that “sugary drinks
have empty calories, no vitamins, and lack the ability to keep you full” and these drinks “can affect
kids so much that children become overweight”. One noted, “I feel like, if I knew what I know now at
their age, I wouldn’t have had to get a gastric sleeve”. On the other hand, another commented “I don’t
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try to tell them (kids) about gaining weight because I don’t want them to think about body images at
their age”.
Another common concern was oral health, with parents commenting on the “effect [SSBs have on]
their teeth”, with others extending the effects to complexion and other physical aspects—“it’s really
a whole body thing”. Other health conditions, such as kidney stones and diabetes, were mentioned by
parents who had a family history of these conditions.
Behavior and adequate sleep were common themes in focus groups, with parents observing that
“I see a palpable change in my kids when they are sugared up” and “it disrupts sleeping habits”.
Numerous respondents indicated that SSBs made their children “hyperactive”, “bounce off the walls”,
and “rowdier”.
Some participants alluded to “addictive” qualities of these drinks. “The more sugar they start
to take in, the more sugar they want”. Caffeine also was of concern to some parents who indicated
that they “try to limit their caffeine intake so they (kids) don’t get addicted to it” and “kids don’t need
the caffeine”.
A few commented on environmental/geographical influences on beverage intake. One parent
said, “in southern West Virginia, soda is normal, and it was difficult to change when I realized that it
wasn’t normal and healthy”.
3.1.2. Parents’ Perceived Barriers to Limiting SSB Consumption
A common barrier to limiting children’s SSB intake was parental role modeling. Most parents
reported that their children commonly want to partake in whatever their mother or father do: “they see
an example and they imitate it" and “if I consume it, they are going to consume it”. Some acknowledged
that being a role model was challenging because “I really like soda, so it can be hard to limit them”
and “if they (children) see you drinking it (SSB), they want it”. Some parents also did not realize that
some beverages were sweetened, “I used to give Gatorade, but the dentist said no”.
Busy schedules were another barrier that parents faced in curtailing SSB intake in that time
scarcity enabled decisions that limited access to healthier alternatives. For example, parents reported
feeling like they were “living at Wawa and Wendy’s during the sports season and school year” where
sugary drink options were common and healthy alternatives were limited. Fast food restaurants,
gas stations, and convenience “stores have such a small selection of water and then huge selections
of sugary drinks; so every time we are in the gas station or something, he asks for a pop”. Parents
also raised the concern of limited availability of healthy alternatives at after school events, remarking
“school-related activities don’t always have a lot of water and you can only find pop and sweetened
tea at sporting events”.
Parents felt that SSB intake had increased as children got older. One parent stated,
“his consumption has increased exponentially” and another reported “now they drink them (SSB) more;
when they were younger, they didn’t drink them. I even find bottles of soda hidden under their beds
now”. Children’s growing maturity and independence was seen as an obstacle to limiting SSB intake.
As kids got older, they were purchasing lunch more often and parents were “unsure of how much
sugary beverages they drink when they buy lunches at school”. And, ”it is more difficult to control
the consumption of juices and sugar (when kids are at school)”. Parents felt kids’ beverage choices
at home were influenced by school experiences, noting that “the school gives the option for flavored
milk”, so now they have “had to switch to chocolate or strawberry milk (at home)”. Another parent
reported that when “other parents give sugary drinks for school lunches . . . my kid says, ‘why can’t I
bring that, too?’”.
Another aspect of children’s increasing age that got in the way of keeping SSB intake in check
was that, as they got older, they “have more involvements, which often mean more celebrations and
sugar intake”. They attend more “school activities, friends’ birthday parties, and get togethers” where
soda was readily available. One parent commented, “I blame little league baseball—he used to get
a hotdog and a soda after a game; he had never had it (SSB) until he was 8 years old”.
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SSB purchases of other family members also presented roadblocks to limiting intake of these
beverages. “In my house the only problem is that my sister lives with us and she will buy soda and then
they (kids) will drink it. I can’t stop her from buying soda because she is an adult, since they see her
drinking it they will ask her for soda and drink it”. Responsibilities outside the home presented another
obstacle because parents were not able to supervise children’s consumption of sugary beverages during
these times: “It’s difficult to limit their drink consumption when I’m not home because they will get
what they want”. Another obstacle, television, made it “more complicated” for parents to control
children’s SSB intake because it provided frequent exposure to advertisements for these drinks.
3.1.3. Parents’ Strategies for Overcoming Barriers to Limiting SSB Consumption
The number one strategy for limiting sugary beverage intake was environmental control: “keeping
them (SSB) out of the house” and “don’t buy them”. Another common approach to regulating SSB
consumption was to “set boundaries” and reserve sugary drinks for “special occasions”. For instance,
“Friday night is pizza night and my children get a soda beverage, but it’s not (a) regular (occurrence)”.
Occasional intake of SSBs was recognized by some parents as being important for teaching self-control,
because “you cannot forbid her to do it or else she will go crazy later when it’s available”. “My basic
rule is water or milk, but exceptions at parties or events with other kids. They probably have it like 3
times a month—so not often, but they have learned what they should have”. However, other parents
were more rigid in their approach (e.g., “I force them to drink water; if they don’t want water, then they
don’t get anything” and “I distribute (SSB0, and I use child-locks for all of my pantries”).
Making “milk and water the drinks of choice” in their homes and being sure “kids grew up with
the mind set to enjoy and prefer water” were other methods parents used to limit SSB intake. To boost
children’s preference for water, parents tried “cutting up lemons and limes in the water to give it a little
punch”, serving “agua fresca” (water infused with fruit), and making “it more interesting . . . have
fruit and ice in it” or add “sugar-free flavored water packets”. To encourage healthier drink options,
parents also proposed environmental solutions. For example, “having an accessible fridge where they
can reach for water”, “keeping a large Brita filter in the refrigerator” and having “an array of water
bottles” and “fun cups for the kids to drink out of” were identified as useful tools for encouraging
water intake over SSB.
Another approach was to lower sugar intake from beverages. Parents “cut juice with water”.
They also reduced the sugar content of flavored milk by “putting in mostly white milk with just a little
chocolate (drink mix)”. Parents also touted the benefits of diet soft drinks to children, describing them
as “sugar-free flavored water” and seltzer water as healthy alternatives to sugary drinks. One parent
used portion control as a means to control SSB intake: “get them a little glass if they ask”.
Promoting various qualities of beverages was another tactic parents employed to limit SSB intake.
For instance, the health benefits of alternative beverage options were conveyed when parents reminded
children that “milk helps bones”, “milk will make their teeth white”, and will help you “get stronger
and taller”. Parents also promoted the benefits of water. “When you do drink water, when your kids
are well hydrated, it shows in everything—your eyes aren’t as puffy, your skin feels clearer—(this)
translates over to kids. When your kids are hydrated, they aren’t as sluggish and it keeps your body
at its best. Sharing that with the kids keeps them at their best”. Some parents helped children think
about calories from SSB by telling them if they “do not have soda, they can use those calories to have
something more enjoyable”. Thirst quenching abilities also were invoked (“juice and soda are going
to make you thirstier”). Others pointed out that “it’s helpful to have the orthodontist and dentist”
endorse milk and water and the importance of limiting SSBs.
Many parents recognized that “setting a good example” was an effective way to help kids keep
SSB intake under control. One mother observed, “seeing me drink water helps them. The mirrored
behavior is important”. Parents also were motivated to drink more water themselves and encourage
their children to do the same because, “your body feels better when you drink water and you feel
better about yourself”.
