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Abstract 

Sensory-based feeding difficulties occur when a child displays a heightened oral and 

tactile sensitivity towards foods that are commonly accepted in childhood. This often 

leads to food refusal and restricted dietary intake. Children with sensory-based feeding 

difficulties are often labelled as picky or fussy eaters, which leads to an assumption that 

the child will simply outgrow the difficulty. This assumption is incorrect, and can lead to 

delays in children with sensory-based feeding difficulties accessing early intervention 

services. To date, little research has been completed that directly identifies a sensory 

base for picky/fussy eating and how this sensory-based feeding difficulty then impacts 

both the child, in terms of their physical/social/psychological health and wellbeing, as 

well as the child’s family in terms of social and emotional wellbeing. There is a paucity 

of qualitative studies that explore the context within which sensory-based feeding 

difficulties occur. 

This study explored the direct impact of sensory-based feeding difficulties on children’s 

health and wellbeing, as well as the wider impact on the family, using a hermeneutic 

phenomenological approach. Purposive sampling was used to recruit 15 participants 

across Tasmania via social media. Participants were parents of children with sensory-

based feeding difficulties. Participants took part in semi-structured face-to-face 

interviews between 30 and 60 minutes long in a range of settings, including caregivers’ 

homes, public venues, and the University of Tasmania campuses. Three rounds of data 

analysis were completed using both wholistic and selective readings of interview 

transcripts. 

Eleven overarching themes were identified as a result of data analysis, which provided 

significant insight into what it means for the child and family living with, and supporting 

a child with, sensory-based feeding difficulty. Caregivers reported that their children 

experienced high levels of constipation, growth disruption and malnutrition. Caregivers 

also explained the psychological impact on their child, with many children reported to 

be anxious, both generally and during mealtimes. They also shared experiences of social 

isolation in relation to the child and the family unit. Caregivers revealed the significant 
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emotional impact that caring for a child with a sensory-based feeding difficulty had on 

their own wellbeing. They shared feelings of guilt, self-blame, stress and 

embarrassment. They also shared their frustration at trying to access support services, 

and the frequent judgement from others they experienced when discussing their child’s 

difficulties.  

This study explored the experiences and barriers encountered by families with a child 

with a sensory-based feeding difficulty. Several considerations for professional practice 

are offered, including the way in which therapists assess and provide intervention, and 

support caregivers. The role of cross-disciplinary education and access to services is also 

discussed. In addition to these professional considerations, a number of 

recommendations for future research are made. These recommendations include 

further exploration of: family connections; early screening tools and identification of 

sensory-based feeding difficulties; long-term implications, including possible 

correlations with chronic disease and adult eating disorders; the child’s perspective; and 

differences between typically developing children and children diagnosed with autism 

spectrum disorder.
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Chapter 1: Introduction 

1.1 Background 

As a child, I hated most mealtimes. The smells and the textures had me gagging long 

before the meal was served. I lived on meat and potatoes, only learning to eat other 

vegetables well into my twenties. In fact, I was 23 before I was able to eat broccoli. 

Sleep-overs and school camps were terrifying to me. I was unable to control what might 

be served and regularly avoided these social events when possible. Some friends’ 

families were accommodating and accepted that I was a ‘fussy eater’ and served me 

meat and potatoes only. I struggled to take tablets and indeed still gag today! My mum 

was kind and always crushed tablets for me; the teachers were not so kind on school 

camp. 

In 2017, my mother told me that I had been a ‘failure to thrive’ baby, and that she sought 

intervention from a paediatrician, who fortunately, from all accounts, was quite 

pragmatic about my delay, saying something to the effect that “her eyes are bright and 

she is happy, so don’t worry”. But my mother did worry, and continued to force feed me 

Sustagen subtly throughout my upbringing, up to and including my years as a university 

student. I tracked the third growth centile for much of my life, and only recently have I 

“filled out”. This is likely due to a lifetime’s consumption of highly processed food, a key 

marker of any child with a sensory-based feeding difficulty (Smith et al., 2005). My 

sensory difficulties spill beyond feeding, and I continue to gag every time I brush my 

teeth. I can’t wash the dishes without wearing gloves. I must block my ears when my 

husband blows his nose and cannot help should he be unwell. It permeates all aspects 

of my life and shows no sign of lessening.  

I did not set out to help all the fussy eaters of the world, but perhaps the guiding hand 

of fate played a part. I am now an Occupational Therapist working with children with 

feeding difficulties in my small private practice in North West Tasmania. I have spent 

close to 20 years working with families across the coast, both in my private practice and 

previously with the Tasmanian Health Service. It was in this setting that my interest in 
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paediatric feeding developed. In early 2009, I attended the first of what would become 

many paediatric feeding training workshops. I had for many years before this observed 

children and their families struggle with feeding but had no specific knowledge or skill 

to assist them. However, I did have my own very long history with food challenges. I had 

always been keen on any professional development opportunity, so I quickly sought 

approval to attend. This was the beginning of the journey that has brought me to today. 

The course was called ‘SOS Approach to Feeding’ (Toomey & Ross, 2011). At the end of 

the course, I felt that I had a range of new knowledge to share with all of those children 

waiting at home who found food so difficult. Upon my return from this training, I 

developed a project proposal to establish the first interdisciplinary paediatric feeding 

clinic in Tasmania, which would include the disciplines of Occupational Therapy, Speech 

Pathology, and Nutrition and Dietetics. 

In 2011, the clinic was formally established and has since gone on to help hundreds of 

children and their families living on the North West coast of Tasmania. From this time, I 

attended as many paediatric feeding courses as possible to ensure that I knew all I could 

know about paediatric feeding. In 2017, a year after commencing my doctoral studies, I 

left the Tasmanian Health Service and established North West Therapy Services, a small 

but rapidly expanding multidisciplinary practice supporting children and adults with 

disabilities on the North West coast of Tasmania. I have continued to provide feeding 

services in this setting, and my interest in sensory-based feeding difficulty has continued 

to grow. I do not think that I can ever accurately describe the immense professional 

satisfaction I get from doing the work I do. However, with this satisfaction also comes 

significant frustration at the limited knowledge on this issue, both within the health 

department and the wider community. In the next section of this chapter, I will share 

some of those frustrations and how they led me to pursuing my doctorate. 

1.1.1 “Teaching middle class children to eat broccoli” 

A close allied health colleague once said to me that she thought that all I did in the 

feeding clinic was to teach middle class children how to eat broccoli. I was both offended 

and not in the least bit surprised. All too often I hear parents tell me that their doctor or 

nurse or other health professional told them “Don’t worry about it”, “he/she will grow 
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out of it” or “he/she is just being fussy”. I am the perfect example of a fussy eater. I was 

a ‘failure to thrive’ baby, then I was a ‘fussy eater’, and now I am an adult with a list of 

foods that I am “still learning about”. These foods include mushrooms, avocadoes, 

mangoes, rock melons—the list goes on, but there is a single common factor in common: 

the texture.  

During my time in the Tasmanian Health Service, I was constantly having to justify the 

resources used in the feeding clinic. It seemed to me that as much of the critique of the 

clinic came from those within allied health as it did from those outside. This I will never 

understand. I felt that I needed to continue to provide the evidence that sensory-based 

feeding difficulty is a real challenge for many children and their families, and that it has 

far wider effects than just eating. 

I also believe that society’s well-meaning advice can make a bad situation worse, and 

can create feelings of guilt and shame in our parents. They are often too ashamed to tell 

me that their child only knows how to eat a cheeseburger, or that their child eats toast 

for dinner. Society has ingrained in parents that they must feed their children in a 

particular way; three meals a day, covering all food groups. However, for many children 

and their families, this is simply unattainable. I often find myself telling parents that 

there is no such thing as good food or bad food—it’s all just food! Children with sensory-

based feeding difficulty often gravitate towards more ‘junk’-type foods, as these foods 

are highly processed and thus have a smooth, even texture. This texture is much less 

likely to vary, both from the start to the end of the food and from that food to the next 

food. Take, for example, a McDonald’s chicken nugget. It is the same at every 

McDonald’s in the world, and it is also the same at the start of the chicken nugget as the 

end. The texture never changes. 

It worries me every day that there is such limited knowledge in the health professions, 

and also in the wider community, about why children refuse to eat, and that parents are 

often criticised for feeding their children ‘junk’. Parents are doing the best they can, and 

we need to support them to do this rather than find fault.  
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1.1.2 “How can I make her eat it when she is hyperventilating?” 

Parents seem to feel relief once they get to our clinic and I tell them that I know exactly 

what is happening for their child. They tell me stories of how their child was nasogastric 

fed in infancy, how the child gagged and vomited every time they tried to introduce solid 

foods, how he/she would cry and hyperventilate at the presentation of new, seemingly 

harmless foods. As the child gets older, he/she may become more anxious than other 

children their age, avoiding normal social activities, such as birthday parties, sleep-overs 

and school camps because of the fear of what food might be available. I recall that same 

fear, and even now keep a stash of food in my handbag, just in case. 

1.1.3 “What about my other kids?” 

Parents frequently ask me what to do about the other children in the family who are, 

over many months, and sometimes years, watching their siblings be allowed to eat fruit 

loops for dinner or ice-cream for breakfast. Parents say they feel that it is really unfair, 

and often siblings will also begin to refuse foods on the off-chance that they too may be 

able to score the ice-cream for breakfast. I do not have an answer. I would want ice-

cream for breakfast, too! I know my siblings have certainly found my feeding issues 

challenging at times. Once my sisters tried to take me to lunch at a vegan restaurant. 

Suffice to say, we followed up with dessert at McDonald’s. I am also known to skip our 

own family meals if I know in advance that beef stroganoff is on the menu. 

Since commencing my doctorate, I have often been asked “what are you researching?” 

The answer is both simple and complex, but what interests me more is the reaction I 

usually receive, which is something like “Oh, I have a granddaughter like that” or “My 

brother was really fussy and still only eats hot chips”. The issue is widespread but not 

well understood. It is this understanding that I want to develop, for our families, our 

health professionals, and indeed the wider community. Society is willing to accept food 

refusal when it is related to food intolerance or ethical choice, but there seems to be 

less sympathy for those who cannot eat a food due to a sensory-based difficulty. This 

hesitancy appears in spite of the literature available regarding paediatric feeding 

difficulties. 
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The incidence of feeding difficulties varies significantly, affecting between 2.8 and 14.5 

per cent of the general paediatric population (Dubios et al. 2007; Emond et al. 2010; 

Motion et al. 2009). The incidence is higher in some specific populations, including 

children with autism spectrum disorder (67%) (Williams et al. 2000), and in children born 

prematurely and/or with very low birth weight (25–45%) (Hawden et al. 2000; Pagliaro 

et al. 2016).  

The process of feeding is critical for health and wellbeing, and should be considered a 

core activity not just of childhood but for the duration of the lifespan. However, many 

children experience difficulty feeding for a number of reasons, including illness, 

anatomical deformity, prematurity, and developmental disability. Some children also 

experience difficulties in feeding linked to sensory modulation dysfunction (Bundy & 

Murray, 2002). 

Childhood feeding difficulties in which the child has self-restricted food consumption 

are commonly labelled ‘fussy eating’, ‘selective eating’ and ‘picky eating’. More recently, 

the term ‘Avoidant/Restrictive Food Intake Disorder’ (ARFID) has been added to the 

Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (the DSM-V), as a 

possible diagnostic term for children experiencing feeding difficulty impacting on 

function (Kreipe & Palomaki, 2012).  

Sensory modulation dysfunction is a common cause of infant and early childhood 

feeding difficulty, and is often referred to Occupational Therapy for resolution. Sensory 

modulation is defined simply as the central nervous system’s modulation of its 

perception and response to sensory stimuli (Bundy & Murray 2002). Schaaf et al. (2010) 

describe sensory modulation as the way an individual reacts to sensory stimuli in the 

environment. Effective sensory modulation allows the individual to respond in a manner 

which is appropriate to the stimulus encountered. Ineffective sensory modulation can 

be classified as three specific disorders: over-responsivity, under-responsivity, and 

sensory seeking (Bundy & Murray, 2002). Sensory modulation dysfunction in relation to 

feeding is also commonly referred to as ‘oral defensiveness’ (Krmaer & Hinojosa, 2010), 

‘sensory defensiveness’ (Kranowitz, 1998), and ‘sensory sensitivity’ (Farrow & 

Coulthard, 2012). 
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Sensory-based feeding difficulties are a common presentation to feeding clinics both 

locally and internationally (Davis et al. 2013; Marshall et al. 2016; Yi et al. 2014). Children 

with sensory-based feeding difficulty commonly experience difficulties transitioning to 

solid food, with gagging and vomiting, and eventually food refusal. Children with 

sensory-based feeding difficulties have extremely limited diets.  

An example of the behaviour of a child with typical sensory modulation ability is when 

he/she is exposed to a loud unexpected noise. The child will initially acknowledge the 

sound but will then quickly move on as their system has determined that the noise is 

not harmful. However, a child with sensory modulation disorder may demonstrate an 

extreme reaction to the noise, and have difficulty continuing with other tasks. In relation 

to feeding, a typical child who is presented with a new food texture may smell and then 

taste the food with little effort. A child with sensory modulation disorder may smell and 

taste the same new food, but gag and then reject further presentation of the new food.  

In summary, there are two main issues that have contributed to the need for this study. 

The first is the researcher’s personal experience of living with a sensory based feeding 

difficulty as described earlier in this chapter and her memories of the impact this 

condition had on her own life.  From a professional perspective, the researcher has also 

identified ongoing limitations in knowledge and support for children and families with 

sensory-based feeding difficulty. The impact of sensory based feeding difficulties 

continues to be poorly understood. Further exploration of this impact will provide 

valuable support to the parents of children with sensory-based feeding difficulties, as 

well as provide evidence to support the implementation and maintenance of paediatric 

feeding clinics, both locally and nationally.  

1.2 Definitions 

Picky/fussy/selective eating: characterised by the child eating a limited number of foods, 

restricting intake particularly of vegetables, being unwilling to try new foods, and having 

strong food preferences (Mascola et al., 2010). These terms appear within the literature 

to essentially refer to paediatric populations who demonstrate reduced dietary intake 

due to intention refusal of food items.  
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Avoidant restrictive food intake disorder (ARFID): an eating or feeding disturbance 

manifested by persistent failure to meet appropriate nutritional and/or energy needs 

associated with one or more of the following: 

• Significant weight loss or growth failure in children 

• Significant nutritional deficiency 

• Dependence on enteral feeding or nutritional supplements 

• Marked interference with psychosocial functioning 

• The disturbance not being better explained by lack of available food, there being 

no disturbance in body image, and the eating disturbance not being due to a 

concurrent medical condition or better explained by another mental disorder 

(American Psychiatric Association, 2013). 

ARFID is a diagnostic criterion of the Diagnostic and Statistical Manual of Mental 

Disorders (DSM-V-TR). It is a term used by the medical and psychiatric profession and 

does not provide possible causes for the feeding disturbance.  

Sensory modulation dysfunction: inappropriate response to sensory stimuli that are 

non-threatening (Bundy & Murray, 2002). Sensory modulation dysfunction is a term 

specific to the profession of occupational therapy. It is understood to describe 

dysfunction associated with ineffective/maladaptive response to benign sensory input. 

Sensory modulation dysfunction occurs most commonly across the tactile, auditory, and 

oral sensory systems. 

Sensory-based feeding difficulty: a feeding difficulty associated with sensory modulation 

dysfunction; this term was coined for this thesis. This term was developed to describe 

specifically a feeding difficulty that is the direct result of ineffective/maladaptive sensory 

responses to the taste, texture and smell of food items. 

Health: “a state of complete physical, mental and social wellbeing and not merely the 

absence of disease” (World Health Organization, 1948). 

Wellbeing: encompasses all aspects of health including domains of physical, 

psychological, social, cognitive and economic (Pollard & Lee, 2002). 
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Gagging: A reflex that forces food back out of the mouth; a normal protective reaction. 

Jagging: a feeding therapy industry term that describes when a child has eaten the same 

food too many times and will no longer accept that food. In children with sensory-based 

feeding difficulties this presents a significant risk, as it generally leads to further 

subsequent food loss. 

1.3 Structure of Thesis 

This thesis comprises seven chapters. This chapter has discussed the background for the 

research. The next chapter presents a review of the relevant literature. The third and 

fourth chapters address the study’s methodology and methods respectively. Chapter 5 

sets out the findings using extensive excerpts from the interviews. Chapter 6 discusses 

the findings, and Chapter 7 concludes the thesis, expounding on the study’s implications 

for professionals in the field and making recommendations for future research.  
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Chapter 2: Literature Review 

This chapter summarises the literature available on sensory-based feeding difficulty and 

its impact, both on the child and on those around them. The search strategy used for 

the literature review will be described and a table of results provided before the 

literature is summarised.  

2.1 Search Strategy 

For this review, multiple databases were searched: CINAHL, PubMed, PsychInfo, Scopus, 

and Web of Science. The search terms were: ‘child’, ‘children’, ‘infant’', ‘feeding’, 

‘eating’, ‘fussy eating’, ‘problem feeding’, ‘selective eating’, ‘picky eating’, ‘sensory 

defensiveness’, ‘sensory sensitivity’, ‘sensory modulation’, ‘impact’, ‘health’, 

‘wellbeing’. Boolean operators OR and AND were utilised. Following this database 

search, the reference lists of identified articles were also searched for further possible 

literature on the topic. Duplicates were excluded from the results. Studies unrelated to 

the topic were excluded at initial screening. Studies investigating specific developmental 

disabilities, such as autism spectrum disorder and associated feeding difficulties, were 

also excluded on the basis that the underlying feeding difficulty may be related to the 

specific condition experienced by the child and therefore unrelated to sensory 

modulation dysfunction. Studies investigating other aspects of problem feeding such as 

incidence, parental feeding practices, and interventions were also excluded as such 

studies do not consider the impact of the feeding difficulty but the causes and 

intervention methods. Finally, any study considered of poor methodological design was 

also excluded. Several factors were considered when assessing quality of 

methodological design, including, ethics, use of underpinning theoretical framework, 

and sample size and recruitment, including representativeness, validity and reliability of 

measures, data collection and analysis, and randomisation and blinding, where 

appropriate. Applicability of the results was also considered (Averyard, 2010; Kranovich-

Miller et al., 2009). 
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2.2 Results 

Table 1. Literature Review Results 

Records identified per database 

 

CINAHL = 49 

PubMed = 58 

PsychInfo = 30 

Scopus = 46 

Web of Science = 50 

Records after duplicates removed 151 

Additional records from other sources 17 

Records excluded at initial screening 103 

Full text articles assessed for eligibility 61 

Qualitative articles included 5 

Quantitative articles included 31 

 

Table 2. Articles Included in Review 

Antoniou, E. E., Roefs, A., Kremers, S. P., Jansen, A., Gubbels, J. S., Sleddens, E. F., & Thijs, 

C. (2016). Picky eating and child weight status development: a longitudinal 

study. Journal of human nutrition and dietetics : the official journal of the British 

Dietetic Association, 29(3), 298–307. 

Bagby, M., Dickie, V., & Baranek, G. (2012). How Sensory Experiences of Children with and 

without Autism Affect Family Occupations. American Journal of Occupational 

Therapy, 66, 78-86 

Bar-Shalita, T., Vatine, J.-J., & Parush, S. (2008). Sensory modulation disorder: A risk factor 

for participation in daily life activities. Developmental Medicine & Child 

Neurology, 50, 932-937. 

Blissett, J., & Fogal, A. (2013). Intrinsic and extrinisic influences on children’s acceptance 

of new foods. Physiology and Behaviour, 121, 89-95. 

Brown, C. L., Van der Schaaf, E. B., Cohen, G. M., Irby, M. B., & Skelton, J. A. (2016). 

Association of picky eating and food neophobia and weight: A systematic review. 

Child Obesity, 12(4), 247-262. 

Cano, S. C., Hoek, H. W., de Barse, L. M., Jaddoe, V. W. V., Verhurlst, F. C., & Tiemeier, H. 

(2016). Behavioural outcomes of picky eating in childhood: A prospective study 

in the general population. Journal of Child Psychology and Psychiatry, 57(11), 

1239-1246. 

Chang, S. H., Park, K. Y., Kang, K. S., Na, S. Y., Yang, H. R., Uhm, J. H., & Ryoo, E. (2013). 

Prevalence, clinical characteristics, and management of functional constipation 

at pediatric gastroenterology clinics. Journal of Korean Medical Science, 28(9), 

1356-1361. 
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Chao, H. C., & Chang, H. L. (2017). Picky eating behaviours linked to inappropriate 

caregiver-child interaction, caregiver intervention, and impaired general 

development in children. Pediatric Neonatology, 58(1), 22-28. 

Coulthard, H., & Blissett, J. (2008). Fruit and vegetable consumption in children and their 

mothers. Moderating effects of child sensory sensitivity. Appetite, 52, 410-415. 

Davis, A. M., Bruce, A. S., Khasawneh, R., Schulz, T., Fox, C., & Dunn, W. (2013). Sensory 

processing issues in young children presenting to an outpatient feeding clinic. 

Journal of Paediatric Gastroenterology & Nutrition, 56 (2), 156-160. 

de Barse, L. M., Tiemeier, H., Leermakers, E. T. M., Voortman, T., Jaddoe, V. W. V., Edleson, 

L. R., ... Jansen, P. W. (2015). Longitudinal association between preschool fussy 

eating and body composition at 6 years of age: The Generation R Study. 