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3.2. Children’s Focus Groups
Survey results indicated that children had an average intake of 2.13 ± 2.52 SD servings weekly of
SSBs. A review of children’s responses indicated that SSB intake was similar across age and state of
residence. Focus group data were similar across age groups and state, so data were combined.
3.2.1. Children’s Attitudes toward SSB Consumption
Kids reported drinking a wide array of SSBs, with intake ranging from infrequent (“we don’t have
them often, maybe once a month”) to often (“I have them once a day or I have a little more than that”).
These beverages were consumed at meals or alone. Several kids reported having SSBs more frequently
on the weekend and at events like birthday parties and when going out to eat. Some participants
indicated “you can only drink it sometimes, but not a lot”.
Reasons many children gave for limiting consumption of SSBs were “it’s very important because
if you drink too much, it is not good for you” and “sugar is kind of bad for you” “because might have
too much energy, get sugar rushes” and makes them “hyper” and “hard to go to sleep”. Health effects
were common explanations children gave for limiting SSBs; these ranged from general (they could “get
a stomachache” or “get sick”) to more specific health effects (sugary drinks are “bad for your teeth”,
“not good for your skin”, “not good for your kidneys”, or “are not good for your health because they
can cause diabetes”). Some commented that SSBs are “bad for your bodies because of the calories,
I think” and “you can also start getting fat”.
A few children linked calories in SSB with energy expenditure and discounted the importance
of limiting SSBs if balanced with exercise, “I ran yesterday, so I don’t need to limit it (SSB)”.
One commented, “it is less important for us (to limit SSBs) than for them (parents) because they
don’t burn a lot of calories like we do”.
Some children commented on hydrating qualities of drinks. “When I play outside, I drink water
instead of sugary drinks because you cramp if you don’t have water and have too much sugary drinks”
and understood that “it is important to drink a lot of water or you will get dehydrated”. Kids also
connected SSB consumption to decreased athletic performance and energy levels saying, “when I go to
recess, I will run slower”.
Although most children felt keeping SSB intake under control was important, some did not.
“I don’t think it’s important because I love sugar, and it tastes good”.
3.2.2. Children’s Perception of Their Parents’ Attitudes toward SSB Consumption
Most children thought parents felt it was important to limit SSB intake because parents tell them,
“if you drink a lot of it (SSB), you can get sick” and that parents “get happy if you don’t drink a lot
of sugary drinks” but “get mad if I drink too much”. Other ways parents conveyed to children that
it was important to control sugary beverages was that parents told kids “not to drink a lot of them”,
set limits on the number of SSBs kids can drink (“My mom says to only have one can of soda a day”),
controlled access (“my parents only buy 1 or 2 (boxes of pop), but they put it somewhere where I can’t
reach or see it”), set “rules requiring us to drink water or milk”, and rewarded kids for drinking water.
Others concluded that parents believed it was important to limit SSB because parents promoted
healthier beverages “she (mom) fills up big pitchers with water and we have to drink that”, or “mom
and dad set goals not to buy them”. Conversely, parental behaviors led one child to surmise,
“dad doesn’t care, he drinks soda”.
3.2.3. Children’s Perceived Barriers to Limiting SSB Consumption
Although most kids understood the importance of limiting SSB intake, they noted many barriers
hindered their efforts. A commonly mentioned theme was parental influence. Many children indicated
that they want to do what their parents do—“I want what my parents have. When my parents drink
pop, I want it, too”. Another child remarked, “I have iced tea that my dad drinks a lot and sometimes I
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steal it and drink it”. Another participant indicated, “every time my mom drinks soda, we see it and
then we get jealous”. Parental behaviors were not limited to sugary drinks: “it (soda) does make me
want to have what they have. But if they have milk or water, I’ll drink it, too”.
Another common barrier to limiting sugary drinks was the taste. “I drink soda because it tastes
good. I’m not judging water because it has no taste, it’s just clear”. There also was a social aspect that
made limiting SSBs difficult as well. Many children reported that “I usually have them (SSB) at parties”
or on “special occasions, like birthdays and holidays”. Having their own money to buy sugary drinks
presented a roadblock to curbing SSB intake for some. The home environment presented another
obstacle: “we keep around 100 cans (of soda) at home in our basement”. Another barrier was wanting
to be like siblings or friends, “my friend is allowed to drink whatever she wants” and using these
beverages as a reward (we get) a little everyday if we have good behavior”).
3.2.4. Children’s Strategies for Overcoming Barriers to SSB Consumption
Children indicated that parents play the largest role in helping them limit SSBs and gave various
strategies parents could use. One common suggestion was for parents to not drink sugary beverages
themselves—“tell parents not to drink a lot of soda” because “it makes me want it when they drink
sugary drinks”. Role modeling healthy behavior was another strategy: “my mom drinks a lot of water
so it makes me want to drink water.”
Teaching kids about sugary drinks was another approach children recommended parents try:
“show your kids a video to educate them and tell them what these drinks are made of and why they
are not healthy” or “have them (kids) write paragraphs of why they are drinking so much sugar”.
Explaining the disadvantages of SSBs was another idea children had: “you still feel thirsty after
drinking a sugary drink, but not if you drink water”, “if you drink it [after sports practice], then its
wasting what you just worked off”, and “tell kids they could get sick” and “it’s not good for the
kidneys”. On the other hand, some thought parents could explain the advantages of healthier drinks,
and they could “explain it’s good for sports” and that “water is healthy”.
Children also proposed that parents impose limits on SSBs, such as “2 sugary drinks a day” or
“only let children drink juice if they drink a lot of water” and “give us certain drink choices and we can
only choose from those”. Another method kids thought parents should try was to promote milk and
water, offer kids incentives (e.g., “if you drink water or milk, then you get a reward”), or when kids
refuse water or milk, punish them (e.g., “put children in timeout because they will learn their lesson”).
To lower intake of sugary beverages, kids proposed making “it more difficult to get pop”, drinking
more water (“water helps me drink less sugary drinks”), buying “soda without sugar in it” and “healthy
drinks”, diluting juice with water, and making healthier options more appealing (“flavor the drinks
or make something creative like smoothies”, “drink out of straws with loops”, “put raspberries in
the drink”). Other strategies children thought parents could use were “have them [children] drink
3 bottles of water before they can drink sugary drinks” and “trick them–dye water to make it look
like juice”.
Children also suggested environmental controls that restrict access to SSBs: “I’ve been to friends’
houses and they will have 5 to 8 boxes (of soda) at a time, but we don’t have a lot of boxes at a time–it’s
easier when you don’t have as much around”. Other environmental controls were to hide sugary
drinks, “just don’t buy it”, have healthy options available (“have lots of milk, instead”), and “get the
good drinks for them and bring it to them”.
They also thought that small serving sizes (“don’t give them a lot”), limiting access to certain
times or events (e.g., after practice, weekends), and setting goals for healthier beverages (“I aim for 8
bottles of water every day”) would be helpful ways to control SSB intake. Finally, kids recommended
being role models themselves (“don’t drink sugary drinks around siblings . . . they are likely to see
what you are drinking and would like that drink”).
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4. Discussion
This study aimed to explore the cognitions, barriers, and facilitators related to SSB intake of
school-age children and parents of school-age children. A second aim was to use the finding to create
recommendations for future nutrition education programs targeting limited SSB consumption based
on constructs from the Social Cognitive Theory (Table 1). Social Cognitive Theory [28–30] provides
a useful framework for categorizing factors known to promote behavior change and thus was used to
organize future programming recommendations.
Table 1. Recommendations for Interventions Targeting Limiting Sugar-Sweetened Beverage Intake in
Families with School-Age Children.
Social Cognitive Theory Recommendations for Future Interventions Promoting Reduced Sugar Sweetened Beverage (SSB) Intake
Outcome Expectations