International Journal of Behavioural Nutrition and Physical Activity, 12, 1-8. 

Dubois, L., Farmer, A., Girard, M., & Peterson, K. (2007). Preschool children’s eating 

behaviours are related to dietary adequacy and body weight. European Journal 

of Clinical Nutrition, 61(7), 846-855. 

Ekstein, S., Laniado, D., & Glick, B. (2010). Does picky eating affect weight for length 

measurements in youn children? Clinical Pediatrics, 49(3), 217-220. 
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2.3 Literature Review Summary 

A significant number of potential records were initially identified as part of this literature 

review. However, a large number of these studies were unrelated to the topic of this 

project. Of those considered relevant and of sound methodological quality, 86% were 

quantitative in nature with only a small number of qualitative articles identified. 

This literature review aimed to determine two main issues: whether sensory modulation 

dysfunction was related to feeding difficulties, and, if so, what the impact of this 

difficulty was. Results of the literature review provided a substantial basis for the link 

between sensory modulation dysfunction and feeding difficulty, but the link to the 

impact outcomes was not established. All but one article that considered the impact of 

feeding difficulty linked it to ‘fussy eating’, ‘selective eating’ or ‘picky eating’. 

Clear links between sensory modulation dysfunction and feeding difficulties have been 

established in the literature (Wethman et al. 2015; Blissett & Fogal 2013; Coulthard & 

Blissett, 2009; Davis et al., 2013; Marshall et al., 2016; Smith et al., 2005). However, 

despite a reasonable body of evidence regarding the incidence of childhood feeding 

difficulties and links to sensory modulation dysfunction, there is limited research on the 

direct impact of sensory-based feeding difficulty on children and their families. Rather, 

the existing evidence focuses on general problem feeding, such as ‘picky’, ‘fussy’ or 

‘selective’ eating. Although not specific to sensory-based feeding difficulty, this evidence 

does provide something of a foundation in relation to the possible impact of sensory-

based feeding difficulty on childhood health, given that children with sensory-based 

feeding difficulty often presented as ‘picky’, ‘fussy’ or ‘selective’ eaters (Nederkoorn et 

al., 2015). Much of the evidence related to ‘picky’, ‘fussy’ or ‘selective’ eating has 

focused on the physical impact on the child’s health and wellbeing, with a smaller 

number of studies considering the impact of problem feeding on psychological, social 

and cognitive health and wellbeing. A small number of studies have explored the wider 

impact on the child’s parents and siblings. To date, no study identified has explored the 

relationship between sensory-based feeding difficulty and wider self-care challenges. 
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2.3.1 Physical health and wellbeing 

The evidence regarding the physical impact on children’s health and wellbeing is 

inconsistent. Several  studies (Antoniou et al., 2005; De Barse et al., 2015; Elkstein et al., 

2010; Hegazi et al., 2015) found that children identified as ‘picky’ or ‘fussy’ eaters were 

more likely to have poorer growth outcomes than other children. Conversely, Whitney 

Evans et al. (2012) identified a risk of increased body mass index.  

Ekstein et al. (2010) reviewed weight for length measurements in children classified as 

picky eaters to determine whether picky eating habits adversely affected weight for 

length measurements in children referred to a paediatric feeding clinic. No apparent 

difference was found in weight for length differences between gender and mean weight. 

Significant differences were identified in children considered to be picky eaters and 

children aged less than 36 months, with both of these groups at higher risk of being 

underweight. Children included in this study had not been identified as having a specific 

sensory-based feeding difficulty, rather as generic ‘picky eaters’ (Erkstein et al., 2010). 

Antoniou et al. (2016) completed a larger, longitudinal study than the previous two 

studies for which they recruited more than a thousand children. The aim of this study 

was to clarify associations between picky eating, parenting practices and weight. 

Participants were recruited through convenience sampling of parents already involved 

in a larger longitudinal birth cohort study. Baseline data were obtained at age five years 

with subsequent data collection points at seven, eight and nine years. Data were 

analysed via regression and correlation analysis. Children identified as picky eaters were 

shorter, slightly lighter for height, and more often underweight and less often 

overweight compared to non-picky eaters. Interestingly, these authors also found that 

calorie intake per day between the two groups did not differ significantly. Finally, over 

time, children considered picky eaters were less likely to become overweight than non-

picky eaters. Again, these children were described as picky eaters, and not necessarily 

as having any sensory-based difficulty (Antoniou et al., 2015).  

De Barse et al. (2015) also completed a large longitudinal study investigating the effect 

of fussy eating on weight status. This study goes further than Antoniou et al. (2015) in 

that body fat mass was also considered. The sample size of this study was large with 
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more than 4,100 children recruited. Baseline data to identify the presence of fussy 

eating were collected via a standardised questionnaire. Two years post initial data 

collection, participants’ weight and height measurements were obtained. Body fat mass 

and fat free mass were also measured at six years via the use of dual energy X-ray 

absorptiometry. Data collected were analysed via linear and logistic regression analysis. 

Approximately 5.7% of participants were considered fussy eaters, and they had 

significantly lower body mass index, fat mass index, and fat-free mass index. Fussy 

eaters also had a greater chance of becoming underweight than other children. The 

main strengths of this study are the sample size, longitudinal design, as well as the use 

of dual energy X-ray absorptiometry, a tool that has not been used in any other study. 

This tool provides quantitative data on the physical impact of fussy eating. Sensory 

defensiveness was not identified as a possible cause for fussy eating in this study (De 

Barse et al., 2015). 

Hegazi et al. (2015) also identified that picky eaters experienced poorer growth 

outcomes than non-picky eaters. However, these outcomes were still identified as 

falling within normal growth parameters. Although this study did not identify a 

significant impact on children’s growth outcomes, it did demonstrate some impact, even 

if this was not outside normal ranges. 

In contrast to the above studies, Evans et al. (2012) identified that children with reduced 

fruit and vegetable consumption were at higher risk of increased BMI. The researchers 

completed a cross-sectional comparative study of children with and without autism 

spectrum disorder (ASD) to determine the differences in dietary patterns and body mass 

index between these two groups. The study involved 53 children with ASD and 58 

neurotypical children aged between three and 11 years. The aim of this study was to 

determine which types of foods most closely correlated with increased body mass index 

and subsequent obesity risk. Results of the analysis indicated no significant difference 

in BMI associated with calorie-dense foods and high-sugar drinks, and that only fruit and 

vegetable intake were positively correlated with increased BMI. Children with ASD and 

neurotypical children have similar risk for higher BMI, and that this risk is not associated 

with a diagnosis of ASD, as had been hypothesised by the authors. Although this study 

did not investigate children with sensory-based feeding difficulties specifically, children 
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with sensory-based feeding difficulty frequently consume more calorie-dense foods and 

high-sugar drinks and consume fewer fruits and vegetables than children without 

sensory-based feeding difficulty (Smith et al., 2005). So it may be assumed that these 

children may also be at higher risk of increased BMI and obesity. 

In contrast to the studies mentioned above, a single  study has reported no impact on 

growth in children considered to have problem feeding (Mascola et al., 2010). However, 

this study had a much smaller sample size than the larger longitudinal studies mentioned 

above.  

Finally, in an attempt to define childhood feeding difficulties and the impact of these on 

growth outcomes, a systematic review was completed by Brown et al. (2016). Results of 

this review indicated that differing definitions used for ‘picky eating’ lead to differing 

reports of prevalence, and therefore to unclear relationships with weight and height 

outcomes. This identifies yet another gap: the need for consistent terminology in 

practice and in future research. 

In addition to growth outcomes, several studies have now also reviewed the impact of 

picky eating on nutrient intake (Taylor & Northstone, 2016; Volger et al., 2017; Xue et 

al., 2015a; Xue et al., 2015b). All three of these studies had similar results, with children 

defined as picky eaters being less likely to meet daily recommended intakes of calcium, 

iron, zinc, vitamins C and E, and iron. 

Volger et al. (2017) examined adequacy of dietary patterns and nutrient intake in a 

randomised trial of 151 children considered to be picky eaters. Dietary intake was 

evaluated using a three-day food diary and analysed via dietary analysis software prior 

to benchmarking against international World Health Organization standards. The daily 

energy intake of children considered to be picky eaters was 25 % less than the 

recommended daily nutrient intake. Additionally, intakes of calcium, iron, zinc, and 

vitamins C and E ranged from 52 to 73 per cent of daily recommended intake. 

Worryingly, fat and sodium intakes exceeded daily intake recommendations by between 

10 and 50 per cent (Volger et al. 2017).  
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Taylor and Northstone (2016) completed a large cohort study as part of a larger 

longitudinal study that included 19,000 participants. Dietary intake was measured at 

four points over four years. Results were similar to those of Volger et al. (2017) in that 

children identified as picky eaters had lower daily intakes of iron and zinc, and higher 

daily intakes of sugar. 

Finally, Xue et al. (2015b) completed a large cross-sectional study of 937 preschool 

children. Prevalence of picky eating in the participants was 54 per cent (significantly 

higher than in previous prevalence studies). Picky eaters in this study recorded lower 

daily intakes of protein, fibre, iron and zinc. Again, the results mirrored those of Taylor 

and Northstone (2016) and Volger et al. (2017), as well as of Taylor et al. (2016), which 

will be further discussed later in this review.  

A few studies have investigated the physical impact of problem feeding on functional 

constipation (Chang et al., 2013; Taylor et al., 2016, Tharner et al., 2015). Taylor et al. 

(2016) completed a large-scale longitudinal study of children enrolled in a longitudinal 

population-based study. There were 13,988 participants, firstly defined as either picky 

eaters or non-picky eaters, with assessment of this at 24 and 38 months. Fibre intake of 

these children was then assessed. Results of the study indicated that children defined 

as very picky consumed 15 per cent less dietary fibre than those children considered 

non-picky eaters. Further to this, children who consumed lower dietary fibre were 

almost twice as likely to experience hard stools compared with those children 

consuming higher dietary fibre. As per Evans et al. (2012), Taylor et al. (2016) also 

identified overall reduced intake of fruits and vegetables in those children defined as 

picky eaters.  

Tharner et al. (2015) and Change et al. (2013) identified similar results to that of Taylor 

et al. (2016) in relation to fussy eating and functional constipation. Furthermore, the 

association between functional constipation and fussy eating occurred bi-directionally 

(Tharner et al. 2015).   
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2.3.2 Psychological health and wellbeing 

Three recent studies have considered the impact of problem feeding on psychological 

health and wellbeing (Cano et al., 2016; Micali et al., 2011; Zucker et al. 2015). The 

largest and most recent study by Zucker et al. (2015) demonstrated that the presence 

of problem feeding is positively correlated concurrently and prospectively, with the 

presence of anxiety, depression, and attention deficit hyperactivity disorder (ADHD). 

About a fifth of participants (20.3%) had either moderate selective eating (17.7%) or 

severe selective eating (3%). Additionally, children with either moderate or severe 

selective eating were more than twice as likely to receive a clinical diagnosis of 

depression or anxiety. Children defined as moderate selective eaters had a higher 

incidence of symptoms of separation anxiety and ADHD. Both moderate and severe 

selective eating were also associated with symptoms of depression, social anxiety and 

generalised anxiety. This study also considered sensory defensiveness as an indicator of 

selective eating, with both moderate and severe selective eating associated with 

increased sensitivity to food texture, smell, appearance and movement. This is the first 

study that has drawn a direct link between sensory defensiveness and selective 

eating/problem feeding.  

Micali et al. (2011) also found that picky eating was significantly associated with 

behavioural and emotional disorders, however, the causality of this relationship was not 

identified. Micali et al. (2011) identified that seven per cent of study participants were 

considered picky eaters. Picky eating was associated with behavioural, emotional, 

functional somatic symptoms, and pervasive developmental disorders. The authors 

were unable to determine whether picky eating was a marker of behavioural and 

emotional disorders, or whether picky eating was indeed a risk factor for these 

conditions. In contrast to the studies mentioned above, Cano et al. (2016) completed a 

large study including more than 3,000 participants, and found that persistent picky 

eating is not predictive of behavioural or emotional problems but is a sign/symptom of 

pervasive developmental disorders. 
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2.3.3 Social health and wellbeing 

This literature review was unable to identify any study that has explored the impact of 

sensory-based feeding difficulty on the health and wellbeing of the child, nor any study 

that has examined the impact of a sensory-based feeding difficulty on the social health 

and wellbeing of family members. 

2.3.4 Cognitive health and wellbeing 

A very small number of studies were identified that have investigated the impact of 

problem feeding on cognitive and developmental outcomes (Chao & Chang, 2017; 

Hegazi et al., 2015; Xue et al., 2015a).  

Chao and Chang (2017) completed a cross-sectional analysis using structured 

questionnaires and face-to-face interviews. Six-hundred children and their parents were 

recruited to the study. Of these, 62 per cent were considered picky eaters. This study 

found that picky eaters were more likely to be diagnosed with a learning disability, and 

have poorer interpersonal relationships and reduced attention spans. They were also 

more likely to have poorer motor development.  

Hegazi et al. (2015) completed a study involving 315 preschool children with identified 

feeding problems. This study had similar results to Chao and Chang (2017), however, 

these results were limited to ‘picky eaters’ who also had growth faltering. Hegazi et al. 

(2015) also found that children who were considered overweight had reduced motor 

and cognitive development.  

In contrast to Caho and Chang (2015) and Hegazi et al. (2105), a study by Xue et al. 

(2015a) (previously discussed in terms of nutrient intake) found that picky eating had no 

influence on cognitive development, with picky eaters having similar intelligence 

quotients to children considered non-picky eaters.  

2.3.5 Sensory-based feeding difficulty and self-care 

No study has so far established a link between sensory-based feeding difficulty and 

activities of self-care. However, several studies have explored the role of sensory 

modulation dysfunction on occupational performance. Occupational performance 
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refers to the way in which people participate in essential and preferred occupations 

(activities).  Occupational performance varies across the life span. A child’s age and 

developmental status has a significant impact on their occupational performance. For 

example, the way in which a three-year-old child participates in an activity of self-care 

is very different to the way in which an adult participates in the same self-care activity. 

Bagby et al. (2012) used a grounded theory approach to explore how sensory 

experiences of children with and without autism spectrum disorder affect family 

occupations. They found that children’s sensory preferences impacted what families 

chose to do or not do, how the family prepared, and the extent to which the experiences 

and meaning of the activity were shared.  

Bar-Shalita et al. (2008) conducted an early and novel study that considered sensory 

modulation difficulties as a risk of reduced or non-participation in activities of daily 

living. This study used a quantitative design to compare children with and without 

sensory modulation difficulties. Children identified with sensory modulation difficulties 

participated less in activities of daily living than their peers without sensory modulation 

difficulties.  

Hetzog et al. (2019) completed a case control study which compared two groups of 

children and replicated the findings of Bar-Shalita (2008). The study group included 

children with sensory modulation difficulties who were then age-matched with a peer 

in the control group. Results suggested that children with sensory modulation 

difficulties participated in less physical activity, which in turn reduced overall 

participation levels in play and leisure activities.  

Although none of these studies has specifically explored an association between 

sensory-based feeding and self-care, there would seem to be an association between 

sensory modulation difficulties and wider activity participation. 

2.3.6 Emotional impact on caregivers 

With regard to the emotional impact on caregivers and siblings of children with sensory-

based feeding difficulties, two qualitative studies have explored the impact of problem 

feeding on parents and family relationships (Rubio & Rigel, 2017; Trofolz et al., 2017). 
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Additionally, two quantitative studies have also been completed that investigated 

caregiver stress were also identified in this literature review (Goh &Jacob, 2012; Greer 

et al. 2008).  

Rubio et al. (2017) conducted focus groups with 38 parents of toddlers identified as 

picky eaters. This study was designed to explore the ways in which parents describe and 

attribute their child’s picky eating. Parental strategies and responses were also explored. 

Findings suggested that parents of children identified as picky eaters had concerns about 

their child’s growth and health, conflict at mealtimes, and feelings of guilt. This study 

also identified that parents generally view their child’s picky eating as a manifestation 

of opposition and development of assertiveness in their child. Children in this study were 

not identified as having a sensory basis for their picky eating. 

Trofolz et al. (2017) ran a qualitative study of the parents of 88 children to investigate 

parental definitions of picky eating, parental responses to picky eating, and perceptions 

of the impact of picky eating on dietary intake and family meals. Parents of these 

children participated in semi-structured interviews. Data from these interviews were 

analysed via qualitative content analysis with several themes emerging. These themes 

included children being frequently described as picky eaters, parents defining picky 

eating in a number of ways, picky eating impacting the family meals, and parents 

responding to picky eating in a variety of ways.  

Goh and Jacob (2012) completed a survey of more than 400 parents and grandparents 

of children aged one to 10 years in Singapore. More than 50 per cent of respondents 

identified their children or grandchildren as being picky eaters all of the time or 

sometimes. Results of this survey further indicated that caregivers of children who are 

considered ‘picky eaters’ all of the time have higher levels of caregiver stress and a 

negative impact on family relationships.  

Greer et al. (2008) reviewed caregiver stress in parents of children with feeding 

difficulties. Parents of 121 children completed numerous tests prior to and following 

intervention for problem feeding. Caregiver stress was measured using the Parenting 

Stress Index short form. Results prior to treatment indicated that nearly half of the 

respondents (42.15%) demonstrated clinically significant levels of stress. 
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In addition to these studies, Wolstenholme et al. (2020) conducted a systematic review 

of qualitative studies related to childhood fussy/picky eating behaviours. This review 

explored multiple aspects of childhood fussy/picky eating. Several themes were 

identified and relevant to this topic. These themes included parent feeding practices and 

the emotional climate at mealtimes. As per previous single studies, this review found 

that parents often experience negative emotions related to their child’s fussy/picky 

eating. Additionally, parents often make adaptions during mealtimes in order to reduce 

the stress associated with mealtimes.  

2.3.7 Conclusion 

In summary, there is conflicting evidence regarding the impact of general problem 

feeding on children and their families. The evidence that does exist relates mostly to 

physical health and wellbeing, with only a small number of studies investigating 

psychological, social and cognitive health and wellbeing. Only one study to date (Zucker 

et al. 2015) has drawn a clear link between the presence of a specific sensory-based 

feeding difficulty and the impact of this on a child’s health and wellbeing. The final gap 

identified in the literature is in the dearth of qualitative studies—only five such studies 

were identified in this literature review. Further investigation is required to establish the 

impact that a specific sensory-based feeding difficulty has on all aspects of a child’s 

health and wellbeing and on those around them. 

2.4 Project Aim and Objectives 

This project is designed to contribute contextual information on the impact of sensory-

based feeding difficulty on children’s health and wellbeing, as well as the impact on their 

families. Two objectives have been identified. The first is to explore the impact of 

sensory-based feeding difficulty on specific domains of health and wellbeing of children 

with sensory-based feeding difficulty as perceived by caregivers. The second is to 

understand how the presence of a sensory-based feeding difficulty affects the child’s 

parents and siblings. Three specific research questions are proposed:  
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1. Do children with sensory-based feeding difficulties experience impacts on their 

wider physical, social, psychological, and emotional domains of health and 

wellbeing? 

2. Do children with sensory-based feeding difficulties experience difficulties with 

other activities of daily living, such as teeth brushing, hair washing and dressing 

(all of which require high levels of tactile input)? 

3. How does the presence of a sensory-based feeding difficulty affect a child’s 

siblings and caregivers? 

These questions will be answered using a qualitative design involving semi-structured 

interviews with the caregivers of children with sensory-based feeding difficulties. A 

qualitative design has been selected because the primary aim of this study is to collect 

contextual information about the impact of sensory-based feeding difficulties on 

children’s health and wellbeing, and on those around them. It is anticipated that this 

information will assist clinicians to gain a better understanding of the context within 

which sensory-based feeding difficulties occur.  

2.5 Chapter Summary 

This chapter has explored the current literature on the impact of sensory-based feeding 

difficulty on both the child’s health and wellbeing, as well as possible impacts on the 

child’s family. It also reviewed the current evidence on whether a sensory-based feeding 

difficulty might have further implications for the child in terms of self-care. Project aim’s 

and objectives were then formulated and discussed in light of the review of literature. 
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Chapter 3: Methodology 

This chapter outlines the methodological considerations of this project. It commences 

with a reflection on initial methodological considerations before moving on to 

discussion of the project’s underpinning philosophical paradigm of social constructivism. 

Historical perspectives on a preferred approach are presented, as well as further specific 

information regarding the preferred methodology. Finally, a discussion is presented on 

the reasons for the adoption of the preferred approach.  

3.1 Initial Methodological Considerations 

Several qualitative approaches, including narrative research, grounded theory and case 

study, were considered prior to the selection of hermeneutic phenomenology. Narrative 

research is designed to explore the life of an individual, with a focus on an event or series 

events in that individual’s life (Cresswell & Poth, 2018; Josselson, 2012). Sensory-based 

feeding difficulty is much less an event than an ongoing experience for many children. 

For this reason, narrative research was discounted. The second approach considered 

was grounded theory. This seeks to develop a theory grounded in the views of 

participants based on a process or action (Chun Tie et al., 2019) . This study seeks to 

understand the lived experience of sensory-based feeding difficulty rather than to 

develop any theory about the process associated with sensory-based feeding difficulty, 

therefore this approach was also discounted. The final alternative qualitative approach 

was case study, which is designed to develop an in-depth understanding of a case or 

cases but is not designed to explore the common experiences of individuals. This again 

does not fit with the aim of this study.  

Following these considerations, it was determined that the most appropriate approach 

for this study was phenomenology. Phenomenology is both a philosophy and an 

approach that seeks to understand the collective meaning of a phenomenon, which in 

this case is sensory-based feeding difficulty. It was determined that the use of 

phenomenology as a research approach would address all questions within this study, 

as the questions were related to understanding the collective experience of caring for a 
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child with a sensory-based feeding difficulty. Once this approach had been selected, 

further consideration was given to the type of phenomenological approach used—

descriptive or interpretive/hermeneutic. Given this researcher’s long-standing personal 

and professional background living and working with sensory-based feeding difficulties, 

it would be inappropriate, and likely impossible, to exclude these elements. Therefore, 

hermeneutic phenomenology was determined to be the best fit for this study. 

Hermeneutic phenomenology and social constructivism seek to co-construct meaning 

associated with a phenomenon—in this case, sensory-based feeding difficulty—and so 

were deemed an appropriate fit. 

3.2 Philosophical Paradigm 

A philosophical paradigm is the group of assumptions that the researcher adopts when 

participating in either qualitative or quantitative research (Creswell & Poth, 2018). These 

assumptions are ontological, epistemological, axiological and methodological. Ontology 

concerns the nature of reality; epistemology knowledge; axiology values and beliefs; and 

methodology the process of research. In qualitative research, these assumptions are 

generally accepted to mean that multiple realities exist, that subjective evidence is 

gathered from participants, that the researcher acknowledges that research is value-

laden, and that the researcher uses inductive logic and studies the topic within the 

context (Creswell & Poth, 2018). 

The specific philosophical paradigm adopted for this study is social constructivism. 

Within this paradigm, individuals seek to understand the world in which they live (Berger 

& Luckman, 1966; Pfadenhauer & Knoblauch, 2019). Subjective meanings of their 

experience are developed with these meanings directed towards objects or things 

(Berger & Luckman, 1966; Creswell & Poth, 2018; Pfadenhauer & Knoblauch, 2019). 

These meanings are many and varied, with the aim of any research within this paradigm 

being to consider multiple views and meanings rather than for the research to be 

reduced to but a few meanings (Creswell & Poth, 2018). Frequently, these meanings are 

developed though social and historical experiences, and are often the result of 

interactions with others. The intention of the researcher within the social constructivist 

paradigm is to interpret the meanings of others’ experiences within the world (Creswell 
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& Poth, 2018). Social constructivism is regularly used to underpin phenomenological 

studies (Creswell & Poth, 2018; Guba & Lincoln, 1994). 

Ontologically, social constructivism is based on the underlying assumption that multiple 

realities are constructed through lived experiences and interactions with others (Berger 

& Luckman, 1966; Creswell & Poth, 2018; Pfadenhauer & Knoblauch, 2019). The social 

construction of reality is considered an analysis of constructs that are formed by the 

interaction of social actors. Constructs are operational definitions of the various 

elements of reality resulting from the interaction of social actors. These combined 

constructs become the reality itself for the individuals who adopt them (Berger & 

Luckman, 1966). 

Epistemologically, social constructivists interpret reality as co-constructed between the 

researcher and the participants, and as shaped by individual experiences (Creswell & 

Poth, 2018; Guba & Lincoln, 1994). Knowledge is considered to be socially produced, 

and human beings are the producers of their own knowledge (Pfadenhauer & 

Knoblauch, 2019). 

Social constructivism recognises that the researcher’s interpretation of the data is 

shaped by the researchers’ own background and experiences. Researchers using a social 

constructivist paradigm position themselves within the research and acknowledge that 

their interpretation is heavily influenced by their own personal, cultural and historical 

experiences (Creswell & Poth, 2018). Given this researchers’ ongoing personal and 

professional experience with sensory-based feeding difficulties, this paradigm would 

appear appropriate. This researcher disclosed her own experience to all participants 

during the data collection phase of the study, and did so from a personal position rather 

than professional. It is the experience of the children and their families that is 

considered the primary focus of this study, and it is this experience as a child that has 

most heavily influenced the researcher’s current perspective.  

Social constructivist methods in research are inductive and seek to develop emergent 

ideas though consensus. Methods generally include interviewing, observation, and text 

analysis (Creswell & Poth, 2018). Specific research approaches that can sit within the 

social constructivist paradigm include grounded theory and phenomenology (Creswell 
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& Poth, 2018; Guba & Lincoln, 1994). This study has adopted phenomenology, which is 

defined as the search for meaning or understanding of a phenomenon, and is often 

described as the study of the lived experience (Tuohy et al., 2012; McWilliam, 2012). 

Phenomenology does not seek to categorise or explain behaviour, nor does it generate 

a theory. It seeks to explore what it is to be human and the everyday experience of life 

(Finlay, 2011). The appropriateness of this approach is explained later in this chapter. 

3.3 Methodological Approach 

3.3.1 Phenomenology: historical perspectives 

The philosophical and methodological origins of phenomenology arose in the early 20th 

century and were first published by Edmund Husserl (1859–1938). Often referred to as 

the founding father of phenomenology, Husserl wrote in direct opposition to the 

cartesian concepts of the time, which were to provide the foundation for positivism 

(Vagle, 2018). Husserl defined phenomenology as the study of the essence of conscious 

experience, the aim of which was to describe and analyse consciousness as it is in 

experience (Finlay, 2011). Husserl encouraged the researcher to set aside previous 

knowledge and investment in order to see phenomena as experienced. He further 

suggested that the phenomenologist needed to study both acts of consciousness and 

objects of consciousness as they are experienced. A concept central to Husserl’s 

phenomenology is reduction and bracketing. Bracketing is the act of rigorously 

‘bracketing’ past and theoretical knowledge, and is a technique whereby the researcher 

actively seeks to suspend or withhold his/her own previous experiences and 

assumptions. Bracketing assists the researcher to ensure that constant awareness of the 

ways in which their personal knowledge and experience may distort the description of 

the phenomenon (Finlay, 2011; Vagel, 2018, Carpenter, 2013).  

In contrast to Husserl, Martin Heidegger (1889–1976) suggested that the researcher 

must engage in a process of self-reflection. The researcher’s biases and assumptions are 

not bracketed or set aside but rather embedded and essential to the interpretive 

process (Laverty et al., 2003). Heidegger’s work moved away from the study of 

consciousness (core to Husserl’s writings) towards the simple question of what it means 

‘to be’. This gave rise to Heidegger’s concept of ‘Dasein’. Dasein is a German word 
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meaning ‘being there’ or ‘presence’, and Heidegger uses this term to refer to the 

experience of being that is peculiar to humans. It is the self and world together in a single 

entity (Finlay, 2011; Laverty et al., 2003). Heidegger’s concept of ‘Being’ is also 

fundamentally linked to the concept of time. Time is an ever-present horizon for 

humans. There is no fixed existence and humans are always becoming (Finlay, 2011). 

Heidegger also presents the concept of ‘thrownness’; the throwing of Dasein into a 

world of objects, projects, relationships, language, culture, and history. Who we are as 

humans is revealed through our way of being with worldly things and through our doing 

(Finlay, 2011). In addition to being and time, Heidegger’s later works focused on the 

hermeneutic cycle and the relationship between language and understanding (Tatano- 

Beck, 2021). Phenomenology has continued to develop though the 20th and 21st 

centuries with multiple authors influenced by the seminal works of Husserl and 

Heidegger, including Emmanuel Levianis, Jean-Paul Sartre, Simone de Beauvoir, Maurice 

Merleau-Ponty, Paul Ricoeur, Maurice Blanchot, Gaston Bachelard, Alfred Schutz, 

Hannah Arendt, Michel Henry, and Jacques Derrida (van Manen, 2014).  

3.3.2 Husserl versus Heidegger: some key differences 

Husserlian phenomenology is focused on the consciousness and primacy of the mind of 

the world—i.e., the mind is separate from the world. Heidegger, however, moves to 

encapsulate the mind and the world together, treating them as interconnected and 

therefore never separated. Husserl’s phenomenology emphasises that the world should 

be bracketed so that the structures of the phenomenon can be described as they were 

experienced in consciousness. In contrast, Heidegger’s phenomenology suggests that 

phenomena are lived out interpretively in the world and hence the world should not be 

bracketed but fully engaged as part of the process (Tatano Beck, 2021; Vagle, 2018). In 

practical terms, although the focus and the outcome (data collection, participant 

selection, etc.) may be similar between the two approaches, it is the position of the 

researcher that is the critical difference, with the Heideggerian researcher an integral 

component in the interpretation of the results.  
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3.3.3 Hermeneutic phenomenology 

Hermeneutic phenomenology is largely attributed to Hans-Georg Gadamer (1901–

2002), who was a student of Heidegger. Gadamer applied traditional hermeneutic 

philosophy to human experience and life in general. He explored the role of language, 

the nature of questioning, the phenomenology of human conversation, the significance 

of prejudice, the meaning of truth in art, the human ontology of play, and the 

importance of tradition in human understanding (van Manen, 2014).  

Specific to Gadamer’s hermeneutic phenomenology is his description of prejudice as 

human understanding. Gadamer suggested that all knowledge consists of prejudices and 

that prejudices cannot be traced back to a single source, but are deeply embedded in 

historical consciousness. Further, Gadamer suggested that human understanding 

cannot be controlled through the use of methods or rules but that it occurs through 

dialogue (van Manen, 2014). 

Hermeneutic phenomenology is “a method of abstemious reflection on the basic 

structures of the lived experience of human existence” (van Manen, 2014, p. 26). 

Hermeneutic phenomenology is oriented toward lived experience (phenomenology) 

and interpretation of the ‘texts’ of life (hermeneutic) (Creswell & Poth, 2018; van 

Manen, 2014). Laverty et al. (2003) described hermeneutic phenomenology as non-

foundationalist and focusing on the meaning that arises from the interpretive 

interaction between historically produced texts and the reader. They described the 

researcher as engaging in a process of self-reflection whereby the researcher’s biases 

and assumptions are not bracketed but rather embedded and essential to the 

interpretative process (Laverty et al., 2003). Hermeneutic phenomenology invites 

participants to engage in an ongoing conversation about their lived experience but does 

not provide a set research method (Guba & Lincoln, 1994; Laverty et al., 2003; van 

Manen, 2014). Interpretation occurs through the fusion of the research process, the 

interpretive framework, and the sources of the information. The result of this process is 

a co-constructed meaning of experience which reflects many constructions and multiple 

realities (Laverty et al., 2003). 
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van Manen (1997) suggested that hermeneutic phenomenology attempts the 

impossible: to construct a full interpretive description of some aspect of the lived world 

and yet to continue to accept that the lived world will remain more complex than any 

meaning can provide (van Manen, 1997). Although it would seem that van Manen 

attempts the impossible by providing guidance on how this might be done, and presents 

six potential strategies for the hermeneutic researcher: 

1. Turning to a phenomenon that seriously interests the researcher and commits 

them to the world; 

2. Investigating the experience as it is lived it rather than how it is conceptualized; 

3. Reflecting on the essential themes which characterize the phenomenon; 

4. Describing the phenomenon though the act of writing and re-writing; 

5. Maintaining a strong and oriented pedagogical relation to the phenomenon; and  

6. Balancing the research context by considering the parts and the whole. 

3.3.4 Phenomenology in research 

The aim of hermeneutic phenomenological research is to describe the common meaning 

for several individuals of their lived experience of a concept or phenomenon (Carpenter, 

2013; Creswell & Poth, 2018; Fuster, 2019). As described by van Manen (2014), the 

primary purpose of hermeneutic phenomenological research is to reduce the individual 

experiences of a phenomenon to the description of its universal essence. Data are 

collected from participants who have experienced the phenomenon in question before 

a composite description of the essence of the experience is developed (Carpenter, 2013; 

Creswell & Poth, 2018). Hermeneutic phenomenology was adopted as the research 

approach for this study for several reasons including the researcher’s own previous 

experience and ongoing interest in the phenomenon, a desire to understand the 

collective experience of the phenomenon, as well as the essential themes that 

characterise the phenomenon. The conversational nature of hermeneutic 

phenomenology also suited both the research questions as well as the providing a bridge 

between the researcher’s own personal experience and that of the participants.  The 

specific methods used in this study will be explored in the next chapter. 

3.4 Chapter Summary 
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This chapter explored the philosophical underpinnings of this study’s methodology. 

Social constructivism and hermeneutic phenomenology were found to be the most 

appropriate paradigm and approach for this study. This chapter explored the historical 

context of phenomenology, and discussed the appropriateness of fit of this approach to 

this study.  
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Chapter 4: Methods 

This chapter details the study’s methods. Information on the study’s location and 

population is provided. Inclusion and exclusion criteria and initial screening processes 

are set out, followed by data collection and ethical considerations. The chapter 

concludes with discussion of the data analysis process and data quality. 

4.1 Summary 

This study was completed in Tasmania, Australia. The researcher is based on the North 

West coast of Tasmania in the town of Devonport, but caregivers from across the state 

were invited to participate. Interviews were conducted in multiple locations across 

Tasmania, including Burnie, Smithton, Scottsdale, Launceston and Hobart. Please refer 

to image below. These areas are a mix of rural and metropolitan. The interviews were 

done at a location of each participant’s preference and included the University of 

Tasmania’s Launceston and Hobart campuses, as well as participants’ homes. Two 

interviews were in community settings (a café and a bar) at the participants’ requests. 

(See table 3). 

Image 1. Map of Tasmania 

 

Image taken from: Road Map & Highways Tasmania (atn.com.au) 

https://www.atn.com.au/tassi/tasmania-roadmap.html
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Table 3. Location of Participants 

Participant Town Location of Interview Duration of 

Interview 

Anita Launceston University of 

Tasmania-Newnham 

Campus 

48 minutes 

Abigail Hobart Participant’s Home 55 minutes 

Caitlin Smithton Participant’s 

Home/Shack 

62 minutes 

Eleanor Devonport Participant’s Home 68 minutes 

Felicity Kingston Restaurant/Bar 50 minutes 

Jane Launceston Participant’s Home 86 minutes 

Judith Scottsdale Participant’s Home 32 minutes 

Janelle Kingston Restaurant/Cafe 46 minutes 

Lauren Hobart University of 

Tasmania-Domain 

Campus 

25 minutes 

Laura Margate University of 

Tasmania-Domain 

Campus 

33 minutes 

Melissa Sorell Participant’s Home 30 minutes 
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Margaret Hobart University of 

Tasmania-Domain 

Campus 

33 minutes 

Rebecca Hobart Participant’s Home 50 minutes 

Ruby Smithton University of 

Tasmania-Cradle 

Coast Campus 

38 minutes 

Sabrina Gardener’s Bay Home 25 minutes 

 

4.2 Sample Size 

Several factors must be considered when determining sample size, including available 

resources, time, and access to participants, as well as the representativeness/saturation 

trade-off (Teddlie & Yu, 2007). In the methodology literature, the recommended sample 

size for hermeneutic phenomenological research varies significantly between one and 

25 participants (Cresswell & Poth, 2018; Morse, 2000; Polkinghorne, 1989; Starks & 

Trinidad, 2007). The sample size for this study was 15. This number was based on both 

the aforementioned recommendations, as well as on recent studies that have adopted 

hermeneutic phenomenology as a method for exploring caregivers’ perspectives on 

paediatric experience (Mitchell et al., 2019; Peeler et al., 2019; Spies et al 2012; Verbene 

et al., 2019). 

4.3 Sampling Strategy 

The sampling technique used for this study was purposive sampling. Purposive sampling 

is a non-random sampling technique designed to sample participants who are likely to 

be able to provide the information sought by the researcher (Nagy et al., 2010), and is 

considered appropriate for a qualitative design (Miles & Huberman, 2020). This type of 

sampling has also been referred to as ‘theoretical sampling’ (Reed and Procter, 1995) 

and can provide structure to data collection and data analysis . As the aim of this study 
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was to identify the impact of sensory-based feeding difficulty on children’s health and 

wellbeing the participants must therefore have a child with a sensory-based feeding 

difficulty and knowledge of their child’s health and wellbeing. Therefore, purposive 

sampling was deemed an appropriate sampling technique as it would identify required 

participants. 

4.4 Study Population 

This study required participants who identified themselves as a parent/caregiver of a 

child with sensory-based feeding difficulties. The inclusion/exclusion criteria for this 

study are outlined below. 

Caregivers of children aged 3 to 18 years whose child:  

a. must have been identified by the researcher via a short screening 

assessment as having a sensory-based feeding difficulty; and 

b. has no other known medical conditions that may impact feeding ability. 

Parents/caregivers of children who were identified as having a pre-existing diagnosis 

that would impact feeding capacity were excluded from this study. Examples of this 

included diagnoses of cerebral palsy and cleft palate. The parents/caregivers of children 

who were not identified as having a sensory basis to their feeding were also excluded 

from the study if this was identified at time of screening. Although the intention of this 

study was to include any and all caregivers (mothers, fathers, grandparents, and others) 

all caregivers ultimately recruited were mothers. 

4.5 Recruitment Process 

The initial recruitment strategy had been planned via recruitment from existing therapy 

services, with two recruitment sites identified in the North West of Tasmania. Due to 

the COVID-19 pandemic, these sites reduced service and were no longer able to recruit 

participants on behalf of the study. An ethics amendment was made to move 

recruitment to an online platform—via paid advertisement on the University of 

Tasmania Facebook page. This advertisement acted as a sponsored advertisement on 

individual’s Facebook pages rather than requiring protentional participants to actively 
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view the University of Tasmania Facebook page. Once a potential participant “clicked” 

on the sponsored advertisement they were directed to a University of Tasmania website 

on which the potential participant provided their name, email address and, if preferred, 

a phone number. Recruitment occurred between the 4th January 2021 and the 11th 

January 2021. 

Interest in the study was greater than expected, with 34 potential participants 

expressing interest within five days of the advertisement’s posting. At this point, 

advertising was ceased, as the intended sample size was 15. All participants were initially 

contacted via phone or email if no phone number was provided. If the potential 

participants did not respond to initial voice mail or email within 14 days, a follow-up 

phone call or email was sent requesting contact with 14 days. If no contact was made, 

the researcher assumed that the potential participant was no longer interested in 

participating in the study.  

To ensure that all participants met the above-mentioned criteria, a screening phone call 

was made to each. This phone call was approximately 10 minutes in duration. The 

Taste/Smell Sensitivity domain of the Short Sensory Profile (Dunn, 1999) was 

administered (see Appendix 1). The Short Sensory Profile is a 38-item caregiver 

questionnaire and score sheet designed for use in screening and research protocols. The 

items on the Short Sensory Profile are organised into seven sections that include tactile 

sensitivity (7 items), taste/smell sensitivity (4 items), movement sensitivity (3 items), 

under responsive/seeks sensation (7 items), auditory filtering (6 items), low 

energy/weak (6 items), and visual/auditory sensitivity (5 items).  All items are rated on 

a 1–5 Likert-type scale based on the frequency of the described behaviour (1 = Always, 

2 = Frequently, 3 = Occasionally, 4 = Seldom, 5 = Never). Scores are calculated by 

adding all items across a given subscale, and the Short Sensory Profile total score can 

be used clinically as a measure of overall sensory processing/modulation.  The short 

sensory profile has been norm referenced on 1200 children between the ages of three 

and 10. Scores in the sensory profile include typical, probable difference, and definite 

difference (Dunn, 1999). Only children with a domain score of ‘definite difference’ in the 

Taste/Smell Sensitivity domain were considered to have a sensory-based feeding 

difficulty. This tool is routinely used in clinical occupational therapy practice as the 
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primary assessment tool to identify sensory modulation difficulties. This tool was 

selected for use in this study due to its specific ability to identify oral/tactile sensory 

dysfunction in a timely interview-based manner. 

Those who met the inclusion criteria of caring for a child with a sensory-based feeding 

difficulty with no known other developmental issues or medical conditions were invited 

to participate in a semi-structured interview. All eligible participants were sent an email 

(see appendix 2) with copies of both the participant information form and consent form 

(see Appendix 3 and 4). Of the 34 potential participants, contact was made with 28 

before the sample size was achieved. Of these 28, eight failed to respond to the 

researcher’s attempts to contact. Twenty completed initial screening with three of these 

identified as eligible but unable to complete interviews due to time commitments or 

illness. A further two were identified as not meeting the eligibility criteria. Of these, one 

had identified medical conditions that directly affected their current feeding capacity, 

and a second was identified as not having an underlying sensory basis for their current 

feeding difficulty (as per the Short Sensory Profile). At completion of the recruitment 

process, those potential participants not contacted were sent an email thanking them 

for their interest in the study. 

4.6 Data Collection 

4.6.1 Interview design 

Data were collected via semi-structured interview. The use of interviews as a method 

for data collection is considered appropriate for a hermeneutic phenomenological 

study, and is often referred to as ‘the personal life story’ (van Manen, 1997; Finlay, 

2011). Generally, an interview is defined as a social interaction based on a conversation 

(Cresswell & Poth, 2018) which appropriately reflects the underlying social constructivist 

paradigm of this study. It is dialogic, open and conversational (Vagle, 2018). It is where 

“knowledge is constructed in the interaction between the interviewer and the 

interviewee” (Brinkman & Kvale, 2015, p. 4). In hermeneutic phenomenology, van 

Manen (1997) suggests that the interview serves two specific purposes. The first of 

these purposes is to provide a means for exploring and gathering experiential narrative 

material that can be used as a resource for developing a richer and deeper 
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understanding of human phenomenon. Secondly, the interview may be used as a way 

of developing a conversational relationship with an interviewee about the meaning of 

an experience. To ensure that the method did not rule the question, as van Manen 

(1997) warns it can, an interview guide was developed (see Appendix 5). 