Expand SSB outcome expectations to include weight management and oral health.

Outcome Expectations

Expand SSB outcome expectations to include the negative effect of caffeine in coffee and energy drinks.

Reciprocal Determinism

Teach parents and children about actual SSB behaviors to improve their perceived norms of this behavior.

Outcome Expectations

Expand SSB outcome expectations to include the positive effects of choosing flavored milk in moderation
over other SSBs.

Facilitation

Provide oral health professionals with nutrition education materials and training to enable them to help
families decrease SSB intake.

Facilitation

Provide parents with strategies to break from geographic and/or cultural norms that encourage
SSB consumption.

Facilitation

Provide opportunities for parents to develop strategies that control SSB availability in the home
environment, such as limiting amount of SSB on hand and purchasing them only at the time
of consumption.

Facilitation

Provide parents with opportunities to develop more authoritative parental feeding skills and an
understanding of how this type of parenting can facilitate child development.

Facilitation

Inform parents about school meal program guidelines and policies and encourage them to visit children’s
school cafeteria.

Facilitation

Provide tips for identifying healthier, on-the-go beverage options, including planning ahead for
busy days.

Facilitation

Share quick and easy ways to incorporate healthy beverages in meals and snacks.

Facilitation

Provide parents with time management strategies.

Observational Learning

Explain the importance of healthy role modeling to parents and encourage parents to make better
beverage choices to demonstrate healthier beverage choices to children.

Self-efficacy

Build parents’ confidence in their ability to provide healthier alternatives to SSBs and enjoy more
nutrient-dense beverage.