4.6.2 Interview protocol/process 

Participants were provided with a participant information sheet and consent form via 

email once eligibility had been confirmed. The participant information sheet was 

provided in hardcopy at the time of the interview and the consent form signed following 

clarification of any questions that the participant had. Each interview was audio-

recorded on two devices to ensure against technical failure.  

As previously mentioned, the interviews were conducted across a variety of locations 

and venues. All interviews were completed face-to-face between January and March 

2021. The length of the interviews ranged from 25 to 86 minutes. The majority of the 

interviews lasted for between 30 and 60 minutes. 

Before commencement of interviews, a general rapport-building conversation occurred. 

The researcher frequently asked how the participant’s day had been and made general 

comments about the location, the weather, etc. During these initial conversations, the 

researcher also disclosed her own personal history with a sensory-based feeding 

difficulty. Some interviews moved very quickly into the formal ‘interview’ whilst in 

others more time was spent rapport-building. Following each interview, the researcher 

made written notes on their impressions of the participant and the conversation. These 

notes were later used as part of the data analysis (interview reflections) and assisted the 

interviewer in developing deeper understating of the impact of sensory-based feeding 

difficulties. 

4.7 Ethical Considerations 

An ethics application was made to the University of Tasmania Human Ethics committee 

in August 2019 which was approved on 17 January 2020. An amendment to move 

recruitment online following failure to recruit via initial recruitment sites was submitted 

to the committee in August 2020 with approval gained on 19 October 2020 (see 
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Appendices 6 and 7). Due consideration was given to autonomy, preventing harm, social 

justice, confidentiality during ethics application. Additionally, all professional advice 

provided to participants during the interview process was guided by the researcher’s 

own professional code of ethics-Occupational Therapy Australia-Code of Ethics.  

To ensure consent and privacy rights of all participants, each participant was provided 

with a participant information sheet (Appendix 3) and a consent form (Appendix 4). 

These items were provided twice—once at the time of recruitment via email, and again 

at the time of interview. 

At the commencement of the interview, the researcher ensured that the participant was 

aware of the following rights outlined in the participant consent form: 

1. That the participant had read and understood the participant information sheet; 

2. That the participant may cease the interview at any time; 

3. That all research data will be securely stored on a password protected computer, 

where applicable for five years from the publication of the study results and 

would then be destroyed; 

4. That the researcher will maintain confidentiality and that any information 

supplied to the researcher will be used only for the purposes of the research; 

5. That the results of the study will be published in such a way that participants 

cannot be identified; and  

6. That participation is voluntary and that the participant may withdraw at any time 

without any effect.  

All participants were also informed that the interviews would be transcribed by a single 

third party. Confidentiality was ensured through the use of a single professional 

transcription party who received no other details of the participants involved.  A copy of 

the transcribed interviews was provided to all participants for review via email. This 

review of transcripts was intended to allow the participant to review their interview to 

ensure that they had not unintentionally disclosed any information that they had not 

intended to. Each participant reviewed only their own transcript. All data related to the 
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study were kept on either a password-protected computer and/or in a locked filing 

cabinet at the primary researcher’s place of work. 

4.8 Data Analysis 

4.8.1 Dataset 

Fifteen interviews were conducted between January and March 2021. All interviews 

were transcribed by an external transcription service. All interview recordings and 

subsequent transcriptions were reviewed by the researcher. Transcriptions were also 

emailed to all participants for review. This review was not intended as further 

opportunity to co-create meaning, rather a chance for participants to withdraw in 

unintended comments. as Four participants responded with minor spelling errors 

reported. The interview notes were also typed and reviewed prior to data analysis 

commencing. 

4.8.2 Analytic process 

The analytic process of this study was based on hermeneutic phenomenology and the 

hermeneutic circle. Works by van Manen (1997; 2001; 2014) provided a structure from 

which a bespoke method was developed. All data analysis was completed by hand with 

the use of Microsoft word software. Several cycles of data analysis occurred including 

both wholistic and selective readings of the interview transcripts.  

The data analysis process in qualitative research requires the researcher to prepare and 

organise the data collected, then to reduce the data into themes through a process of 

coding and condensing those codes before representing the data in figures, tables or a 

discussion (Creswell & Poth, 2018). Multiple strategies are available to the qualitative 

researcher to achieve this analysis, with many having similar features. Miles and 

Huberman (2020) describe six common features of qualitative data analysis: 

1. The assignment of a code or theme to a set of field notes, interview transcripts, 

documents and/or visual data;  

2. Sorting and sifting through these coded materials to identify similar themes, 

patterns, relationships, and differences;  
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3. Isolating the patterns and processes and commonalities and differences before 

taking them out into the field in subsequent data collection phases;  

4. Noting reflections or other remarks in notes, memos or journals;  

5. Gradually elaborating refined set of assertions, propositions, categories, themes, 

and concepts that cover the consistencies identified in the dataset; and 

6. Comparing those generalisations with a formal body of knowledge in the form 

of concepts or theories. 

Creswell and Poth (2018) argue that qualitative data analysis is custom-built and 

revisited over time. The process of data collection, data analysis and report writing are 

not distinct steps in the process, rather they are interrelated and occur simultaneously 

within a research project. This process is referred to as the ‘data analysis spiral’. Using 

this spiral, the researcher engages in the process of moving in analytic circles rather than 

using a fixed, linear approach. While within this spiral, the researcher simultaneously 

manages and organises data, reads and ‘memos’ emergent ideas, describes and 

classifies codes into themes, develops and assesses interpretations, and 

represents/visualises the data. This concept of simultaneous analysis/interpretation is 

not a novel concept, and has been presented by multiple authors (Finlay, 2011; Miles & 

Huberman, 2020; Richards, 2021). 

A key concept in qualitative data analysis is that of coding and thematic analysis. Codes 

are labels that assign meaning to a description/information obtained during data 

collection (Miles & Huberman, 2020; Richards, 2021). Codes are usually a word or phrase 

that symbolically assigns a summative, salient, essence-capturing attribute for a portion 

of language-based data (Saldana, 2016). Coding can occur both with the initial dataset 

and then subsequently during review of the initial codes (Saldana, 2016). Multiple 

coding methods are available to the qualitative researcher and include descriptive 

coding, in vivo coding, process coding, concept coding, emotion coding, values coding, 

evaluation coding, dramaturgical coding, wholistic coding, provisional coding, 

hypothesis coding, protocol coding, causation coding, attribute coding, and magnitude 

coding (Miles & Huberman, 2020).  



43 

For the purpose of this study, descriptive coding was utilised. Descriptive coding assigns 

a label to the data that summarises the basic topic of the passage in question (Miles & 

Huberman, 2020). Following the first round of coding, the qualitative researcher may 

move to a second round of coding in which he/she identifies patterns or themes within 

the first cycle of coding which can then be grouped into pattern summaries (Miles & 

Huberman, 2020). Pattern coding is important in qualitative research because it allows 

the researcher to condense large amounts of data/codes into a number of smaller 

datasets—such as themes and concepts—as well as to assist in developing a more 

integrated schema for understanding the topic (Miles & Huberman, 2020). Following 

this second round of coding, the researcher can then move to discussion/description of 

the results. Specific codes used in this study are presented in detail in chapter five of 

this thesis. 

Given that this study is phenomenological in nature, the principles of qualitative data 

analysis will be applied to this study, ensuring that the philosophical assumptions of 

hermeneutic phenomenology are complimented by the method used in this study. 

Hermeneutic phenomenology is research that is oriented towards the lived experience 

and interpreting the ‘texts’ of life (van Manen, 1997). Hermeneutic phenomenology 

does not prescribe a single way to work with the data, nor does it provide a specific set 

of methods for the researcher to employ (Finlay, 2011; Cresswell & Poth, 2018). This 

perhaps vague description of how to research using hermeneutic phenomenology does, 

however, reflect the philosophical underpinnings of social constructivism which 

suggests that there is no single reality, but that reality is co-constructed between the 

researcher and the participant (Berger & Luckman, 1966; Pfadenhauer & Knoblauch, 

2019). Thus, the method may appropriately change both between studies of the same 

phenomenon by different researchers and/or between different studies by the same 

researcher. 

Central to hermeneutic phenomenology is the concept of the hermeneutic circle. The 

hermeneutic circle involves understanding the being of something (text, phenomenon, 

participant) by moving iteratively between the whole and its parts and back again to the 

whole (Finlay, 2011; Martin, 1972). It involves a process of co-creation between the 

researcher and participant, during which meaning occurs through a circle of readings, 
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reflective writing, and interpretations (Laverty, 2003). To engage the hermeneutic circle, 

researchers must move in writing between the texts as wholes and the texts in their 

parts (Laverty, 2003; van Manen, 1997). This can be achieved in several ways, including 

by the use of reflective journals and the writing and re-writing of the researcher’s 

interpretation of the whole and parts of the phenomenon (Finlay, 2011; Laverty, 2003; 

van Manen, 1997).  

As in all qualitative research, hermeneutic phenomenology seeks to identify themes 

within the experience of a phenomenon. van Manen (1997) describes 

phenomenological themes broadly as ‘the structures of experience’. More specifically, 

van Manen (1997) suggests the following of themes:  

1. Themes are the experience of meaning;  

2. Theme formulation is at best a simplification;  

3. Themes are not objects at certain points in a text; and  

4. Themes are a way of capturing the phenomenon that the researcher attempts 

to understand.  

Further, van Manen (1997) provides advice on the specific qualities of themes in relation 

to hermeneutic phenomenology:  

1. Themes as the desire to make sense of the experience;  

2. Themes are the sense we are able to make of something;  

3. Themes are the openness to something; and  

4. Themes are the process of insightful discovery.  

In summary, themes allow the researcher to proceed with phenomenological 

descriptions; they are a fuller description of the lived experience (van Manen, 1997). 

van Manen (1997) provided the hermeneutic phenomenological researcher with three 

specific approaches to isolating themes within a text: the wholistic/sententious 

approach, the selective/highlighting approach, and the detailed/line-by-line approach. 

The wholistic/sententious approach involves reviewing the text as a whole before 

attempting to determine meaning by formulating a phrase which describes the meaning 

of the text as a whole. The selective/highlighting approach involves the reading of a text 
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several times to determine which phrases or statements appear particularly essential to 

the phenomenon or experience being described. Finally, in the detailed/line-by-line 

approach, every statement/sentence is reviewed to determine what each may be 

revealing about the phenomenon or experience being described. Further to 

identification of themes, van Manen (1997) suggests that the researcher must then 

determine whether a theme is essential or incidental. To do this van Manen presented 

the method of free imaginative variation, in which the researcher must consider 

whether the phenomenon would continue to exist if this theme were removed. 

This study implemented several of these approaches in its attempt to remain true to 

both the philosophical underpinnings of social constructivism, as well as to the central 

concepts of the hermeneutic circle and hermeneutic phenomenology. The initial 

method of data analysis was van Manen’s (1997) wholistic reading approach. All 

interview transcripts were reviewed initially as a whole, and a statement developed 

regarding the researcher’s initial interpretation of the sum of all texts. These transcripts 

were then reviewed independently of the whole with another overall statement of 

interpretation of each individual text developed. Overarching themes of each text were 

also documented. The second phase of data analysis adopted van Manen’s (1997) 

selective reading approach. All transcriptions were reviewed and essential themes from 

within the texts identified. Statements and phrases identified during the selective 

reading approach were coded using descriptive coding as this type of coding is most 

conducive to the selective reading approach. Interpretation of the selective reading was 

then documented. This process is summarised as  

1. Wholistic Reading of Interview Notes 

2. Written Reflection 

3. Wholistic Reading of All Transcripts As Single Document 

4. Written Reflection 

5. Wholistic Reading of Individual Transcripts 

6. Written Reflection 

7. Selective Reading of Individual Transcripts 

8. Written Reflection  



46 

4.9 Data Quality 

Qualitative research continues to be the subject of criticism by positivist researchers. It 

is often viewed as subjective assertion unsupported by scientific method (Ballinger, 

2006), an opinion the researcher shared before commencing this project. Multiple 

options exist in the literature about how to assess the quality of data in qualitative 

research, and the debate around this is ongoing (Vagle, 2018; Freeman et al., 2007). 

Lincoln and Guba’s (1985) criteria of credibility, transferability, dependability, and 

confirmability present an initial framework by which data quality can be assessed. 

Credibility refers to the degree to which the data make sense. Transferability seeks to 

provide readers with enough information to determine the applicability of the results to 

other settings. Dependability and confirmability ensure a transparent and self-critical 

analysis occurs to act as an audit trail about the research process which is open to 

external scrutiny.  

Finlay (2011) also presented an evaluative framework within which specifically 

phenomenological research quality can be reviewed, and referred to this framework as 

the ‘4 Rs’: rigour, relevance, resonance, and reflexivity. Rigour considers whether the 

research has been competently managed and systematically reviewed. It also concerns 

whether the research is coherent and whether the researcher’s interpretations are 

plausible and justified. Relevance considers whether the research has value and 

whether it adds to the existing body of knowledge. Resonance, perhaps a less tangible 

concept, refers to the notion of the reader being ‘touched’ by the research. It factors in 

the emotional, artistic and spiritual dimensions of the research. Finally, reflexivity is a 

broad concept which refers to the researcher’s self-awareness and openness about the 

research process. More specifically, it considers to what extent the researcher has taken 

into account their own subjectivity and positioning and how this may affect the results. 

The ethics of the research are also examined.  

Cresswell and Poth (2018) provide an alternative evaluative framework, divided into 

three domains: the researcher’s lens, the participant’s lens, and the reader’s lens. This 

division of lens from which to review the quality of a study, was considered to align well 

with the use of social constructivist perspective and hence was adopted as the preferred 
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framework for this study. Through the lens of the researcher, the results of the research 

are triangulated through multiple data sources to ensure that the themes are accurate. 

The researcher must consider discovering negative case analyses or disconfirming data. 

In this domain, it is important to report any negative analysis to ensure realistic 

assessment of the phenomenon. The researcher must also clarify their own bias or 

engage in reflexivity, disclosing their biases, values, and experiences at the 

commencement of the research.  

Through the participant’s lens, Creswell and Poth (2018) argue that participants can play 

an important role in the validation of qualitative research. Three strategies are available 

within this domain: the use of member checking/seeking participant feedback, 

prolonged engagement and persistent observation in the field, and collaborating with 

participants.  

Finally, Cresswell and Poth (2018) suggest the use of the reviewer’s/reader’s lens in 

validating a qualitative study. Readers are external to the study, having not been 

involved in any way. Again, three strategies exist within this domain. Here, the 

researcher may employ external audits to examine the process and product of the 

account. The researcher then generates thick, rich description within the study to 

provide the reader with the ability to transfer the information gained to other settings. 

Thirdly, the researcher may seek peer review or debriefing of the data and research 

process by a peer who is familiar with the research or phenomenon under examination. 

To ensure validity of this study, the researcher selected one strategy from each of 

Creswell and Poth’s lenses:  

1. Clarifying researcher bias or engaging in reflexivity;  

2. Prolonged engagement and persistent observation in the field; and  

3. Generating rich and thick description.  

The reasons for this selection will now be discussed.  
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4.9.1 Researcher reflexivity 

Reflexivity, as previously described, is a common technique when reviewing the quality 

of phenomenological research. It is the researcher’s ability to be both self-aware and 

open about the research process (Cresswell & Poth, 2018; Finlay, 2011; Tatano Beck, 

2021). Reflexivity requires that the researcher continually consider their own 

preconceptions and ongoing understandings whilst remaining focused on the 

phenomenon being studied. This means that the researcher must bring to the fore their 

understanding of their own personal values, beliefs, motivations and culture (Horrigan-

Kelly et al., 2016). This process is also referred to as ‘openness’ (van Manen, 1997). At 

the beginning of any research project, the researcher should immediately make clear 

the influences that prompted the research question. Reflexivity should continue 

throughout the study by bringing forward the experiences of the researcher to ensure 

that previous experiences and knowledge do not block further exploration of the 

phenomenon (Horrigan-Kelly et al., 2016). At the point of data analysis, researcher 

reflexivity reduces the likelihood of premature interpretation of the data (Horrigan-Kelly 

et al., 2016).  

In this study, the issue of researcher reflexivity was considered throughout. The 

researcher’s own experiences as a child and an adult with sensory-based feeding 

difficulties and a therapist now treating children with sensory-based feeding difficulties 

were explored during the introductory chapter of this thesis. Further, all participants 

were informed of this history prior to commencement of the interviews. During the 

interviews, the researcher frequently disclosed information and experiences about her 

own journey with sensory-based feeding difficulty, and provided therapeutic advice to 

caregivers. This disclosure assisted in developing rapport with participants, and was an 

example of the use of the social constructivist philosophy of this study. 

4.9.2 Prolonged engagement and persistent observation in the field 

Prolonged engagement and persistent observation in the field provides the researcher 

with the opportunity to make field-based decisions about what is salient to the study 

(Creswell & Poth, 2018). It requires extended close contact with the people under study 

(Fetterman, 2010), and although more generally considered a technique of 
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ethnography, it is also applicable in this study. Hermeneutic phenomenology suggests 

that the interpretation of an experience is reciprocal therefore the researcher’s previous 

experience cannot be removed from the interaction that the researcher has with a 

participant. Hence the use of this lens reinforced the appropriateness of Heideggerian 

hermeneutic phenomenology as the correct methodological choice for this 

study.   Although this researcher did not spend significant time with the actual 

participants, she had spent more than a decade working with families and caregivers of 

children with sensory-based feeding difficulty. This time allowed the researcher to 

develop a deep understanding of the difficulties these children face, which assisted in 

the development of the initial research question and objectives, as well as the initial 

interview structure and content.  

4.9.3 Generating rich and thick description 

The generation of rich and thick description as a means of determining quality within a 

data set sits comfortably with many of the assumptions of hermeneutic 

phenomenology, which assumes that knowledge and meaning can be uncovered in the 

written narratives of those who experience a phenomenon. Hence development of thick 

and rich description in the data will provide the researcher with a closer understanding 

of the true reality of the phenomenon. Development of rich and thick description also 

allows readers to determine the applicability of the study to other settings (Cresswell & 

Poth, 2018; Lincoln & Guber, 1985; Merriam & Tisdell, 2016). The terms rich and thick 

were understood by this researcher to mean detailed and comprehensive and were 

achieved through provision of detailed descriptions and interview contexts throughout 

data analysis. Additionally, significant description of individual themes are provided to 

ensure this criterion has been met. 

4.10 Summary 

This chapter outlined the methods of this study, including its recruitment processes, 

sampling strategy, sample size, participant screening, and interview procedures. It also 

provided extensive detail regarding the data analysis methods employed. The chapter 

concluded with a discussion of data quality. 
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Chapter 5: Findings 

This chapter starts by introducing the participants and presenting the researcher’s initial 

observations of them and the interview process. The chapter then moves on to present 

the findings of the interviews following the use of wholistic and selective reading 

analysis. Details on the use of these two methods are also provided, as well as how they 

worked, in combination, to uncover rich and meaningful findings. Examples to support 

the selective reading findings are also given throughout the chapter. 

5.1 The Participants and Interview Reflections 

The participants in this study lived across Tasmania. Some lived in rural areas and others 

in major urban centres. The personalities of the participants varied, and this was 

reflected in the length of each interview. For some, participation appeared to come 

naturally, while others appeared to find it challenging, despite their willingness to 

participate. Demographic data were not specifically collected, but the researcher’s 

observations suggested that participants were probably from both low- and middle-

class socio-economic groups. Many of the participants had limited or no access to 

ongoing therapy supports. In these instances, the researcher provided brief professional 

advice in the form of generic written home programs, research literature, and referral 

to required services via email after the interviews. This brief advice was provided as the 

researcher felt it would be unethical to withhold it when a child had been unable to 

source therapy supports. Provision of this advice and indeed the disclosure of the 

researcher’s own sensory-based feeding difficulties resulted in more rapid rapport 

development and development of a high degree of trust between the participant and 

researcher. It is the researcher’s perspective that this supported participants to provide 

a more detailed account of their experience than they might otherwise have done 

without this support and disclosure. 

5.1.1 Anita 

Anita lives in Launceston. She is the mother of three children. Anita identified her 

youngest child (her six-year-old daughter) as experiencing a sensory-based feeding 
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difficulty, but she has no other developmental or health conditions. Anita’s interview 

was completed on the University of Tasmania’s Launceston campus because Anita is 

currently studying education, while also working in an executive administrative role in a 

government organisation. Anita is married. Following Anita’s interview, the interviewer 

had a strong sense that she felt judged both by her own family and by members of the 

wider community. She also spoke several times about feeling embarrassed about her 

child’s feeding difficulty, and had a feeling that something was wrong with her daughter 

but did not know what. Anita also reported having difficulty accessing services and felt 

that by participating in the study she might find some answers to her daughter’s 

difficulties. The interviewer provided Anita several resources to her following the 

interview, including basic home program strategies and literature on sensory-based 

feeding difficulties. 