The findings from this study reveal that most parents and children accurately perceive the
negative health effects of excessive SSB intake. For instance, both parents and children knew that
sugary beverages lacked important nutrients [40]. In addition, they accurately reported that SSBs
can promote weight gain and contribute to health problems [41]. However, not all participants were
fully cognizant of these negative health benefits, thereby highlighting an opportunity to expand their
knowledge as well as reinforce the knowledge of those who are more informed.
Some parents and children were aware of the effect of SSB on oral health and mentioned dental
health professionals as sources of SSB-related information. According to the American Academy of
Pediatric Dentistry, frequent consumption of SSBs increases the risk of dental caries [42]. Helping
parents and children fully realize the potential outcomes of SSB on oral health could be an important
component of future nutrition education programming to elicit reductions in sugary beverage intake.
Furthermore, the American Dental Association recognizes the role of dental professionals in promoting
healthy lifestyles and behavior change to reduce the incidence of obesity by collaborating with other
health care professionals and organizations [43]. General oral health recommendations include visiting
the dentist twice a year, which provides an opportunity for nutrition education professionals to develop
theory-based training programs to train oral health professionals to discuss limiting SSBs with families
and provide educational materials and training that oral health professionals can provide to families
to help them limit SSB consumption in children [43].
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A negative outcome expectation of SSB consumption shared by some parents and children
was hyperactivity. Although this belief is commonly held by many consumers, the effect of sugar
on behavior in children remains unclear. Although a landmark 1995 meta-analysis published in
the Journal of the American Medical Association concluded that sugar did not have an effect on
behavior [44], more recent cross-sectional data suggest that risk for hyperactivity/inattention does rise
as SSB consumption increases [44]. Helping parents and kids understand that SSB increase may affect
behavior in some people could help them implement behaviors to curb intake of these drinks.
Participants’ observation that SSB consumption affects sleep patterns is supported by research
reporting links between dietary sugar and sleep duration [45]. The 2014 Sleep in America® Poll
revealed that nearly one in three children age 6 to 11 years in the Unites States gets 8 h or less of
sleep each night [46], falling short of the National Sleep Foundation’s recommended 9 to 11 h per
night [47]. The link between short sleep duration and increased BMI is well established [48]. Decreased
sleep duration associated with SSB consumption may further exacerbate the association between SSB
consumption and BMI.
Parents were also correct to express concern about the effect of caffeine in SSBs on children’s
behavior. Three-quarters of the young children in a study evaluating caffeine consumption were
caffeine consumers, and caffeine consumption was negatively correlated with average number
of sleep hours [49]. In addition, caffeine can have negative cardiovascular effects in children [50].
While caffeinated soda consumption in children has declined over the years, more children are
consuming trendy coffee and energy drinks high in sugar and caffeine [51]. Future nutrition education
programs should build knowledge of the negative effects of caffeine from SSB and offer strategies for
limiting caffeine consumption.
Although SSB consumption reported by participants did not differ by geographic location, parents
in West Virginia commented that SSB consumption was a normal part of their lifestyle and culture,
which they felt made it especially difficult to decrease consumption. The Theory of Reasoned Action
postulates that an individual’s behaviors are influenced by perceived social norms, or the extent to
which they believe others support engaging in a particular behavior [52]. Similarly, the construct
of reciprocal determinism from SCT suggests that individuals’ behaviors are influenced by their
environment, including cultural influences [29]. The potential effect of geography and culture on
SSB intake is important to consider in nutrition education programs. Cultural norms can both
precipitate and reinforce positive, as well as negative behaviors. For example, a study aiming to
improve adolescent normative beliefs related to smoking found that students’ perceived prevalence of
smoking was linked to their risk of smoking, as was their beliefs that smoking was popular among
“successful/elite elements of society” [53]. The study also found that disapproval of smoking by
friends and family was significantly negatively associated with adolescent smoking behaviors [53].
Future interventions may promote behavior change by aiming to alter normative beliefs related to
SSB consumption.
A common barrier to limiting children’s SSB intake was parental role modeling. Children
tend to model their parents’ eating behaviors, lifestyle, eating-related attitudes, and body image
satisfaction [54]. In the current study, both parents and kids recognized that children were affected by
parent actions. In fact, children suggested parents not drink as much SSB as a strategy to help kids
decrease their own intake, however some parents indicated that it was a struggle to not consume SSBs.
Several studies have demonstrated a positive association between parent knowledge about diet and
health and positive parental influence on children’s beverage intake [31,55–57], thereby highlighting
the importance of building parent knowledge of the importance of limiting SSBs to motivate them to
limit child SSB intake. Often parents reported turning to quick, sugary beverage options due to the
time constraints and limited healthy options at convenience stores. Providing strategies for healthy
beverage options on-the-go as part of nutrition education interventions could enable families to reduce
SSB intake, as would building parents’ time management skills.
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Another barrier noted was parents’ lack of knowledge of the school food environment and policies
that promote healthy eating in this setting. It was evident from the focus groups that many parents
were not aware of federal guidelines designed to ensure school beverage options are nutrient dense [58].
Instead, parents felt that their children’s beverage choices at home were negatively influenced by
school experiences. Studies consistently show that students who participate in the National School
Lunch Program (NSLP) consume more fruits, vegetables, and milk and less SSBs and low-nutrient,
energy-dense items than non-participants [59,60]. A cross-sectional study exploring the relationship
between school lunch participation and dietary patterns also indicated that children who participated in
NSLP consumed less than one-third the average amount of energy from SSBs as non-participants [59].
Findings from the current study suggest parental disapproval of flavored milk in the school
setting. Federal guidelines allow non-fat flavored milk as part of the NSLP, which has been endorsed
by the American Academy of Pediatrics [61] and the Academy of Nutrition and Dietetics [62,63] as
part of an overall healthy diet. Additionally, a recent systematic review reported that flavored milk
increases overall milk intake by 28% [64]. Most other SSBs contain more added sugar than flavored
milks, which provides an opportunity to teach parents and children to make better SSB choices, such as
flavored milk in moderation when away from home.
Both children and parents recognized the importance of the home food environment in
promoting healthy beverage choices and suggested not purchasing SSBs as a key strategy to limiting
consumption [25,62,65]. Similarly, in a qualitative study with Latino adolescents and their parents,
youth cited home availability as a key factor driving their SSB consumption [66]. Research supports
the effectiveness of this strategy in that the availability of soft drinks in the home is strongly associated
with soft drink consumption. Future nutrition interventions should promote SSBs as a beverage to
consume on occasion rather than every day and should suggest that SSBs be purchased at the time of
consumption rather than kept on-hand in the house.
Both parents and children in the study reported here indicated the importance of setting
boundaries for SSB intake. Recommendations by children that parents incentivize or punish children
as a means for promoting healthier beverage intake suggests kids have experienced non-recommended
authoritarian parental feeding practices. In general, an authoritative feeding style, where parents use
supportive and responsive feeding practices to encourage heathy eating, is associated with healthier
dietary behaviors and BMI [67,68], although a more restrictive parental feeding style was associated
with less soft drink consumption in teenagers [69]. Helping parents and children recognize the
benefits of authoritative feeding styles could help families now, as well as future families of the current
generation of children, form healthier dietary habits, including limited SSB intake.
Previous research has shown that interventions that focus on environmental changes are most
successful at reducing SSB consumption in school-age children [70]. This is particularly true for
interventions that target the home rather than school environment [71]. Interventions aimed at teaching
parents of school-aged children to set goals for making health-related behavior changes for their
families can be effective at reducing children’s SSB consumption [72]. The success of these interventions
is congruent with some recommendations in Table 1, including facilitating behavior change by
adjusting the home environment and building parent self-efficacy for making behavior changes.
5. Conclusions
This qualitative research provides important information regarding parents’ and children’s
cognitions (e.g., beliefs, attitudes), barriers, and facilitators related to children’s SSB consumption.
To the authors’ knowledge, this study is the first to qualitatively explore SSB cognitions and use them
to generate recommendations for future nutrition programming aiming to lower SSB intake. However,
the small sample size limits the ability to detect ethnic differences in study participants. Furthermore,
self-selection bias may have resulted in a sample that is not representative of the general population.
Achieving the goal of limited SSB consumption is important given that SSBs are a significant source
of added sugars in the diets of children and are considered an important contributor to the obesity
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epidemic [73]. Educating both parents and children is important because parents serve as household
food gatekeepers and children’s role models and, as children age, they have more opportunities to
make their own beverage choices. Future research should aim to implement the recommendations
generated by this study in interventions and assess their effectiveness in helping families reach the
goal of reduced SSB intake and associated health outcomes.
Author Contributions: Data curation, K.M.E., E.G., C.L.D. and O.A.F.; Formal analysis, K.M.E., A.D., E.G., C.L.D.,
O.A.F. and C.B.-B.; Funding acquisition, M.D.O., C.B.-B. and K.P.S.; Methodology, K.M.E., M.D.O., C.B.-B., K.P.S.;
Writing–original draft, K.M.E., S.D., E.G., C.B.-B.; Writing-Review & Editing, All authors.; Funding Acquisition,
C.B.-B., M.D.O. and K.P.S.
Funding: This research was funded by United States Department of Agriculture, National Institute of Food and
Agriculture, grant number 2017-680001-26351
Conflicts of Interest: The authors declare no conflict of interest.