5.1.2 Abigail 

Abigail lives in a suburb of Hobart. Abigail is married and has two children, the eldest of 

whom (her son aged four years) she identified as having a sensory-based feeding 

difficulty. He has no other developmental or health conditions. Abigail’s interview was 

completed at home. Her youngest child was also present during the interview. Abigail is 

employed in a federal government position and has some experience working with 

children and adults with disabilities. She has a tertiary education. Abigail engaged in the 

interview process with ease, and it appeared to that she was keen to share her story. 

Abigail’s interview gave the interviewer a sense that she felt somehow responsible for 

her child’s sensory-based feeding difficulty. She frequently spoke about blaming herself, 

and said that she did not seek support early enough, although she was also very aware 

that access to services in Tasmania is limited. The interviewer provided Abigail with basic 

home program strategies and relevant literature following the interview. The 

interviewer provided Abigail with information on specific resources that might mitigate 

her son’s high level of global sensory defensiveness following the interview. 

5.1.3 Caitlin  

Caitlin lives in the remote North West of Tasmania. She has a home in Smithton, as well 

as a nearby beach shack. She is married and has three children, two of whom (both sons, 
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aged four and 17 years) she identified as having sensory-based feeding difficulties. For 

the purpose of this study, Caitlin focused mostly on her youngest son. He has no other 

developmental or health conditions. Caitlin was interviewed at her beach shack. Caitlin 

works in the childcare industry. Her interview was filled with a sense of not wanting to 

make the same “mistake” with her youngest child as she perceives she did with her 

eldest. Caitlin reported trying to seek help when her eldest child was having difficulties, 

but was unsuccessful in her attempts. During the interview, Caitlin frequently asked for 

the interviewer’s opinion and advice. The interviewer provided Caitlin basic home 

program strategies, and completed a referral to the dietetics department at her local 

hospital for a nutrition review. 

5.1.4 Eleanor 

Eleanor lives in the regional city of Devonport on the North West coast of Tasmania. She 

is married with two children, the eldest of whom (her son aged four years) she identified 

as having a sensory-based feeding difficulty. Eleanor is a stay-at-home mother, and was 

interviewed at her home. It was difficult to arrange a suitable time to interview, Eleanor 

and at the scheduled time of her first interview Eleanor was not at home. Answering the 

door for the rescheduled interview, she appeared dishevelled; she was still in her 

dressing gown, but appeared happy to proceed with the interview. Eleanor’s home 

environment and, indeed, her participation in the interview seemed somewhat chaotic, 

but she was nonetheless eager to discuss her son’s feeding difficulties. Eleanor and her 

son were one of the few families involved in this study that had been able to access 

services specific to feeding difficulties. 

5.1.5 Felicity 

Felicity lives in Kingston, a small town in Southern Tasmania. She is married with two 

children, the younger of whom (her son aged seven years) she identified as having a 

sensory-based feeding difficulty. He has also been diagnosed with autism spectrum 

disorder. Felicity has a tertiary education. She also has several family members who are 

health professionals, including a husband who is a speech pathologist and a mother-in-

law who is an occupational therapist. Felicity’s interview was in a local beer garden, close 

to her home, after work hours due to her work commitments during the day. Felicity 
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was tearful throughout her interview and expressed ongoing frustration with the 

systems around her and her son. She appeared most concerned about the long-term 

implications of her son’s feeding difficulties, remarking after the formal interview that 

her “biggest single worry is what it is doing to his brain development” and “what about 

things like diabetes?” 

5.1.6 Jane 

Jane lives as a single parent in a suburb in Launceston. She has three children, the second 

of whom (her daughter aged eight years) she identified as having a sensory-based 

feeding difficulty. Her daughter has also been diagnosed with a chromosomal syndrome, 

autism spectrum disorder, and failure to thrive. Jane is a stay-at-home mother. Her 

interview was done at home on a weekend. At the time of the interviewer’s arrival Jane 

appeared somewhat disinterested in the interview process, presenting with a very flat 

affect for the duration of the interview. The interviewer found it challenging to establish 

a rapport. Once engaged, though, Jane spoke for a long time (at least 30 minutes more 

than other participants), but frequently appeared to lose her train of thought before 

being prompted. A significant portion of the interview was spent trying to manage her 

children, who were all present throughout. Jane discussed at length, and appeared most 

concerned about, her daughter’s previous access to services and the perceived lack of 

support from her daughter’s school.  

5.1.7 Judith 

Judith lives in Scottsdale, a small regional town in Northeast Tasmania. She is married 

and has only one child aged eight years who she identified as having sensory-based 

feeding difficulty. He has also been diagnosed with autism spectrum disorder and 

epilepsy. Judith’s interview was at home, with her husband present for the duration. 

Judith and her family appeared socially isolated with Judith remarking that “I don’t often 

get visitors”. Neither Judith nor her husband mentioned employment. Judith was very 

quietly spoken and provided fairly short answers during the interview. Her husband 

frequently contributed to the conversation, but his answers were also relatively short. 

The interviewer’s impression was that, although Judith and her husband struggled with 
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their son’s feeding difficulty, they were resigned to it, despite their son eating only six 

foods at the time of interview.  

5.1.8 Janelle 

Janelle lives in Kingston. She is married with one child (her son aged four years) who she 

identified as having a sensory-based feeding difficulty. He has also been diagnosed with 

autism spectrum disorder. Janelle is employed at the local hardware store. Her interview 

was done at a local coffee shop, at the end of her workday. The interview was upbeat, 

and she displayed a very positive outlook on life. Interviewing Janelle was like meeting 

with an old friend. The conversation came easily and without hesitation. Janelle spoke 

at length about emotional triggers and the difficulties she experienced supporting a 

child with sensory-based feeding difficulties. She also appeared to have a strong desire 

to help other families in similar situations, hence her willingness to participate in the 

study. 

5.1.9 Lauren 

Lauren lives in a suburb of Hobart. She is married and has two children, the youngest of 

whom (her son aged seven years) she identified as having a sensory-based feeding 

difficulty. He has also been diagnosed with autism spectrum disorder. Lauren has 

recently trained as a therapy assistant and was due to start in this role at the time of 

interview. Lauren’s interview was at the University of Tasmania’s Domain campus (in 

Hobart city centre). Lauren presented with very flat affect for the duration of the 

interview. Her answers were brief and her interview the shortest of all completed, 

despite attempts by the interviewer to engage her in further conversation. The 

interviewer left wondering what Lauren’s motivation to participate in the study was, 

and felt that the experience had probably been quite challenging for her. The 

interviewer thanked her for her participation, as she did to all the participants. 

5.1.10 Laura 

Laura lives in Margate, a small town in southern Tasmania. She has three children, two 

of whom (her daughters aged six and 12) she identified as having a sensory-based 

feeding difficulties. Her youngest daughter has also been diagnosed with autism 
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spectrum disorder. Laura’s interview was at the University of Tasmania’s Domain 

campus (in Hobart city centre). Laura was in the final year of an education degree, and 

presented as a very calm and happy caregiver. She did not appear especially worried 

about her daughters’ feeding difficulties, nor the possible long-term impact, and 

appeared to be taking these matters in her stride. Her answers were succinct but 

complete.  

5.1.11 Melissa 

Melissa lives as a single parent in the small town of Sorell in southern Tasmania. She has 

two children, the eldest of whom (her daughter aged five) she identified as having a 

sensory-based feeding difficulty. Melissa works from home, but the interviewer did not 

ask in which industry. Melissa’s interview was at home. Melissa was quite tearful during 

her interview, and appeared to struggle to understand why her daughter finds food 

challenging. The interviewer provided considerable advice to Melissa following the 

interview, including possible referral sources in Southern Tasmania, including dietetics 

and occupational therapy. Melissa appeared extremely grateful for this support. 

5.1.12 Margaret 

Margaret lives in a suburb of Hobart. She is married with two children, the youngest of 

whom (her son aged six years) she identified as having a sensory-based feeding 

difficulty. Although not discussed, Margaret appeared to work as a legal professional. 

Margaret’s interview was at the University of Tasmania’s Domain campus. Margaret was 

very well presented and easy to engage in conversation. She became tearful prior to the 

formal interview, explaining that this emotion took her sometimes by surprise. She also 

informed the interviewer that participating in a research study was not something that 

she would normally do, but that she had felt she ought to. Margaret also explained that 

her husband is a professional chef, so they find their son’s feeding difficulties hard to 

understand. Margaret also reported that they had been successful in engaging relevant 

services for their son. 



57 

5.1.13 Rebecca 

Rebecca lives in a suburb of Hobart with her partner, who is stepfather to her two 

children, the youngest of whom (a son aged eight years) she identified as having a 

sensory-based feeding difficulty. He had also recently been diagnosed with autism 

spectrum disorder. Rebecca’s eldest child is 13 years older than her youngest. Rachel is 

a stay-at-home mother, and was  interviewed at her home. Rebecca reported a long 

history of global sensory defensiveness in her child and felt that his feeding had 

deteriorated from the age of two. Rebecca reported a keen interest in supporting local 

research, and informed the interviewer that her mother was also a participant in a 

University of Tasmania study. Rebecca appeared most worried about the long-term 

impacts of sensory-based feeding difficulties. She also appeared frustrated with her 

recent experience in accessing local therapy service.  

5.1.14 Ruby 

Ruby lives on a rural property in the remote North West of Tasmania with her husband 

and four children. She identified her second child as having a sensory-based feeding 

difficulty. He has also been diagnosed with autism spectrum disorder and attention 

deficit hyperactivity disorder. Ruby also disclosed to the interviewer that her family has 

a history of mental ill-health, with the eldest of her children diagnosed with an eating 

disorder. Ruby’s interview was at the University of Tasmania’s Cradle Coast campus. 

Ruby’s interview had a sense of “just getting on with it’, and indeed she was the only 

participant who did not discuss any emotional impact associated with her son’s sensory-

based feeding difficulty. Ruby and her son had had very little access to services during 

the course of his sensory-based feeding difficulty. Ruby’s son had an extremely limited 

diet and, as such, a referral to the local dietetics department was made following 

interview as a result of the difficulties described to the researcher during the 

interviewer.  

5.1.15 Sabrina 

Sabrina lives on a rural property an hour south of Hobart with her husband. She reported 

that several other families live on the same property. She has two children, the eldest 
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of whom (a daughter aged 4 years) she identified as having a sensory-based feeding 

difficulty. Sabrina disclosed a significant family history of mental ill-health, with several 

family members diagnosed with eating disorders. Sabrina appeared somewhat reserved 

to begin with. In turn, the interviewer attempted to build rapport rapidly. Sabrina 

remained softly spoken, though, and provided short answers throughout. It was difficult 

to get a true sense of the impact of a sensory-based feeding difficulty on Sabrina’s 

daughter and the wider family. However, it appeared that it was more closely related to 

her daughter’s physical appearance, as she spoke at several points about how her 

daughter appeared pale and underweight. 

5.2 Brief Review of Method 

The data collected during this study underwent three phases of analysis to ensure that 

the philosophical underpinnings of hermeneutic phenomenology were observed. As 

discussed in previous chapters, central to hermeneutic phenomenology is the concept 

of the hermeneutic circle, which holds that to understand a phenomenon, the 

researcher must first view the experience as a whole before breaking the experience 

into parts, then finally placing those parts back together to form the whole again 

(Laverty et al., 2003).  

In the context of this study, the hermeneutic circle was achieved as follows: 

1. Wholistic reading of all transcripts as single document; 

2. Wholistic reading of each transcript as a whole; and 

3. Selective reading of each transcript. 

Following each cycle of reading, the researcher’s thoughts and interpretations were 

summarised and are presented in the remainder of this chapter. 

5.3 Wholistic Reading 

5.3.1 Initial wholistic reading 

The initial wholistic reading of all transcripts identified many essential themes centred 

on the physical, psychological, and social impacts for children experiencing sensory-

based feeding difficulties. Additional essential themes that appeared less prominent in 
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initial wholistic reading were related to self-care and relationships. Caregivers’ also 

relayed difficulties in accessing services to support their children. The initial wholistic 

reading also identified that the impact of a sensory-based feeding difficulty extended 

beyond the child, with many caregivers reporting high levels of stress, shame, sadness, 

frustration, and fatigue. A sense of judgement from families and the wider community 

(including professional staff) was also evident.  

5.3.2 Wholistic reading of individual transcripts 

The findings of the wholistic reading of each transcript will be presented in tables for 

ease of review, with both overarching and essential themes included, followed by a 

written summary. 

5.3.3 Anita 

Table 2. Themes from Interview with Anita 

Overarching Themes Essential Themes 

Feeding History Restricted diet 

Baby-led weaning 

Family Connections  

Mealtimes Making multiple meals 

Meltdowns 

Self-Care  

Relationships Negative impact on parental relationship 

Negative impact on parent–grandparent relationship 

Physical Impact on Child Impact on appearance 

Reduced weight gain 

Constipation 

Reduced immunity 

Psychological Impact on Child Anxiety 

Desire to please 

Social Impact on Child Fruit break 

Play dates 

Peer pressure 

School holiday program 

Social Impact on Family Reduced participation in meals outside the home 

Limited use of restaurants 

Emotional Impact on Caregiver Judgment 

Embarrassment 
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Shame 

Self-blame 

Access to Services Limited access to services 

Use of Google 

Unsupportive school 

Anita’s interview revealed many essential themes. She initially focused on relating her 

experiences of family mealtimes, and, more broadly, about how mealtimes were 

affected in other environments. She reported frequent meltdowns at mealtimes, and 

concerns that her daughter was eating only unhealthy foods. She also reported that it 

was not uncommon for her to cook several meals per night to meet the needs of her 

daughter and other family members. She discussed the difficulties she and her husband 

had when parenting their daughter around mealtime behaviours, and how their 

parenting style frequently differed, which sometimes led to conflict between them. At 

several points, Anita discussed the impact that her daughter’s sensory-based feeding 

difficulty had on her relationship with her own mother. She reported feeling judged by 

her mother, who provided her with unhelpful advice. Anita conveyed concerns about 

her daughter’s weight, immunity and physical appearance. She also reported a history 

of constipation. Anita felt that her child had higher levels of anxiety than would be 

typical for her age, and that her daughter’s sensory-based feeding difficulties reduced 

her willingness to attend typical events of childhood, such as school holiday programs 

and play dates. Further, Anita reported the wider social impact of her daughter’s 

sensory-based feeding difficulty; the family frequently avoided meals outside the home, 

even at close family members’ homes and restaurants. Anita discussed her daughter’s 

strong desire to please those around her, and that this often led to her daughter forcing 

herself to taste non-preferred foods, which would result in gagging and vomiting. Anita 

spoke at length about the embarrassment she felt when supporting her child in settings 

outside home. She shared feelings of judgement, shame and self-blame. She has 

struggled to access services and felt that her child’s school had been less than 

supportive.  
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5.3.4 Abigail 

Table 3. Themes from Interview with Abigail 

Overarching Themes Essential Themes 

Feeding History Difficulties transitioning to solids 

Baby-led weaning 

Family Connections Father has sensory-based feeding difficulties 

Mealtimes Gagging 

Vomiting 

Deconstruction of food 

Meltdowns 

Self-care Difficulties dressing 

Difficulties bathing 

Relationships  

Physical Impact on Child Illness 

Reduced Weight Gain 

Constipation 

Hospitalisation 

Use of supplements 

Psychological Impact on Child Anxiety 

Social Impact on Child Birthday parties 

Social Impact on Family Reduced participation in meals outside the home 

Limited use of restaurants 

Emotional Impact on Caregiver Isolation 

Frustration 

Self-blame 

Loneliness 

Access to Services Limited access to services 

Use of Google 

Abigail disclosed a long history living with her son’s sensory-based feeding disorder. He 

had difficulties transitioning to solids as an infant, which also led to an early history of 

poor weight gain. In an attempt to support her son to transition successfully to solids, 

Abigail used a baby-led weaning approach. Her son was nearly 18 months old before he 

was able to accept solid foods. Abigail discussed a long and traumatic feeding history, 

with her son vomiting at most mealtimes, and frequent admissions to hospital. Abigail 

reported that he continued to gag and vomit at age four. She spoke at length about the 

mealtime strategies she has attempted to support her son, including deconstructing 
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food, providing crunchy textures only, experimentation with food, negotiation, and 

using positive reinforcement. She discussed how difficult these strategies had been to 

implement, as she was acutely aware of the need to maintain her son’s trust during 

mealtimes. In addition to gagging and vomiting during mealtimes, Abigail also reported 

that her son frequently experienced meltdowns. He also reportedly had difficulties in 

several domains of self-care, including bathing and dressing.  

Abigail described a supportive and positive relationship with her husband. During the 

interview, she began to draw some similarities between her son’s feeding difficulties 

and her husband’s food preferences. She discussed how she attempts to support her 

son’s nutrition by providing him with daily multi-vitamin supplements. She also recalled 

that her son had a history of constipation. Abigail reported that her son experienced 

higher levels of anxiety than she would expect for his age. He was also reluctant to 

engage in typical events of childhood, including birthday parties. Abigail shared that the 

family commonly avoided social events and meals outside the home due to their son’s 

feeding difficulty. Abigail discussed very early in the interview her feeling of self-blame 

in relation to her son’s feeding difficulty. She reported some personal experience of 

working with people with special needs but that this had not assisted her in securing 

services to support her son. Abigail also disclosed feelings of loneliness and frustration.  
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5.3.5 Caitlin 

Table 4. Themes from Interview with Caitlin 

Overarching Themes Essential Themes 

Feeding History Gagging 

Restricted diet 

Family Connections Sibling also has sensory-based feeding difficulty 

Mealtimes Eats alone 

Multiple meals 

Deconstruction of food 

Food temperature 

Self-care Difficulties with personal hygiene 

Difficulties dressing 

Relationships Negative impact on parental relationship 

Physical Impact on Child  

Psychological Impact on Child Anxiety 

Social Impact on Child Eating alone 

Social Impact on Family Reduced participation in meals outside the home 

Reduced participation in family gatherings 

Emotional Impact on Caregiver Judgement 

Access to Services  

Caitlin initially spoke of her keen desire not to repeat the mistakes she had made with 

her eldest son, who she had also reported as having a sensory-based feeding difficulty. 

Caitlin discussed her son’s feeding patterns and reported high levels of jagging. She 

discussed her concerns with what she referred to as his “junky” foods. She reported that 

she also frequently made three meals to meet the needs of all family members, and 

often had to deconstruct food for her son to tolerate it. Caitlin shared that her son often 

preferred to eat alone—both at home and at day-care. Caitlin reflected that her 

husband’s approach to food and feeding differed from hers. She found herself 

frequently talking to her husband about needing “to set an example” as her husband 

would often also just eat “junky foods”. Caitlin did not identify any obvious impacts on 

her son’s current physical health and wellbeing, but did discuss his difficulties managing 

dressing and personal hygiene. Caitlin said she felt that her son had higher levels of 

anxiety than she would expect for his age. Caitlin described how her family often 

avoided family mealtimes and gatherings outside home. She also reported feelings of 

judgement, particularly from professional staff. 
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5.3.6 Eleanor 

Table 5. Themes from Interview with Eleanor 

Overarching Themes Essential Themes 

Feeding History Continued use of bottle feeding 

Jagging 

Fluctuating appetite 

Restricted diet 

Family Connections  

Mealtimes Food refusal 

Self-Care Difficulties with personal hygiene 

Relationships Positive influence of siblings 

Physical Impact on Child Illness 

Iron deficiency 

Constipation 

Increased weight gain 

Psychological Impact on Child  

Social Impact on Child  

Social Impact on Family  

Emotional Impact on Caregiver Fatigue 

Exhaustion 

Stress 

Frustration 

Judgement 

Access to Services Positive access 

Eleanor’s interview was generally more positive than most of the other participants. 

However, she initially spoke about how stressful she found mealtimes. She reported that 

her son continued to use a bottle to drink large volumes of milk to compensate for his 

sensory-based feeding difficulty, despite him being four years old. She also discussed 

the ongoing loss of foods from her son’s diet and that he often refused new or different 

foods. Eleanor spoke about the many physical impacts that she had witnessed in her son 

that she felt were due to his sensory-based feeding difficulty. She reported a history of 

constipation, iron deficiency and weight gain due to increased volumes of calorie-dense 

foods. Eleanor did not identify any psychological or social impacts of sensory-based 

feeding difficulty for her son. She also did not disclose any wider social impacts on her 

family. Eleanor, like most other caregivers in this study, did speak at length about the 
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emotional impact of her son’s feeding difficulty on her. She discussed feelings of 

frustration, stress, fatigue, exhaustion and judgement. 

5.3.7 Felicity 

Table 6. Themes from Interview with Felicity 

Overarching Themes Essential Themes 

Feeding History Restricted diet 

Difficulties transitioning to solids 

Family Connections Father also has sensory-based feeding difficulty 

Mealtimes Limited family mealtimes 

Self-Care  

Relationships  

Physical Impact on Child Constipation 

Hospitalisation 

Psychological Impact on Child Anxiety 

Behaviour 

Social Impact on Child Birthday parties 

Social Impact on Family Reduced participation in meals outside the home 

Reduced participation in family gatherings 

Emotional Impact on Caregiver Fatigue 

Despair 

Frustration 

Judgement 

Demoralisation 

Access to Services Limited access 

Supportive school 

Felicity’s interview focused heavily on themes associated with the social and emotional 

impact on the family and caregiver. She initially discussed her son’s early feeding history, 

reporting the difficulties that he experienced in transitioning to solids as an infant. She 

recalled a lifetime of feeding difficulties and a very restricted diet, and reported that her 

son remained a very messy eater, “like a toddler”. She disclosed the stress of mealtimes 

and that family mealtimes were often avoided at home. Felicity discussed the 

connection she perceived between her son and his father, who also had food challenges. 