References
1.
2.
3.
4.
5.

6.

7.

8.
9.
10.

11.
12.
13.
14.
15.

Drewnowski, A.; Rehm, C.D. Consumption of added sugars among us children and adults by food purchase
location and food source. Am. J. Clin. Nutr. 2014, 100, 901–907. [CrossRef] [PubMed]
Ochoa, M.C.; Moreno-Aliaga, M.J.; Martínez-González, M.A.; Martínez, J.A.; Marti, A. Predictor factors for
childhood obesity in a Spanish case-control study. Nutrition 2007, 23, 379–384. [CrossRef] [PubMed]
Athanasopoulos, D.; Garopoulou, A.; Dragoumanos, V. Childhood obesity and associated factors in a rural
Greek Island. Rural Remote Health 2011, 11, 1–9.
Malik, V.S.; Pan, A.; Willett, W.C.; Hu, F.B. Sugar-sweetened beverages and weight gain in children and
adults: A systematic review and meta-analysis. Am. J. Clin. Nutr. 2013, 98, 1084–1102. [CrossRef] [PubMed]
Malik, V.S.; Popkin, B.M.; Bray, G.A.; Després, J.-P.; Willett, W.C.; Hu, F.B. Sugar-sweetened beverages
and risk of metabolic syndrome and type 2 diabetes: A meta-analysis. Diabetes Care 2010, 33, 2477–2483.
[CrossRef] [PubMed]
Imamura, F.; O’Connor, L.; Ye, Z.; Mursu, J.; Hayashino, Y.; Bhupathiraju, S.N.; Forouhi, N.G. Consumption
of sugar sweetened beverages, artificially sweetened beverages, and fruit juice and incidence of type 2
diabetes: Systematic review, meta-analysis, and estimation of population attributable fraction. BMJ 2015,
351. [CrossRef] [PubMed]
Rodríguez, L.A.; Madsen, K.A.; Cotterman, C.; Lustig, R.H. Added sugar intake and metabolic syndrome in
us adolescents: Cross-sectional analysis of the national health and nutrition examination survey 2005–2012.
Public Health Nutr. 2016, 19, 2424–2434. [CrossRef] [PubMed]
Stanhope, K.L. Sugar consumption, metabolic disease and obesity: The state of the controversy. Crit. Rev.
Clin. Lab. Sci. 2016, 53, 52–67. [CrossRef] [PubMed]
Hales, C.M.; Carroll, M.D.; Fryar, C.D.; Ogden, C.L. Prevalence of obesity among adults and youth: United
States. NCHS Data Brief 2017, 288, 1–8.
Hoelscher, D.M.; Kirk, S.; Ritchie, L.; Cunningham-Sabo, L. Position of the academy of nutrition and dietetics:
Interventions for the prevention and treatment of pediatric overweight and obesity. J. Acad. Nutr. Diet. 2013,
113, 1375–1394. [CrossRef] [PubMed]
Health, U.D.O.; Services, H. Dietary Guidelines for Americans 2015–2020; Skyhorse Publishing Inc.: New York,
NY, USA, 2017.
Ervin, R.; Kit, B.; Carroll, M.; Ogden, C. Consumption of added sugar among U.S. Children and adolescents,
2005–2008. NCHS Data Brief 2012, 87, 1–8.
Ervin, R.B.; Ogden, C.L. Consumption of added sugars among us adults, 2005–2010. NCHS Data Brief
2013, 1–8.
Rosinger, A.; Herrick, K.; Gahche, J.; Park, S. Sugar-sweetened beverage consumption among U.S.; Adults,
2011–2014. NCHS Data Brief 2017, 270, 1–8.
Watowicz, R.; Anderson, S.; Kaye, G.; Taylor, C. Energy contribution of beverages in us children by age,
weight, and consumer status. Child. Obes. 2015, 11, 475–483. [CrossRef] [PubMed]

Nutrients 2018, 10, 1232

16.

17.
18.

19.

20.

21.

22.
23.

24.

25.
26.

27.

28.
29.

30.
31.
32.

33.

34.
35.
36.

12 of 14

Gishti, O.; Gaillard, R.; Durmus, B.; Abrahamse, M.; van der Beek, E.M.; Hofman, A.; Franco, O.H.;
de Jonge, L.L.; Jaddoe, V.W. BMI, total and abdominal fat distribution, and cardiovascular risk factors
in school-age children. Pediatr. Res. 2015, 77, 710–718. [CrossRef] [PubMed]
Kumar, S.; Kelly, A.S. Review of childhood obesity: From epidemiology, etiology, and comorbidities to
clinical assessment and treatment. Mayo Clin. Proc. 2017, 92, 251–265. [CrossRef] [PubMed]
Zuba, A.; Warschburger, P. The role of weight teasing and weight bias internalization in psychological
functioning: A prospective study among school-aged children. Eur. Child Adolesc. Psychiatry 2017, 26,
1245–1255. [CrossRef] [PubMed]
Armfield, J.M.; Spencer, A.J.; Roberts-Thomson, K.F.; Plastow, K. Water fluoridation and the association of
sugar-sweetened beverage consumption and dental caries in Australian children. Am. J. Public Health 2013,
103, 494–500. [CrossRef] [PubMed]
Wilder, J.; Kaste, L.; Handler, A.; Chapple-McGruder, T.; Rankin, K. The association between sugar-sweetened
beverages and dental caries among third-grade students in Georgia. J. Public Health Dent. 2016, 76, 76–84.
[CrossRef] [PubMed]
Keller, K.; Kirzner, J.; Pietrobelli, A.; St-Onge, M.; Faith, M. Increased sweetened beverage intake is associated
with reduced milk and calcium intake in 3- to 7-year-old children at multi-item laboratory lunches. J. Am.
Diet. Assoc. 2009, 109, 497–501. [CrossRef] [PubMed]
Leung, C.; DiMatteo, S.; Gosliner, W.; Ritchie, L. Sugar-sweetened beverage and water intake in relation to
diet quality in U.S. Children. Am. J. Prev. Med. 2018, 54, 394–402. [CrossRef] [PubMed]
Keast, D.; Fulgoni, V.; Nicklas, T.; O’Neil, C. Food sources of energy and nutrients among children in the
united states: National health and nutrition examination survey 2003–2006. Nutrients 2013, 5, 283–301.
[CrossRef] [PubMed]
Handel, M.; Heitmann, B.; Abrahamsen, B. Nutrient and food intakes in early life and risk of childhood
fractures: A systematic review and meta-analysis. Am. J. Clin. Nutr. 2015, 102, 1182–1195. [CrossRef]
[PubMed]
Grimm, G.C.; Harnack, L.; Story, M. Factors associated with soft drink consumption in school-aged children.
J. Am. Diet. Assoc. 2004, 104, 1244–1249. [CrossRef] [PubMed]
Verloigne, M.; Van Lippevelde, W.; Maes, L.; Brug, J.; De Bourdeaudhuij, I. Family-and school-based
correlates of energy balance-related behaviours in 10–12-year-old children: A systematic review within the
energy (European energy balance research to prevent excessive weight gain among youth) project. Public
Health Nutr. 2012, 15, 1380–1395. [CrossRef] [PubMed]
Mazarello Paes, V.; Hesketh, K.; O’Malley, C.; Moore, H.; Summerbell, C.; Griffin, S.; van Sluijs, E.; Ong, K.;
Lakshman, R. Determinants of sugar-sweetened beverage consumption in young children: A systematic
review. Obes. Rev. 2015, 16, 903–913. [CrossRef] [PubMed]
Bandura, A. Health promotion by social cognitive means. Health Educ. Behav. 2004, 31, 143–164. [CrossRef]
[PubMed]
Kelder, S.; Hoelscher, D.; Perry, C. How individuals, enviornments, and health behavior interact. In Health
Behavior, Theory, Research, and Practice, 5th ed.; Glanz, K., Rimer, B., Viswanath, K., Eds.; Jossey-Bass:
San Francisco, CA, USA, 2015; pp. 165–184.
Bandura, A. A Social Learning Theory; Prentice-Hall: Englewood Cliffs, NJ, USA, 1977.
Zahid, A.; Davey, C.; Reicks, M. Beverage intake among children: Associations with parent and home-related
factors. Int. J. Environ. Res. Public Health 2017, 14. [CrossRef] [PubMed]
Van Ansem, W.J.; van Lenthe, F.J.; Schrijvers, C.T.; Rodenburg, G.; van de Mheen, D. Socio-economic
inequalities in children’s snack consumption and sugar-sweetened beverage consumption: The contribution
of home environmental factors. Br. J. Nutr. 2014, 112, 467–476. [CrossRef] [PubMed]
Rehm, C.; Drewnowski, A. Trends in consumption of solid fats, added sugars, sodium, sugar-sweetened
beverages, and fruit from fast food restaurants and by fast food restaurant type among us children, 2003–2010.
Nutrients 2016, 8. [CrossRef] [PubMed]
Then, K.; Rankin, J.; Ali, E. Focus group research: What is it and how can it be used? Can. J. Cardiovasc. Nurs.
2014, 24, 16–22. [PubMed]
Miles, M.B.; Huberman, A.M. Qualitative Data Analysis; Sage Publications: Thousand Oaks, CA, USA, 1994.
Harris, J.E.; Gleason, P.M.; Sheean, P.M.; Boushey, C.; Beto, J.A.; Brummer, B. An introduction to qualitative
research for food and nutrition professionals. J. Am. Diet. Assoc. 2009, 109, 80–90. [CrossRef] [PubMed]