She spoke about the physical and psychological impacts that she saw on her son, 

including chronic constipation and hospitalisation for this condition. She described the 

higher levels of anxiety her son experienced and that she felt that his behaviour has 
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been significantly impacted by his sensory-based feeding difficulties. Felicity spoke 

about the greater impact on herself and the family in terms of social isolation. She 

reported that the family avoids birthday parties, family gatherings and meals outside 

home. Felicity described the emotional impact her son’s sensory-based feeding difficulty 

had on her, reporting feelings of fatigue, despair and frustration. She explained that her 

frequent attempts to improve her son’s feeding repertoire and his resistance caused her 

to feel demoralised. Felicity also reported feelings of judgement by family members and 

the wider community. She explained that whilst her son was attending a very supportive 

school, she continued to have difficulties accessing appropriate feeding therapy services 

for him.  

5.3.8 Jane 

Table 7. Themes from Interview with Jane 

Overarching Themes Essential Themes 

Feeding History Restricted diet 

High sugar intake 

Failure to thrive 

Family Connections  

Mealtimes Multiple meals 

Packaging 

Meltdowns 

Self-Care Difficulties with personal hygiene 

Difficulties dressing 

Difficulties bathing 

Relationships Negative sibling relationship 

Physical Impact on Child Constipation 

Hospitalisation 

Iron deficiency 

Psychological Impact on Child Anxiety 

Mood 

Social Impact on Child  

Social Impact on Family Reduced participation in meals outside the home 

Limited use of restaurants 

Emotional Impact on Caregiver Judgement 

Access to Services Lack of knowledge of professionals 

Good access  

Unsupportive school 
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Jane described a long history of feeding difficulties for her daughter. She reported an 

early history of failure to thrive and repeated hospitalisations for this condition. She 

discussed her concerns regarding her daughter’s high-sugar diet and reported very 

limited range in her diet. Jane discussed the role of packaging in food presentations, 

explaining that if a brand changed packaging, then her daughter would no longer accept 

that food. She further explained that she would often buy in bulk, in case a packaging 

change did occur. Jane spoke about cooking multiple meals to support her family, and 

reported frequent meltdowns during family meals. Jane also described how her 

daughter’s sensory-based feeding difficulties negatively influenced the feeding of her 

other children. She spoke about other aspects of her daughter’s self-care that she also 

found challenging, including dressing, bathing and personal hygiene. Jane spoke about 

the impact of her daughter’s sensory-based feeding difficulty on her daughter’s physical 

wellbeing, including a history of constipation and iron deficiency. She reported that her 

daughter’s psychological wellbeing was also impacted, with her mood influenced by 

daily food intake. She also reported high levels of anxiety around food. Jane described a 

reluctance to attend meals outside the family home, and that the family rarely visited 

restaurants. Jane spent a long time discussing the role of school in supporting/not 

supporting her daughter’s feeding difficulties. She explained how she often felt judged 

and that she frequently had to “educate” the professionals about her daughter’s 

sensory-based feeding difficulties. Jane described generally good access to therapy 

services, but felt that most had not provided her daughter with the support she 

required.   
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5.3.9 Judith 

Table 8. Themes from Interview with Judith 

Overarching Themes Essential Themes 

Feeding History Restricted diet 

Jagging 

Bottle use 

Family Connections  

Mealtimes Meltdowns 

Food temperature 

Multiple meals 

Packaging 

Self-Care Difficulties bathing 

Difficulties with personal hygiene 

Relationships  

Physical Impact on Child Constipation 

Diarrhea 

Eczema 

Psychological Impact on Child  

Social Impact on Child  

Social Impact on Family Reduced participation in meals outside the home 

Emotional Impact on Caregiver Judgement 

Access to Services Good access 

Judith and her husband spent time describing mealtimes for their son. They reported a 

long history of feeding difficulties and explained that even now their son continues to 

use a bottle to drink from, as he has been unable to change to something different. They 

reported that that it is not uncommon for them to make multiple meals in an attempt 

to have their son accept a reasonable volume of food at mealtimes. Judith discussed 

how she always has a “backup” which she will use if all else fails. Judith and her husband 

described how their son would not eat hot or cold foods, and that all food needed to be 

served at room temperature. They also spoke about the role of packaging in their son’s 

acceptance of food, and reported that he continued to use only his fingers to eat. Judith 

and her husband reported that their son also had difficulties with other domains of self-

care, including bathing and personal hygiene. They spoke of the impact on their son’s 

physical health and wellbeing, with reports of constipation, diarrhea and eczema. Judith 

and her husband reported reduced participation in meals outside the home. They also 
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spoke of the feelings of judgement they often experienced when dealing with health 

professionals. Judith and her husband reported good access to therapy services, but that 

their son’s feeding performance had not improved.  

5.3.10 Janelle 

Table 9. Themes from Interview with Janelle 

Overarching Themes Essential Themes 

Feeding History Restricted diet 

Family Connections  

Mealtimes Force feeding 

Self-care Difficulties with personal hygiene 

Difficulties taking medication 

Sleep impacted 

Relationships  

Physical Impact on Child Constipation 

Psychological Impact on Child Mood 

Social Impact on Child  

Social Impact on Family  

Emotional Impact on Caregiver Judgement 

Frustration 

Isolation 

Overwhelmed 

Access to Services Knowledge of professionals 

Good access to general services 

Use of Google 

Supportive school 

Janelle briefly described the early history of her son’s feeding difficulties, reporting an 

extended period of restricted intake. She discussed her own beliefs about food and 

explained how challenging it had been for her to watch her son waste food. She also 

spoke of times that she had attempted to force-feed her son. She described this 

technique as unsuccessful, leading to high levels of distress for both her and her son. 

She explained how she felt that her son’s sensory-based feeding difficulty had also 

resulted in frequent constipation and changes in his mood. Janelle mentioned how her 

son’s sleep was significantly harmed by his sensory-based feeding difficulty. She told me 

that when he did not consume enough at his evening meal he would not sleep for most 
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of the night. This would, in turn, affect both his and Janelle’s ability to participate in 

school and work the next day. Janelle spoke about how her son also had difficulties with 

personal hygiene and taking medication. Janelle did not discuss any social impacts for 

either her son or her family, but described many emotional impacts for her. She 

frequently used the term “trigger” when describing his feeding difficulties. When asked 

what she meant by this, she reported that his difficulties created higher levels of anxiety 

in her. She described how she often felt overwhelmed and isolated, but continued to 

find knowledgeable professional supports to be lacking, despite being engaged with an 

occupational therapist. Janelle described feeling well-supported by her son’s school, and 

how she and her husband had sought out that school based on its reputation. She 

explained that she does not mind the long drive to the school because she felt that it 

was right for her son.  

5.3.11 Lauren 

Table 10. Themes from Interview with Lauren 

Overarching Themes Essential Themes 

Feeding History Restricted diet 

Jagging 

Family Connections  

Mealtimes Consideration of utensils/plates 

Colour of food 

Self-care Difficulties dressing 

Difficulties with personal hygiene 

Relationships Father–child relationship impacted 

Physical Impact on Child Taking supplements 

Constipation 

Illness 

Psychological Impact on Child Anxiety 

Social Impact on Child Birthday parties 

Social Impact on Family Reduced participation in meals outside the home 

Limited use of restaurants 

Emotional Impact on Caregiver Judgement 

Access to Services Supportive school 

Limited access to services 
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Lauren reported a long history of reduced food intake. She also spoke of frequent 

jagging of foods. She described that it also was not always just about the texture of food, 

but that her son could be heavily influenced by the colour of the food, and also by the 

presentation of the food on different plates and cutlery. She explained how mealtimes 

were difficult for the whole family, but that her husband found it particularly 

challenging. Lauren described how she worried about what mealtimes would look like 

for her son and husband in coming months, as she was changing jobs and would not be 

at home for the evening meal. Lauren explained that her son had difficulties with other 

areas of self-care, including dressing and personal hygiene. She described higher levels 

of illness for her son than she would expect, and mentioned that he had a history of 

constipation. Lauren was currently providing her son with daily multi-vitamin 

supplements to ensure against malnourishment. Lauren reported that her son never 

attended birthday parties or meals outside the home, even those of family members. 

She explained that the family rarely attended restaurants. Lauren described high levels 

of judgement from both family members and the community. She explained that her 

son’s school had been very supportive of her son’s needs, but that she continued to 

struggle to access appropriate feeding therapy services.   
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5.3.12 Laura 

Table 11. Themes from Interview with Laura 

Overarching Themes Essential Themes 

Feeding History Restricted diet 

Jagging 

Family Connections  

Mealtimes Cooking multiple meals 

Gagging 

Meltdowns 

Self-care Difficulties dressing 

Difficulties with personal hygiene 

Relationships Negative impact on parental relationship 

Negative impact on grandparent–parent relationship 

Physical Impact on Child Iron deficiency 

Vitamin D deficiency 

Energy 

Psychological Impact on Child Anxiety 

Mood 

Desire to please 

Social Impact on Child School camp 

Peer Pressure 

Social Impact on Family Reduced attendance at restaurants 

Emotional Impact on Caregiver Judgement 

Frustration 

Shame 

Access to Services Knowledge of health professionals 

Non-supportive school 

Reduced access 

Laura described a long history of restricted intake and frequent jagging. She described 

mealtimes as challenging, as she has two daughters, both with differing sensory-based 

feeding difficulties. She explained that most mealtimes resulted in periods of gagging 

for one of her daughters, and often led to meltdowns. She reported that sometimes 

even the smell of the meals would result in food refusal. In an attempt to manage the 

needs of her entire family, she often made multiple meals. She found it difficult to accept 

the additional waste that came with food refusal. Laura went on to speak about her 

daughters also finding other aspects of self-care difficult, including dressing and 
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personal hygiene. Both of her daughters are considered iron and vitamin D deficient, 

and both are taking daily supplements to deal with this. Laura described her daughters 

both having lower levels of energy than her third daughter, who does not have a 

sensory-based feeding difficulty. She also explained that she felt their mood was also 

impacted. She went on to describe the social impact, particularly on her elder daughter, 

who was reluctant to attend social events such as school camps. Her elder daughter is 

now not eating at school, having transitioned to high school this year. She was not sure 

if this was directly related to her sensory-based feeding difficulty or to being a teenage 

girl. Laura spoke at length about feelings of judgement, especially from her parents. She 

explained that they often attempted their own methods to coax the girls to eat, but 

these methods inevitably failed. Laura also described her own feelings of shame and 

frustration at trying to manage her daughters’ sensory-based feeding difficulties. She 

felt she was “harder” on her elder daughter initially as she did not understand what was 

happening. She explained her attempts to seek professional support, but the 

professionals she had managed to access did not seem to understand her daughter’s 

sensory-based feeding difficulties.   
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5.3.13 Melissa 

Table 12. Themes from Interview with Melissa 

Overarching Themes Essential Themes 

Feeding History Restricted diet 

Difficulties transitioning to solids 

Family Connections  

Mealtimes Length of mealtimes 

Multiple meals 

Self-care Difficulties with personal hygiene 

Relationships Negative impact on brother’s mealtime habits 

Negative impact on child–cousin relationship 

Negative impact on child–grandfather relationship 

Physical Impact on Child Illness 

Increased weight gain 

Vitamin supplements 

Appearance 

Psychological Impact on Child Anxiety 

Self esteem 

Social Impact on Child Peer Pressure 

Social Impact on Family  

Emotional Impact on Caregiver Deflation 

Stress 

Worry 

Access to Services Knowledge of health professionals 

Reduced access to services 

Use of Google 

Melissa explained how her daughter’s feeding difficulties had been apparent from 

infancy and that she struggled to transition her to solid foods. She reported an ongoing 

reduction in dietary variety. Melissa spoke about making multiple meals for her family, 

and how mealtimes extended well beyond what she felt was normal. Melissa described 

in detail the impact of her daughter’s sensory-based feeding difficulties on her 

relationships with those around her: the frustration of Melissa’s father when having a 

meal or snack with their daughter; how her cousins had also expressed annoyance at 

her daughter’s reluctance to eat certain foods. Melissa expressed concern that her 

daughter’s sensory-based feeding difficulty may have a negative effect on her younger 

son who, at the time of interview, was beginning to display signs of reduced acceptance 
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of food as well. Melissa was also concerned about her daughter’s current weight, and 

felt that she was probably overweight, probably due to her food preferences. Melissa 

also described higher levels of illness than she would expect, and raised concerns with 

her daughter’s very pale appearance, saying she was not sure if this was related to her 

sensory-based feeding difficulty. In an attempt to ensure her daughter’s nutrition needs 

were met, Melissa was giving her daughter daily multi-vitamin supplements. Melissa 

reported high levels of anxiety in her daughter, especially in relation to food and 

mealtimes. Her daughter worried about evening mealtimes from the time she was 

collected from school, frequently asking her mother “What’s for dinner?” Melissa 

described her daughter as always wanting to please those around her, and felt that her 

inability to do so in relation to mealtimes was damaging her self-esteem. Melissa 

described her own feelings of worry, stress and deflation at being unable to assist her 

daughter. She reported that her attempts to access services had been unsuccessful, with 

most health professionals not understanding her daughter’s sensory-based feeding 

difficulty.  
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5.3.14 Margaret 

Table 13. Themes from Interview with Margaret 

Overarching Themes Essential Themes 

Feeding History Restricted diet 

Family Connections  

Mealtimes Meltdowns 

Packaging 

Self-care Sleep impacted 

Difficulties with personal hygiene 

Difficulties dressing 

Relationships Suspicion of parents 

Physical Impact on Child Vitamin supplements 

Psychological Impact on Child Anxiety 

Social Impact on Child Birthday parties 

Social Impact on Family Reduced participation in meals outside the home 

Reduced use of restaurants 

Reduced attendance at family holidays 

Emotional Impact on Caregiver Stress 

Judgment 

Embarrassment 

Frustration 

Shame 

Sadness 

Access to Services Differing experiences of school depending on teacher 

Knowledge of health professionals 

Margaret described her son’s sensory-based feeding difficulty and reported a very 

restricted variety of foods. She spoke of meltdowns at mealtimes and the influence of 

packaging on her son’s capacity to accept foods. She also described her son’s suspicion 

of his parents in terms of foods, and whether his parents had attempted to hide non-

preferred foods in his preferred foods. Her son had difficulties managing other domains 

of self-care, including dressing and personal hygiene. Her son’s sleep had also been 

affected if he had not consumed adequate amounts of food. To support her son’s 

nutrition, Margaret provided him with daily multi-vitamin supplements. She did not 

describe any obvious impact on her son’s physical health and wellbeing, but he was 

anxious about food, and avoided events that are part of childhood, including birthday 

parties. Margaret went on to say that, in addition to the social impact for her son, the 
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entire family were affected socially, Withdrawing from shared extended family holidays, 

and reducing participation in meals outside the home. The family avoided restaurants. 

Throughout her interview, Margaret repeatedly talked about the emotional impact her 

son’s feeding difficulty had had on her. She described feelings of shame, sadness and 

embarrassment. She felt judged by family and strangers, and was very conscious of what 

foods were in her trolley at the supermarket and how others perceived her purchases. 

She didn’t want to be regarded as “that parent that’s feeding her kid unhealthy stuff”. 

She also reported feeling frustrated with her son’s sensory-based feeding difficulties. 

She explained that her experience with her son’s school varied between teachers; 

sometimes they were positive and sometimes she felt that she was spoken to in a 

condescending manner by teachers who did not understand her son’s sensory-based 

feeding difficulty. Margaret also explained that the health professionals who she had 

spoken to about her son’s feeding difficulty had differing levels of knowledge and 

provided conflicting advice.  



78 

5.3.15 Rebecca 

Table 14. Themes from Interview with Rebecca 

Overarching Themes Essential Themes 

Feeding History Restricted diet 

Food regression at two years of age 

Family Connections  

Mealtimes Food separation 

Length of mealtimes 

Gagging 

Meltdowns 

Self-care Difficulties with personal hygiene 

Difficulties with dressing 

Sleep impacted 

Relationships Negative impact on sibling relationship 

Physical Impact on Child Headaches 

Constipation 

Hospitalisation 

Psychological Impact on Child Mood 

Anxiety 

Learning 

Social Impact on Child Eats alone 

Social Impact on Family Family holidays 

Emotional Impact on Caregiver Lack of support from family 

Access to Services Reduced access to services 

Rebecca explained that her son had eaten well as an infant, and that he only began to 

show signs of sensory-based feeding difficulty at the age of two. From then, mealtimes 

became very challenging, with her son frequently gagging when attempting to eat. She 

reported that mealtimes often led to meltdowns, that mealtimes were long, and that 

her son now generally ate by himself, after she and other family members had left the 

table. Rebecca described how her son also found other activities of self-care difficult, 

including dressing and personal hygiene. Her son’s sleep would be impacted if he had 

not eaten well during the day. She reported that her son’s sister, who is much older, 

gets very frustrated with him during mealtimes, and cannot understand why he will not 

eat. Rebecca described a history of constipation that had previously led to 

hospitalisation. Her son experienced frequent headaches, and she was not sure if this 
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was related to his sensory-based feeding difficulty. Rebecca was concerned about the 

impact of her son’s sensory-based feeding difficulty on his mood and capacity to learn 

at school. She described high levels of anxiety around mealtimes and more generally. 

Rebecca reported that her son’s sensory-based feeding difficulty did not stop them 

socially but that they always had to plan more to attend activities such as family 

holidays. She felt she did not get a lot of support from her extended family. Rebecca 

spent a lot of time talking about her experience accessing services for her son, and 

explained that she still had not received the support they needed.  

5.3.16 Ruby 

Table 15. Themes from Interview with Ruby 

Overarching Themes Essential Themes 

Feeding History Restricted diet 

Jagging 

Family Connections Sibling eating disorder 

Mealtimes Packaging 

Self-care Difficulties with personal hygiene 

Difficulties dressing 

Relationships  

Physical Impact on Child Constipation 

Physical appearance 

Reduced weight gain 

Psychological Impact on Child Anxiety 

Social Impact on Child  

Social Impact on Family Reduced participation in meals outside the home 

Emotional Impact on Caregiver  

Access to Services Reduced access to services 

Ruby described her son as having a very restricted diet and a history of frequently 

dropping foods from his diet. She explained that he was heavily influenced by food 

packaging, and would refuse to eat a food if the packaging had changed. Her son would 

prefer to snack all day than to eat larger amounts at mealtimes. Food was generally 

challenging in her family, as she has another son who has been diagnosed with an eating 

disorder. Ruby spoke about her son’s difficulties with other domains of self-care, 

including dressing and personal hygiene. He is also reluctant to have blood taken. She 

described a history of constipation which at times would impact her son’s ability to 
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attend school. She raised concerns about her son’s physical appearance, sharing that he 

had “big bags, like he’s got black bags under his eyes” and that this led her to wonder if 

he was malnourished. She felt her son was under-weight for his age. She reported being 

unable to entice him to take multi-vitamin supplements and did not know what else she 

could do to support his physical needs. Ruby discussed her son’s high levels of anxiety, 

both generally and in relation to food. She did not feel that his sensory-based feeding 

difficulty affected him socially, but that the wider family reduced their participation in 

meals outside the home. Ruby was the only participant not to describe any emotional 

impact from her son’s difficulties. She did mention having not yet accessed appropriate 

support services. 

5.3.17 Sabrina 

Table 16. Themes from Interview with Sabrina 

Overarching Themes Essential Themes 

Feeding History Restricted diet 

Lost foods at two years of age 

Family Connections Maternal eating disorder 

Mealtimes Meltdowns 

Self-care Difficulties with personal hygiene 

Relationships Child–parent relationship-trust 

Physical Impact on Child Reduced weight gain 

Appearance 

Energy 

Vitamin supplements 

Psychological Impact on Child Hiding to eat 

Social Impact on Child  

Social Impact on Family Reduced participation in meals outside the home 

Emotional Impact on Caregiver Stress 

Access to Services Reduced access to services 

Supportive school 

Sabrina described her daughter as having a restricted diet, but that this had only begun 

when her daughter was about two-and-a-half years old. Prior to that she had been a 

“really good” eater. Mealtimes were challenging, with the night before the interview 

having included an hour of screaming because she served food on the wrong plate. 

Sabrina also reported that her daughter only accepted small amounts of food during 
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mealtimes. Sabrina spoke about the trust required to maintain a healthy feeding 

relationship with her daughter. Her daughter frequently preferred to eat alone, 

sometimes hiding to do so. Her daughter and several of her siblings had previously been 

diagnosed with eating disorders. Her daughter also found activities associated with 

personal hygiene difficult. Sabrina raised several concerns in relation to her daughter’s 

physical health and wellbeing, including her physical appearance, reduced weight, and 

low energy levels. She explained that her daughter often required a nap during the day 

after playing with others. She gave her daughter multi-vitamin supplements. Sabrina did 

not raise any concerns about her daughter’s psychological and social health and 

wellbeing, but also explained that she and her family often just accommodated her 

daughter’s needs, thereby reducing the stress. She reported that they often invite family 

and friends over, rather than visit others. Sabrina spoke several times about the stress 

associated with providing care for a child with sensory-based feeding difficulties. Sabrina 

told of her daughter’s very supportive school and explained how the school provided 

meals to all students. She had not had any reports from the school that her daughter 

was not managing these meals, and so understood this to be a positive experience for 

her daughter. Sabrina, like many other participants, mentioned difficulties in accessing 

feeding therapy services.  