Nutrients 2018, 10, 1232

37.
38.
39.
40.
41.

42.
43.

44.

45.

46.
47.

48.

49.
50.
51.
52.

53.
54.
55.

56.

57.

13 of 14

Elo, S.; Kyngas, H. The qualitative content analysis process. J. Adv. Nurs. 2008, 62, 107–115. [CrossRef]
[PubMed]
Kirppendorff, K. Content Analysis: An Introduction to Its Methodology. Available online: file:///C:
/Users/carolbb225-2/Downloads/intro_to_content_analysis%20(1).pdf (accessed on 25 August 2018).
Fusch, P.I.; Ness, L.R. Are we there yet? Data saturation in qualitative research. Qual. Rep. 2015, 20,
1408–1416.
Mrdjenovic, G.; Levitsky, D.A. Nutritional and energetic consequences of sweetened drink consumption in
6-to 13-year-old children. Pediatrics 2003, 142, 604–610. [CrossRef] [PubMed]
Basu, S.; McKee, M.; Galea, G.; Stuckler, D. Relationship of soft drink consumption to global overweight,
obesity, and diabetes: A cross-national analysis of 75 countries. Am. J. Public Health 2013, 103, 2071–2077.
[CrossRef] [PubMed]
American Academy of Pediatric Dentistry. Policy on dietary recommendations for infants, children, and
adolescents. Policy Man. 2012, 37, 2015–2016.
Mallonee, L.F.; Boyd, L.D.; Stegeman, C. A scoping review of skills and tools oral health professionals need
to engage children and parents in dietary changes to prevent childhood obesity and consumption of sugar
sweetened beverages. J. Public Health Dent. 2017, 77, S128–S135. [CrossRef] [PubMed]
Schwartz, D.L.; Gilstad-Hayden, K.; Carroll-Scott, A.; Grilo, S.A.; McCaslin, C.; Schwartz, M.; Ickovics, J.R.
Energy drinks and youth self-reported hyperactivity/inattention symptoms. Acad. Pediatr. 2015, 15, 297–304.
[CrossRef] [PubMed]
Franckle, R.L.; Falbe, J.; Gortmaker, S.; Ganter, C.; Taveras, E.M.; Land, T.; Davison, K.K. Insufficient
sleep among elementary and middle school students is linked with elevated soda consumption and other
unhealthy dietary behaviors. Am. J. Prev. Med. 2015, 74, 36–41. [CrossRef] [PubMed]
National Sleep Foundation. Sleep in America Poll: Sleep in the Modern Family; National Sleep Foundation:
Arlington, VA, USA, 2014.
Hirshkowitz, M.; Whiton, K.; Albert, S.M.; Alessi, C.; Bruni, O.; DonCarlos, L.; Hazen, N.; Herman, J.;
Katz, E.S.; Kheirandish-Gozal, L. National sleep foundation’s sleep time duration recommendations:
Methodology and results summary. Sleep Health 2015, 1, 40–43. [CrossRef] [PubMed]
Zhang, J.; Zhang, Y.; Jiang, Y.; Sun, W.; Zhu, Q.; Ip, P.; Zhang, D.; Liu, S.; Chen, C.; Chen, J. Effect of sleep
duration, diet, and physical activity on obesity and overweight elementary school students in Shanghai.
J. Sch. Health 2018, 88, 112–121. [CrossRef] [PubMed]
Warzak, W.J.; Evans, S.; Floress, M.T.; Gross, A.C.; Stoolman, S. Caffeine consumption in young children.
Peadiatrics 2011, 158, 508–509. [CrossRef] [PubMed]
Temple, J.L.; Ziegler, A.M.; Graczyk, A.; Bendlin, A.; Sion, T.; Vattana, K. Cardiovascular responses to caffeine
by gender and pubertal stage. Pediatrics 2014. [CrossRef] [PubMed]
Branum, A.M.; Rossen, L.M.; Schoendorf, K.C. Trends in caffeine intake among us children and adolescents.
Pediatrics 2014, 134, e112–e119. [CrossRef] [PubMed]
Montano, D.E.; Kasprzyk, D. Theory of reasoned action, theory of planned behavior, and the integrated
behavioral model. In Health Behavior: Theory, Research and Practice; Jossey Bass Publishers: San Francisco, CA,
USA, 2015; pp. 95–124.
Primack, B.A.; Switzer, G.E.; Dalton, M.A. Improving measurement of normative beliefs involving smoking
among adolescents. Arch. Pediatr. Adolesc. Med. 2007, 161, 434–439. [CrossRef] [PubMed]
Scaglioni, S.; De Cosmi, V.; Ciappolino, V.; Parazzini, F.; Brambilla, P.; Agostoni, C. Factors influencing
children’s eating behaviours. Nutrients 2018, 10. [CrossRef] [PubMed]
Harris, T.S.; Ramsey, M. Paternal modeling, household availability, and paternal intake as predictors of
fruit, vegetable, and sweetened beverage consumption among African American children. Appetite 2015, 85,
171–177. [CrossRef] [PubMed]
Hart, L.M.; Damiano, S.R.; Cornell, C.; Paxton, S.J. What parents know and want to learn about healthy
eating and body image in preschool children: A triangulated qualitative study with parents and early
childhood professionals. BMC Public Health 2015, 15. [CrossRef] [PubMed]
Hennessy, M.; Bleakley, A.; Piotrowski, J.T.; Mallya, G.; Jordan, A. Sugar-sweetened beverage consumption
by adult caregivers and their children: The role of drink features and advertising exposure. Health Educ.
Behav. 2015, 42, 677–686. [CrossRef] [PubMed]