5.3.18 Informing selective reading 

The wholistic reading of individual transcripts assisted in the development of the codes 

required for the selective reading. The second phase of wholistic reading also assisted 

in developing initial interpretations of what it means to experience a sensory-based 

feeding difficulty, and the wider impact of this on the family from the perspective of the 

caregiver. 

5.4 Selective Reading 

Codes for the selective reading of the interview transcripts were developed following 

the wholistic reading and reflected the themes already identified during the first and 

second rounds of analysis. These codes/essential themes are presented below, along 

with the associated overarching theme: 
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1. Feeding History; 

2. Family Connections; 

3. Mealtimes; 

4. Self-care; 

5. Relationships; 

6. Physical Impact on Child; 

7. Psychological Impact on Child; 

8. Social Impact on Child; 

9. Social Impact on Family; 

10. Emotional Impact on Caregiver; and 

11. Access to Services. 

Each overarching theme has between two and eight essential themes associated with 

it. The individual findings associated with each overarching theme will now be presented 

in detail, with excerpts from the interview transcripts presented to support the 

associated findings. 

5.4.1 Overarching Theme 1: Feeding History 

Table 17. Overarching Theme-Feeding History 

Overarching Theme: Feeding History 

1. Transition to solids 

2. Failure to Thrive 

3. Early food regression 

4. Baby-led weaning 

5. Restricted diet 

6. Jagging 

7. Bottle use 

8. Gagging and vomiting 

Many of the caregivers spoke about their child’s early and current feeding history.   
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Transition to Solids 

Abigail shared her experience:  

Well, I think it happened from the start, from day dot, when we first started him 

on food. I guess they always tell you to start them off on the very liquidy sort of 

baby rice stuff, and he couldn’t even have that. So, we sort of patiently waited. We 

kept trying and trying and nothing was really helping.  

She went on to explain the breakthrough that they had at around 18 months: 

And then I think we made a breakthrough in that he would only eat custards, so 

chocolate custard, and then also mashed up banana, and then that was it for 18 

months—oh, until he was about 18 months, sorry. And then we started slowly 

introducing other foods, but we’ve always had the same issue with specific foods 

and it tends to be the really starchy, like potato, pumpkin, that’s the biggest one, 

or anything that grows incredibly soggy in the mouth. 

Failure to Thrive 

Jane also reported a very early history of feeding difficulty with her daughter diagnosed 

with failure to thrive in early infancy following several hospital admissions: 

I mean, more hospital admissions when she was a baby [than] you can poke a stick 

at, because she was actually diagnosed as failure to thrive at seven months old 

after many, many hospital admissions. 

She went on to say that her daughter would accept only liquid foods until she was two 

years old: 

… her staple foods until she was two were yoghurt, custard, milk of course, really 

sloppy potatoes. So that was the consistency of the food, and if it had, she’d tell 

me, “The yoghurts got lumps, mum,” and I'd be like, “Oh, I'm so sorry.” So I’d give 

it a shake and she'd be able to eat it and she’d just go through phases where she 

couldn't tolerate the fruit chunks.  

Early Food Regression 

Melissa’s experience with her daughter’s early feeding history was somewhat different 

from that of Abigail and Jane, as initially her daughter had eaten well until at the age of 

“10-and-a-half months was when she started refusing food that she had previously 

eaten.” 
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This was somewhat similar to the experiences of Rebecca and Sabrina, who also both 

reported that their children initially ate well before the difficulties began at around age 

two. Rebecca reported: 

So he was a really good eater. Up to probably the age of two, he used to eat 

everything, takes capsicum off when I was chopping it up, and mushrooms and 

everything and then it just all went off, totally off.  

Sabrina’s account was similar in that her daughter her also initially ate well. She 

explained that “she hasn't always been a non-eater. She was a really good eater until 

she was about two and a half, and then she just stopped eating all together.” 

Baby-led Weaning 

Two caregivers, Abigail and Anita, spoke of their attempts at baby-led weaning to 

support their children’s transition to solids. Anita explained that this process had been 

successful and that her daughter’s feeding difficulties did not become apparent until 

after she had transitioned to solids:  

I did baby-led weaning with her at six months, and she was great. Ate everything. 

No issues whatsoever. And when the eating problem started, that's when it 

started to change.  

This experience of baby-led weaning was quite different from Abigail’s, who 

unsuccessfully attempted this intervention on the recommendation of a speech 

pathologist: 

We got to see a speech therapist, I think after he was about one and they were 

saying a lot with—they recommended a lot of the baby-led weaning, so we try to 

do a lot of that. We did a bit of a combination of the purees, of everything, but 

nothing was working. 

Restricted Diet 

Several caregivers provided insight on the current limitations in their children’s feeding 

capacity, with several reporting the number of foods that their children could tolerate. 

Both Ruby and Lauren reported fewer than 15 foods. Ruby reported that, “He’s probably 

got about—I’ll be generous and I’ll say 10”, while Lauren reported a slightly higher 

number of foods: “Probably 10 to 15, tops. It varies by what kind of mood he is in. He 

goes through stages that he won't eat it anymore for a while, and then we'll have to find 
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something that he will eat”. Jane’s experience of the number of foods her daughter 

would consume was initially slightly more positive: “I think we had a list of about 25 to 

30 foods that she would eat. But then she went on to say “Now we’ve chopped that in 

half and that’s on a really good day.”  

Jagging 

The loss of foods, as reported by Jane, was a common theme in other families. In 

professional terms, this is referred to as ‘food jagging’. This occurs when a child has 

eaten the same food too many times and will no longer accept it. In children with 

sensory-based feeding difficulties, this presents a significant risk, as it generally leads to 

further subsequent food loss. Caitlin described this experience: “He goes off them, so he 

might eat them and then he won't eat them for a while. Like Twisties, he liked them a 

few weeks ago. He doesn’t like them anymore.” 

This was similar to the descriptions provided by both Lauren and Laura. Lauren said: “He 

goes through stages that he won't eat it anymore for a while, and then we'll have to find 

something that he will eat.” 

Laura’s description was more detailed, and provided some insight into her attempt to 

understand what was happening for her daughter: 

We find with her though, it’s very—I don’t know if it’s the same thing as the oldest 

one that once she’s had a slimy or the wrong texture, she goes off it, because she 

does oscillate with foods, like at the moment, she’s eating ham, but she hadn’t 

eaten it for a long time. And so she goes through phases with food. So, they’re 

okay, but whenever she’s eating anything, I think there’s only a handful of things 

she’s eating at that time. And I feel there’s a sense that maybe she gets sick of it.  

Judith spoke on several occasions about both her son’s tendency to drop foods and also 

the lengths that she will go to to ensure he has access to his preferred foods:  

We get to a phase of loving chicken nuggets and then it stopped, and it was 

constantly hot chips, then stopped, and went through, after Christmas, roast 

potatoes and boiled potatoes, and wanting just that, and then it stopped, but I 

have a fall-back a veggie cake I make, chickpea and mixed veggies in like a 

brownie new slice, that's the fall-back.  
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And chocolate biscuits as well, and little dairy-free ones because I have to get 

them from WA—I suppose I could get them from Launceston if I went into a health 

shop and bought them, so I bought six boxes and now he doesn’t want them. 

He used to like the chicken crimpy but then he went off them, because I was giving 

him them as well.  

Ruby also spoke at length about her experiences with food jagging. She explained that:  

… it’s about finding the right food that he will want to eat [laughs]. If he doesn’t 

want to, he won’t. Yeah, so it’s been a little bit of trial and error but not a lot 

because there’s not a lot he would wanna try. So, when we find something, that’s 

what we have but then we find that, down the track, “I don’t want that one 

anymore because I’ve had it too much… So then we’re down a food. Without that, 

we have to add another, you know, we now have a year of trial and error [laughs]. 

So, we found that pretty tricky. 

Bottle Use 

Several caregivers also spoke of their use of milk and formula in bottles to meet the 

nutritional needs of their children, with some children still receiving bottles well into 

their school years. Eleanor explained how her son would often not eat so she used a 

bottle to substitute for meals, and spoke of her fear that if she did not provide this 

substitute, that she would be considered a neglectful mother: 

I’ll cook dinner at six or seven o’clock, “No, I’m not hungry. I'm not hungry,” but 

he’ll then have his melatonin and a bottle of milk to go to bed because it’s like, 

well, if I can’t force him to eat something, he’s gonna have to at least something in 

his tummy, a bottle of milk it is… 

But at other times, especially when it’s going 24 hours and he’s just like, “I’m not 

hungry,” I was like, “No, you need to have a bottle at the very least. I can’t let you 

not have anything in your tummy,” that’s just not how that works, and then I feel 

like I’m a bad mother because all he’s doing is going through his face and drinking 

bottles and there’s nothing I can do to stop it, but if I don’t give him his bottles, 

then he’s consuming nothing and that’s neglect and I’m not very into that at all. 

Felicity also spoke about the negative impact the removal of bottles (on the advice of a 

health professional) had on the nutritional intake of her son:  

… we were told by the dentist to take the milk away out of the bottles and give it 

to him in a cup ‘cause his jaw was going to be impacted, and I knew that was the 

worst advice that I ever got. 
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Judith explained that she continued to provide her son with a bottle for fluids, and that 

he would only accept a single type of bottle. She explained that she had “tried other 

bottles, he will refuse to drink. Years ago, I tried three days just having the long bottle, 

he went three days without drinking…” 

This need for specific feeding support is further under the essential theme ‘Mealtimes’. 

Gagging and Vomiting 

The final essential theme, related to the overarching theme of ‘Feeding History’, is 

‘Gagging and Vomiting’. Several caregivers spoke of their experience watching their 

children gag and vomit when presented with non-preferred food items. Laura explained 

that her daughter would “gag when she was trying to eat food. And that’s when we sort 

of realised that this is more than just a—“I’m not gonna eat it.” There’s actually 

something else going on with it”. Rebecca reported a similar experience and her family’s 

interpretation of it, stating that “Isaac gags and I know that some of my family members 

just say, “Oh, just so he doesn’t have to eat it,” but no. It’s not just a normal kid making 

like that actually gagging. You can tell.” Abigail also referred to this experience multiple 

times during her interview: 

No to pumpkin especially and then there was a big thing with bread for a long 

time, but I think we’re moving—we’ve made leeway with that, we’re moving past 

and he will have a little bit, but, again, if he has too much of it, it would trigger off 

a gag reflex. 

He’s got a very sensitive gag reflex. 

She went on to explain that: 

… for Billy to vomit was a daily occurrence for many years at dinner time, at any 

meal time. And I think that was a combination between his inability to eat 

whatever texture he was trying and also he’s had some breathing difficulties as 

well. So it would trigger off a cough and then kind of an asthma attack and then it 

would eventuate in vomiting.  
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5.4.2 Overarching Theme 2: Family Connections 

Table 18. Overarching Theme-Family Connections 

Overarching Theme: Family Connections 

1. History of family feeding difficulty 

2. History of family eating disorder 

Two essential themes emerged in relation to family connections: the presence of 

feeding difficulty and/or eating disorders in the family. 

History of Family Feeding Difficulty 

 Several caregivers discussed a family history of sensory-based feeding difficulties 

Abigail described conversations she had had with her mother-in-law regarding her son’s 

father: “…my mother-in-law would always say “Oh, John was the same. He didn’t eat 

anything until he was a year and a half…” 

She also now wondered if there might be a genetic link: “So his dad, I would say, 

definitely growing up, but again there’s not much that was known about it in the 90s. So 

I think if there could be maybe a genetic component, who knows?” 

She described the similarities she saw in her husband:  

Yeah, I can see the similarities of it and then particularly where the routine is 

disrupted, John gets very upset. And then sometimes, as well, you do see the 

feeding thing side to it too. So he chokes on everything. So even if he eats 

everything. He’s got a very sensitive gag reflex. 

Caitlin also reported similarities between her son and husband, and indeed her elder 

son: 

So my husband, he’s quite like my son, and my other son who’s 17, he’s quite the 

same as well, but they’re all different in the way things that, which makes it really 

hard to cook meals because those three are all different… 

She also wondered about the influence of parents on children’s sensory-based feeding 

difficulties: 

But interesting though, 'cause I thought a bit about, too, maybe it comes from 

what your parents do, obviously not for me, because my plates are filled with 

everything but my husband, he's the other picky-eater… 
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Felicity, like Abigail, also recalled conversations with her mother-in-law:  

And then you have a conversation with his mum, who passed away recently, but 

his mum—and you find out about his eating as a child and you’re just like, “Oh my 

God.” I’d be like, “Okay, yup.” His mum’s like, “Yeah, you still might have to make 

him milkshakes with everything in it because that is the only way that I could get… 

So, yeah, there’s the dad element there. It’s all in the genes.  

She went on to say that “Dad has definite traits and elements, and he’s recognising that 

more and more, but also, for him, he also has gut issues.”  

History of Family Eating Disorder 

During the interviews, several caregivers discussed a family history of eating disorders. 

Ruby spoke of this outside the formal interview, but reported that her other son had 

been diagnosed with anorexia nervosa. Sabrina also related a family history of eating 

disorders explaining that “Well, I’ve had an eating disorder pretty much my whole life. A 

lot of the kids—I come from a family of eight, and at least half of us have had or still have 

eating disorders”. Eleanor also made reference to difficulties with eating and body 

appearance, and although she did not specifically mention a formal diagnosis, she did 

explain that, “I don’t keep scales in the house for my own reasons. I have big body image 

issues there and if I allocate numbers to it, I tend to just chuck down eating altogether.” 

5.4.3 Overarching Theme 3: Mealtimes 

Table 19. Overarching Theme: Mealtimes 

Overarching Theme: Mealtimes 

1. Making Multiple Meals 

2. Mealtime Adaptions 

a. Deconstruction of food 

b. Separation of food 

c. Food Temperature/Colour 

d. Utensils and Plates 

3. Meltdowns 

4. Packaging 

5. Force-feeding 

6. Length and frequency of family mealtimes 

7. School and Childcare 
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Several essential themes emerged in relation to mealtimes. Caregivers spoke about 

multiple aspects of mealtimes and the challenges associated with them. They also 

discussed the adaptions and accommodations that were required to mitigate their 

child’s sensory-based feeding difficulties.  

Making Multiple Meals 

Many caregivers spoke of the need to cook multiple meals, both for other family 

members, and at times multiple meals for their children. Caitlin explained the difficulties 

with making multiple meals. She described the experience in detail: 

Well, it just makes it really hard because—well, it's challenging to make so many 

different meals at night time and then when nobody eats your meals…So I make 

one for me, also Amity will eat my food, so we'll eat together. Sometimes she'll be 

like, “No, I wanna try it this way,” and she might add or change it a bit but it can 

still the same meal. So we eat the same. Ricky and—see, the meals that I make for 

three boys, it can be the same meal but it has to be made a bit differently.  

Eleanor also recalled her experienced of making multiple meals for her son: 

Ever since he’s had them, it’s like they’ve got to be on hand in the freezer at a 

moment’s notice because it is not uncommon to be halfway through cooking 

dinner because he said, “Yes, he really wanted butter chicken tonight.” For him to 

go, “Yeah, I don’t want that. It smells funny.” It’s like, “Well, I better cook you 

some chicken nuggets and chips again for 52 weeks in a row,” or toast and it’s the 

same.  

Laura also vividly described the difficulties she experiences when she does attempt to 

present a single meal at a family mealtime: 

Well, we go through different stages of having to cook different meals for most 

members of the family to me going, “This is too much work. We’re just making one 

meal.” But that quickly goes out the window because they start having to pick it 

and change it, and it ends up having to be so different anyway, we’re wasting food 

that we go back to—most of the time we have to cook three separate meals. 

They don’t have the same. They’re different. And I’ve got another daughter as 

well, but she will eat whatever Matt and I are eating. And she’s pretty good, but—

yeah. They’ll have to be—apart from pasta and cheese, that’s probably the only 

meal we’ve got that they’ll all eat the same. 

Jane put it more simply: “So it's nothing unusual for me to make multiple meals”.  
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Melissa was also succinct in her description: “And so—and I was—it causes me to have 

to cook separate dinners and then you kind of get tired of doing that, too”.  

Rebecca also described her experiences of cooking multiple meals: “So the pasta is filling 

but it can’t be whole meal pasta or anything, so we eat whole meal pasta. He’s got to 

have just pasta. So everything I’m cooking is separate for him”. 

She went on further to say that she can sometimes present the same meal but that it 

has to be cooked differently. She described her experience: 

I can get him to have a little bit spaghetti Bolognese but I’ve got to make it 

different to us, so that is—So it worked out, and then—‘cause I make my spaghetti 

Bolognese with tomato soup, he’ll have two teaspoons of tomato soup and one-

half tablespoons of spaghetti Bolognese sauce, garlic and herb one, that’s it. You 

can’t make a mistake and put too much in, otherwise, he will not eat it. So I’ll do 

his in a little pot and he will eat that. 

She also shared her thoughts around how to accommodate her son’s needs during 

mealtimes:  

So meals and everything, as I say, we do separate. We try to adapt to try and find 

stuff that he likes, so say the spaghetti Bolognese is a new thing in the last couple 

of months. We actually thought, “Okay, let’s cook it separately, let’s just start 

adding these little bits and just remember what we’ve done. 

We’re always trying. If we do something, we try to go, “So how can we adapt this 

for him?  

Mealtime Adaptions 

In addition to preparing multiple meals to support their children with sensory-based 

feeding difficulties, several caregivers also spoke of other mealtime adaptions. Abigail 

described in detail the accommodations she makes daily to support her son:  

You need to—you can’t just mash potato and give it to him. It needs to be like, you 

need to put milk through it, it needs to be really almost a liquid consistency for him 

to eat it. I’ve tried thickening it up, but it gets to a point where he would just, no. 

No to pumpkin especially and then there was a big thing with bread for a long 

time, but I think we’re moving—we’ve made leeway with that, we’re moving past 

and he will have a little bit but, again, if he has too much of it, it would trigger off 

a gag reflex.  

She also described the process of supporting her son to eat celery: 
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So, as a result, like we’ve made mountains just by maybe chopping up something a 

little bit differently like celery, that’s a big one. So he didn’t use to eat that and he 

won’t eat it if it’s in a big chunk because it’s stringy bit. But if I slice it very thinly 

for him and get rid of that consistency then he will make the effort to eat it. 

Caroline spoke of the presentation of food and how this needed to be precise, otherwise 

her son could not eat it. She described the presentation of vegetables: 

Actually, no, he's never had carrots, I tell a lie, potatoes, peas and corn, but you 

could not sit down them next to each other. It had to be a gap on the plate.  

That’s why they have to be separate on the plate too, 'cause you know that that’s 

gonna taste like potato, that’s gonna taste like—you don’t wanna get the potato 

and the peas together because that’s gonna just be weird. 

Rebecca also spoke about the touching of foods, but for her son it was as much about 

other people touching the food as it was the foods touching each other:  

… if you put anything, he won’t touch peas or anything, there’s no way he can 

even have it on his plate. I can’t touch or no one can. One you’ve dished up his 

meal, no one could touch his meal. Nothing can touch each other. And if I’ve got to 

cut anything up, I can’t just—as a mum, you just pick up your knife and fork and—

no. If I did that, then he will not eat that meal.  

Judith spoke frequently about the multiple adaptions required to support her son during 

mealtimes. She explained that he “only drinks from a certain bottle… It’s an old-style 

sipper cup but that is a baby-bottle tip that I actually cut the top off. He only drinks 

water”. She also explained that her son would not eat fresh cake: “It had to be sat under 

the microwave for two days before I can slice it up and put it in the fridge or freezer”. 

She also went on to speak about the temperature of the food her son would accept: 

“…he’d much rather than the cold or just room temperature, not actual hot or warm. 

Same with hot chips, I have to bring them to room temperature”. She went on to say “So 

if they've just been cooked, I’ll put them on a plate, stick them in the freezer to cool the 

meal quickly, ‘cause he doesn’t have a lot of patience for waiting ever”. 

Janelle spoke briefly about the role of temperature in her son’s feeding. She explained 

that her son would only accept medication for his constipation if it is cold:  

My main trick is to make it cold. He can hardly tell if things are cold. So if I make 

him some Movicol in a drink bottle I put in the fridge so that it’s cold and then he’ll 

drink that.  
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Lauren, too, discussed the role of temperature in her son’s ability to accept breakfast: 

“Up&Go is all he would have for breakfast, so the same flavour and it's got to be cold. 

And if it's not cold, he won’t drink it”. She went on to describe the role of colour in her 

son’s acceptance of food: “The colours of the food as well, the way they cook, how they 

are cook is another thing. If they're a dark colour, he won't touch it.” 

In addition to consideration of the colour and temperature of the food, some caregivers 

also spoke about the influence of the plate and cutlery. Lauren recalled:  

Yeah, it sometimes it comes down to what the food’s on as well. I've found in the 

past that the shape or the size of whatever, the plate or the bowl is, has 

contributed to not wanting to eat. Having lots of serviettes and everything around, 

the utensils…  

Sabrina also described the meltdown her child had following presentation of a certain 

plate. In fact, the first sentence during her interview was: “Well, mealtimes are always—

last night, it was an hour of screaming because it was the wrong plate”.  