Nutrients 2018, 10, 1232

58.

59.

60.
61.
62.
63.

64.
65.

66.

67.
68.

69.

70.

71.

72.

73.

14 of 14

Food and Nutrition Service. National school lunch program and school breakfast program: Nutrition
standards for all foods sold in schools as required by the healthy, hunger-free kids act of 2010. Fed. Regist.
2016, 78, 50131–50151.
Briefel, R.R.; Wilson, A.; Gleason, P.M. Consumption of low-nutrient, energy-dense foods and beverages at
school, home, and other locations among school lunch participants and nonparticipants. J. Acad. Nutr. Diet.
2009, 109, S79–S90. [CrossRef] [PubMed]
Ohri-Vachaspati, P. Parental perception of the nutritional quality of school meals and its association with
students’ school lunch participation. Appetite 2014, 74, 44–47. [CrossRef] [PubMed]
Murray, R.; Bhatia, J.; Okamoto, J.; Allison, M.; Ancona, R.; Attisha, E.; De Pinto, C.; Holmes, B.; Kjolhede, C.;
Lerner, M. Snacks, sweetened beverages, added sugars, and schools. Pediatrics 2015, 135, 575–583.
Marion, J.; Franz, M. Use of nutritive and non-nutritive sweetener. J. Am. Diet. Assoc. 1993, 93, 816–821.
Patel, A.I.; Moghadam, S.D.; Freedman, M.; Hazari, A.; Fang, M.-L.; Allen, I. The association of flavored milk
consumption with milk and energy intake, and obesity: A systematic review. Am. J. Prev. Med. 2018, 111,
151–162. [CrossRef] [PubMed]
Fayet-Moore, F. Effect of flavored milk vs plain milk on total milk intake and nutrient provision in children.
Nutr. Rev. 2016, 74, 1–17. [CrossRef] [PubMed]
Campbell, K.J.; Crawford, D.A.; Salmon, J.; Carver, A.; Garnett, S.P.; Baur, L.A. Associations between the
home food environment and obesity-promoting eating behaviors in adolescence. Obesity 2007, 15, 719–730.
[CrossRef] [PubMed]
Bogart, L.M.; Elliott, M.N.; Ober, A.J.; Klein, D.J.; Hawes-Dawson, J.; Cowgill, B.O.; Uyeda, K.; Schuster, M.A.
Home sweet home: Parent and home environmental factors in adolescent consumption of sugar-sweetened
beverages. Pediatrics 2017, 17, 529–536. [CrossRef] [PubMed]
Sleddens, E.F.; Gerards, S.M.; Thijs, C.; De Vries, N.K.; Kremers, S.P. General parenting, childhood overweight
and obesity-inducing behaviors: A review. Pediatr. Obes. 2011, 6, e12–e27. [CrossRef] [PubMed]
Shloim, N.; Edelson, L.R.; Martin, N.; Hetherington, M.M. Parenting styles, feeding styles, feeding practices,
and weight status in 4–12 year-old children: A systematic review of the literature. Front. Psychol. 2015, 6.
[CrossRef] [PubMed]
Van der Horst, K.; Kremers, S.; Ferreira, I.; Singh, A.; Oenema, A.; Brug, J. Perceived parenting style and
practices and the consumption of sugar-sweetened beverages by adolescents. Health Educ. Res. 2007, 22,
295–304. [CrossRef] [PubMed]
Avery, A.; Bostock, L.; McCullough, F. A systematic review investigating interventions that can help reduce
consumption of sugar-sweetened beverages in children leading to changes in body fatness. J. Hum. Nutr.
Diet. 2016, 28, 52–64. [CrossRef] [PubMed]
Vargas-Garcia, E.; Evans, C.; Perstwich, A.; Sykes-Muskett, B.; Hooson, J.; Cade, J. Interventions to reduce
consumption of sugar-sweetened beverages or increase water intake: Evidence from a systematic review
and meta-analysis. Obes. Rev. 2017, 18, 1350–1363. [CrossRef] [PubMed]
Fulkerson, J.A.; Friend, S.; Horning, M.; Flattum, C.; Draxten, M.; Neumark-Sztainer, D.; Gurvich, O.;
Garwick, A.; Story, M.; Kubik, M.Y. Family home food environment and nutrition-related parent and child
personal and behavioral outcomes of the healthy home offerings via the mealtime environment (home) plus
program: A randomized controlled trial. J. Acad. Nutr. Diet. 2018, 118, 240–251. [CrossRef] [PubMed]
Tucker, L.A.; Tucker, J.M.; Bailey, B.W.; LeCheminant, J.D. A 4-year prospective study of soft drink
consumption and weight gain: The role of calorie intake and physical activity. Am. J. Health Promot. 2015, 29,
262–265. [CrossRef] [PubMed]
© 2018 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