Meltdowns 

Nearly half of the participants spoke about the mealtime meltdowns. Anita, for example, 

said:  

It goes through stages. So, before it was like yelling, screaming, throwing stuff on 

the floor; now we’re kind of six, it can be like stomping our feet and self-talk. 

“Everyone hates me” or “Everyone’s laughing at me.” So, you’ll hear her just 

having this whole conversation with herself and she’ll storm off into another room, 

but it varies. Depending on how tired she is, she’ll either throw herself on the floor 

and kick and scream, and carry on or sit there sobbing her heart out. 

This description was similar to Eleanor’s, who said:  

There are days there where it’s like he’s flat out, just will not have dinner because 

he wants a bottle and he’ll sit there screaming at the top of his lungs. You 

probably hear him from Launceston with tears running down, his face being bright 

red and just a little angry man, “No, I want a bottle,” and just gives it to you about 

it, I said, “Yeah, but you can have one after you eat your dinner,” no, that’s it and 

he will cry himself to sleep.  

Eleanor further explained that meltdowns associated with meals can happen at any time 

and are unrelated to the rest of her son’s day: 
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He can wake up and having a great day and all of a sudden come dinner time, it’s 

all on. That’s it. It’s all over. You’re just going to war because he doesn’t want that 

chicken because he thought you meant the other chicken that looks identical 

because it’s the same chicken but it’s not because it’s not from that piece. 

Jane spoke about the aggression she witnessed in her daughter when she was having a 

meltdown, and her daughter’s tendency to flee situations associated with food:  

She gets quite loud, quite aggressive, depending on the situation and what's led to 

the build-up. She will become quite physical and she’ll do a runner. She does the 

whole fight and flight. She does it all. So she will do a runner. We had a lot of 

issues last year behaviour-wise at school and around food.  

Laura explained that her daughter’s meltdowns can last all night, and that the family 

tries to avoid these situations by providing her with her preferred foods:  

It can be kicking, screaming, often—especially if we’re out, it can just be becoming 

demanding.  

And Amy can be quite changing with what she wants and we often allow that 

because we’d rather her eat something and then go to bed nicely than have a—

all-night meltdown.  

This experience was again echoed by Judith:  

So if he doesn't want to eat something, we try and force him to, he will go into a 

meltdown. So I’ve learnt not to force him…It can either be just screaming, high-

pitched, deafening to actually the screaming, tears, hitting, kicking. 

Margaret also explained that it wasn’t just what food was presented but how it was 

presented that could often result in a meltdown:  

…he will have a meltdown because we’ve cooked the sausage the wrong way or 

it’s too close to something, or I couldn’t get a brand or something, the thing that 

he wants isn’t there, it’s really stressful ‘cause he will have a full-on meltdown and 

then say, “I’m not hungry,” and then it impacts everyone else ‘cause everyone 

feels a bit like shit because he’s having this big meltdown.  

Packaging 

Several caregivers also spoke about the influence of product packaging and branding on 

their child’s capacity to eat. They also spoke of their attempts to ensure adequate 

supplies of particular brands to ensure their child had a long-term supply of preferred 
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food. Jane described how her daughter’s feeding is often influenced by brands and 

packaging:  

Also about brands, yes. Lunch, we get a little bit more leeway. It just depends how 

much effort you wanna put into lunch. She's recently discovered that crumb 

chicken tenders aren’t the end of the world. If Coles stop making our red box 

nuggets, the Coles brand ones, and I'm like, “I hate COVID.” I would go and I would 

buy a dozen boxes at a time ‘cause that was our staple. 

She also further explained what happened if she wasn’t able to provide a particular 

brand of food for her daughter: “But if we can’t get something that she's currently 

eating, as happens, then she gets very upset and she becomes very angry around that 

particular food”.  

She then went on to describe her attempts at managing packaging to reduce her 

daughter’s reliance on it: 

So what I've been trying to do is this year, I got different lunch boxes, I got the 

ones with the sections and that’s so that I could take away the wrappers so it’s not 

such focused on what's on the wrapper and everything else and it becomes more 

of a focus on the food.  

During the interviews, caregivers often made offhand comments related to packaging. 

Judith said: “And it’s not because he’s stopped eating it, it’s just we can’t find it. We can’t 

source it”. 

Lauren also reported that her son will only eat “a certain brand of ham…”. 

Laura shared similar experiences related to muesli bars, crackers and chicken nuggets:  

There’s one brand of muesli bars now that she will eat … She’ll have crackers. But 

both girls are very particular on the brands of crackers because I think you go to a 

different brand, it’s slightly different texture or flavour, so it’s got to be the same 

sorts of one. … 

And for dinner, she’s super fussy. So, she’ll eat—she used to eat one brand of 

chicken nuggets.  

Melissa also described the challenge for those around her daughter, such as her mother: 

“And then my mum knows that it’s gotta be this particular bread at her house, it’s gotta 

be particular ham from a particular supermarket, it’s gotta be—hotdogs can only be a 

certain hotdog from a certain supermarket…” 
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Two caregivers also spoke about their child’s ability to taste when a recipe had been 

changed. Laura said:  

Funnily enough, even just brands of biscuits that we buy—you know how 

sometimes they change their recipes, or they change stuff, our kids can always 

pick it, and they’re like, “I don’t like it. “I’m like, “It’s exactly the same.” And then, I 

look and go, “Oh, actually, they’ve changed it.”  

Margaret also shared a recent experience for her son:  

They did that to his yoghurt. Because those Vaalia yoghurt kids pouches, they’re 

expensive, we don’t care. We just buy them because they’ve got all the good stuff 

in them. They changed that but they still had the same flower logo, so he rejected 

it for a while and then when he realised it was the same, took a long time, and it’s 

just a really subtle change. 

Ruby also shared her experiences with packaging and recipes: “We have lots of issues 

with people changing their packaging, and even though that’s got nothing to do with the 

taste or the texture.” She also went on to share her attempts to overcome these 

obstacles which in one instance had been successful:  

So they changed their label, and so I was like, “Oh.” So I had one of the old ones, I 

had one of the new ones and we sat down and I said to him, “I’m gonna read to 

you what’s in them so you can see that they’re the same.” So, he sat there and he 

listened. And I said, “Look, it’s the same name and it’s the same people.” And it 

took him three or four days, but every time he’d go near the fridge, I’d go, “Oh, 

there’s some yoghurt in the fridge, some yoghurt in the fridge.” And he tried one 

and he said to me, “They are the same!” 

Force-feeding 

Sadly, two caregivers spoke about the role of force-feeding in their children’s lives, but 

only one (Janelle) had actually attempted this as a strategy. She described the emotional 

toll this strategy had on her and her son:  

‘cause it’s been a bit of a trigger for me and I’ve had to take a step back, but 

before I was mentally preparing myself, I’ve had one or two incidences where I’m 

force feeding Lincoln and he is screaming and crying.  

Margaret also briefly referenced force feeding during her interview but had been 

advised by others not to attempt this strategy. She said: “Yeah, you’re forcing him which 
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is the other thing that they’ve told, they said, “You can’t force him to eat.” The whole 

thing is very stressful”. 

Length and Frequency of Family Mealtimes 

Several caregivers described their experiences of family mealtimes in terms of frequency 

and duration. Anita explained as the week progressed family mealtimes would become 

more challenging:  

Thursday night, I call this hell night, because that's—because I work Monday, 

Tuesday, and Thursday, so when I pick them up from day care, ‘cause we’re 

getting them at the end of the week, they're tired, they're grumpy. Thursday night, 

I always call hell night. And you don't try anything for dinner.  

Tearfully, Felicity described a more generalised impact, explaining that her family rarely 

experienced a family mealtime: “Yeah. So, mealtimes, we can’t sit down and have a meal 

as a family. That’s not an op—sorry (participant became tearful at this point)..That’s not 

an option because he—that’s too much for him.”  

She went on to explain her attempts to avoid “battle” during meals: “I think the—it’s the 

whole don’t get into a fight with—don’t get into battle, you’ll lose the battle every time 

kind of thing, but you still get into that battle.” 

Melissa reported that, although she and her family continue to have regular mealtimes, 

these are long, drawn-out occasions: “Going back to the impacts it would have at dinner 

time is the length of time that it would take us to get through. She’s a really, really slow 

eater, even with food that she really likes.”  

School and Childcare 

Most caregivers devoted some interview time to their child’s experience of mealtimes 

in both school and childcare settings. Some were positive, but many caregivers relayed 

difficult memories, and described their child’s feeding challenges in these environments.  

Anita described her daughter’s experience of switching rooms at her childcare centre 

and her efforts to ensure her daughter had something to eat:  
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So, when she moved up into three-year-old rooms, they no longer do mashed 

veggies. And so, they're educator wouldn't allow them to have anything else, they 

had to eat the main meals. And so, her lovely little day educator used to quietly 

sneak food. And, obviously, they had morning and afternoon tea like fruit and 

sandwiches. So, she knew Gabby would like whatever she liked, she just put extra 

aside and the cook put quite the good stuff extra. 

Margaret also reported challenges when her son was attending child care. She described 

her sadness when she discovered that her son’s meals had been withheld from him: 

Harrison, when he was at day care, and I didn’t know it, this is before he went to 

kindie, and I didn’t know to the very end of day care but he at mealtimes—‘cause 

they provided their own meals and at that time we knew he had sensory issues, so 

I’ve taken butter sandwich every day and I put in the little fridge with his name on 

it and I didn’t know this for a long time ‘cause he didn’t tell me, but it was 

probably I don’t go to day care today, but they had a change of staff and I didn’t 

know this ‘cause they had the same person in the morning, “Hello, just put the 

sandwich in the fridge,” sign it in, whatever, and then I went to get him early, and 

I got really upset, I went to the car and cried, but they weren’t giving him his 

sandwich and so he was sitting—and this is what I walked into, sitting in this big, 

long table with all these kids with food in their bowls and he was just sitting there 

with an empty bowl. 

School mealtimes were also a persistent theme. Many caregivers described their 

attempts to support their child’s feeding needs when they were not present to assist. 

Anita described the small amounts of food her daughter would accept during school 

mealtimes:  

So, I put a roll or a sandwich in her lunch, and it’ll come home with one bite out of 

it. So, I’ve had to put in—it was originally just butter and then I started putting 

grated cheese in a separate container, and she slowly put some cheese on there. 

So now, we can have a cheese one, but she'll only take one bite out of it.  

Abigail also shared her experience in experimenting with her son’s lunchbox to try to 

coax him into eating during school mealtimes:  

I’ve tried experimenting. I think all of these years I’ve tried experimenting. So, for 

instance, Benjamin’s now at school and a big thing for me was what am I gonna 

put in his lunch box? This child eats not much. So then I started getting creative, I 

guess. So Benjamin’s gone into school with a wrap ‘cause he can’t eat much bread. 

So he will eat a wrap because it’s thinner, and then he’s recently started being 

able to eat tomato, so that’s a big thing for us. 
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Many caregivers also shared the experience of having the child’s lunch box refused by 

teaching staff because the foods inside were considered “unhealthy” or “sometimes 

foods”.  

Eleanor explained her desire to be “that mum who can put in celery and carrot sticks 

and know they’re gonna be eaten instead of coming home rotten”, but:  

…unfortunately, what he does eat isn’t that and a lot of it for him has to be those 

crunchy and bland textures because they’re so consistent for him. Packing fruit is 

hard. If you don’t get the berries on the right day, that’s it. He’s not touching 

them. It won’t even go near an apple.  

She also went on to describe her experiences with “school rules” about acceptable 

drinks: 

And that’s another one, they want you to send him to school with water. He 

doesn’t drink a lot of water. Even watching him at Bee Me, I’ll fill up a 750-mil 

water bottle and send that in with him and he’ll maybe have that much out at the 

top of it, so three, four mouthfuls for a little boy, and that’s it, over the course of 

the whole day. You give him fruit juice or a big glass that like 750 mils of water 

with the ten mils of orange juice he’ll drink it with, no worries. But because it’s got 

flavouring in it, it’s not healthy, it’s not approved, and if you send him to—at very 

least, day care, they dump it down the drains.  

Jane also shared her experience of teaching staff:  

And because she's so limited in her food intake, her lunchbox looks exactly the 

same every day and we used to have teachers say, “Oh, she can't have this. She 

can’t have this. She can’t have this,” which would upset her, so I had to go to 

school and straighten quite a few things out.  

And we've had instances where school lunch has been withheld because it isn't the 

right food according to them. Yeah, that didn't go down very well. That creates 

really big meltdowns. Probably some of the biggest that you will see for her 

because it's around sensory stuff, it's around the food. 

Laura shared similar experiences to Jane and Eleanor:  

…when Eliza was in kinder, they had a big thing on their lunchboxes and what was 

in their lunchboxes, and she would come home not having eaten some of her food 

because her teacher told her that chips were sometimes food and that she 

shouldn’t have them, and that sort of stuff. And I did not like that because it’s like 

these are the only foods my child will eat, and I want her to have a full belly, and 



100 

be happy at school, and if I choose to have her have that at school, then that is 

better than having a hungry child, so—yeah.  

Margaret described how her son’s feeding difficulty with school lunches then impacted 

his play time: “…he had the same thing with the lunch box. Kindergarten teachers saying, 

“You guys have got to eat all your lunch first before you play,” oh dear. So that was hard 

because he was having like a butter sandwich.”  

Sabrina was the only caregiver that shared a positive experience of school lunches:  

…she's just started going to school this year where they provide the food at the 

schools, so I don't actually know what she eats at school, but apparently, she eats. 

Like, if they've got muffins, she'll eat them, won't eat a lot, but she tries a little bit 

of everything, which she will not do anywhere else.  

5.4.4 Overarching Theme 4: Self-care 

Table 20. Overarching Theme: Self-care 

Overarching Theme: Self-care 

1. Difficulties Dressing 

2. Difficulties with Personal Hygiene 

3. Taking Medication 

4. Sleep 

Self-care was identified as an overarching theme, repeatedly mentioned in most 

interviews. Self-care includes the tasks of dressing, washing and personal hygiene. Sleep 

is also an activity associated with self-care. Many caregivers reported that their children 

also had difficulties in this domain and felt these difficulties, too, were sensory in origin.  

Difficulties Dressing 

More than half of the caregivers reported difficulties associated with dressing. Most of 

these experiences, as with food, related to the texture of the clothing. Lauren explained 

her son’s dressing difficulties in the following way: “Miles is textures, so there’s only a 

particular clothing he'll wear, like touch anything, buttons, zips, rough textures, cotton. 

We've got to get him into cotton”.  

Ruby also spoke about fasteners. She said that: “So with tops, nothing with zips, nothing 

with hooks. If he’s got a hoodie, he can’t have a string in it. He doesn’t like a pocket in 

them”.  
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Jane described her daughter’s dressing as: “Oh, my Lord, clothes, ridiculous. She would 

prefer to walk around with nothing on if she could. And at home, I don't mind. We've 

gone through a couple years where she won’t wear undies”.  

Abigail also discussed the textural difficulties her son experienced with clothing. She 

explained that:  

We’ve got to, sort of, pre-empting for it, and then we might put on a show of this 

so I can get him dressed, put on a show that he likes just to distract him. 

There are some things that he won’t wear either. So, anything with very silky 

consistency, like the raincoats and things, he doesn’t particularly like to put those 

on.  

Several caregivers also spoke specifically about their child’s difficulties with socks. 

Abigail said: “It’s weird, because with Benjie, he will freak out if his socks are too tight, 

or any shoes can’t be on too tight”, a description echoed by Jane, who said: “So socks 

are a thing too. So most people wear socks fitted to the shape of their feet. All good? No, 

it's got to be at least two sizes too big.”  

Rebecca described her son’s difficulties with socks as “a huge problem. I found Bonds 

and there’s another brand that he will wear, but it depends on the day. He will still get 

me to turn it inside out and just cut all the little bits of cotton”.  

Lauren shared a similar experience with both socks and underpants: “Miles wouldn’t 

wear socks. When they’re toilet training, he wouldn’t wear the briefs so we’ve got him 

into trunks”.  

Margaret mentioned that her son also finds underpants challenging. She recalled a 

recent situation at school: 

And the other thing is, he won’t wear underpants, which I keep forgetting, but I 

had to explain that to the prep teacher and I said, “Oh, look, he doesn’t wear 

underpants. We know it’s just a sensory thing.” We just couldn’t get them on him. 

He would kick and scream. 

Caitlin explained that her son’s dressing difficulties extended to his shoes: “He doesn’t 

even wear shoes properly now. He just wears those—you know those canvas ones that 

you slip on”. 
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Several caregivers spoke about the role of short and long sleeves in their child’s ability 

to tolerate clothing. Laura described this as an issue when her daughter was younger: 

“So, I don’t notice a lot of issues with that currently, but definitely when she was younger, 

she couldn’t stand a lot of textures on clothes. She didn’t like wearing long sleeves and 

things like that.”  

Ruby echoed this experienced: “He has to have long sleeves and he has to have track 

pants.”  

Rebecca described the difficulties she has in getting her son to wear long sleeves in the 

winter: 

Mainly in the winter, I force him to put track pants on when it’s really cold and 

we’ve got to go out but as soon as we walked in that door, they’re off and he’s got 

shorts on. He’s never worn a coat, I don’t even buy him a coat. There’s no point. 

Two caregivers, Lauren and Rebecca also discussed their attempts to support their 

children’s dressing difficulties. Lauren said: 

I try to find all the natural cottons and everything so they're not so harsh. I've 

washed things three or four times before he wears them. I've got to the stage that 

I just get him to choose what he likes, so that I'm not throwing out clothes. 

Rebecca, on the other hand, related: “I actually literally take him shopping now to pick 

out his clothes and he’ll feel them and he’ll go, “Yep,” basically short and t-shirt most of 

the time”. 

Personal Hygiene 

Thirteen caregivers spoke at length about their child’s difficulties with tasks associated 

with personal hygiene, including washing and bathing, hair washing, teeth brushing, and 

hair brushing.  

Laura described global challenges both with dressing and personal hygiene: “Amy 

definitely—so, she has a lot of problems with clothes, a lot of problems with brushing her 

teeth, brushing her hair”.  

Several caregivers described their experiences of bath time. Abigail described her 

experience:  
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And then bath time as well, so Benjamin doesn’t like getting his face wet… So, he 

won’t put his face in the water or anything like that, or you’re having kinda water 

drizzle in his face, and I suppose that’s something that you kind of—even as an 

adult, you sort of will be wary of, but he’s very finicky about it. Recently, he won’t 

even spend too long in the bathroom. I kind of—he doesn’t like it. 

Jane, too, described her struggles with bath time: 

It was a struggle to get her in the bath, and we went through a time where we 

didn't actually have a bath but, thankfully, we had a little trough in the bottom of 

the shower which I used to have to fill up with the shower. So she got some 

shower exposure there but wouldn't start having a shower until we changed the 

showerhead, the taps, and that made a huge difference. 

Caitlin described the challenge of bath time, and explained that she had never actually 

washed her son’s hair:  

Washing hair, I've actually never washed Ty's hair. I can't wash it. He'll go in the 

shower, his hair doesn’t get wet, so I might have to then quickly get the face 

washer and go—just so that there's some water on it and then he'll get really 

crappy, and that’s his reaction to something doesn’t go his way. He just flies off 

the handle and he might throw things too and he's picked up some words. 

Eleanor also reported that her son found hair washing challenging: “The hair is a big one 

we have. He does not like it being washed. He won’t get in the shower because he doesn’t 

like his hair being wet.”  

Margaret described her experience with more intensity:  

…it was like we were murdering him if we try to wash his hair. And even now, he’ll 

get anxious about it and he would just put some water on his face and says it’s 

clean. 

He’s got a very clean-looking hair anyway but it’s a struggle, even now, to put 

some soap in it. He will scream bloody murder so.  

Rebecca spoke of the years she had spent supporting her son to wash:  

He’s only just started to wash his hair over the last probably four months it took 

me a long time to work on it with him. So I’ve worked on a lot of stuff. So he will 

hop in the shower now. I’ve got to turn on the faucet and get it in the right 

temperature. That could be another nightmare, but he will wash his own hair now.  

Many caregivers also shared their experiences of brushing their child’s teeth. Eleanor 

described it as:  
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… fighting him twice a day just to brush his teeth, so that’s always fun in and of 

itself.  

I have to get up early with my husband or wait for him to get home to get it done 

because he’s got to help hold his little arms ‘cause he’s quite strong, I just can’t on 

my own. I’m too little.  

Jane explained that her daughter had always had difficulties with her hair but that things 

were improving: “Brushing hair has always been a thing. She's getting better as she gets 

older”.  

Janelle explained that her son: “hates when I brush his hair. He’s got very long hair. 

We’ve tried to get it cut and that was not great [laughs]. So he’s just gonna have long 

hair this year. But he does need to have obviously his hair brushed and he hates it.”  

Melissa also reported difficulties in this domain: “There is resistance to brushing hair and 

there is resistance to brushing teeth, but I’m not quite sure why.” 

Several caregivers also discussed the role of toothpaste in their child’s teeth brushing 

with several reporting that success was impacted by the flavour of the toothpaste. Jane 

said: “So brushing teeth, it took us a long time to find a toothpaste flavour that she could 

tolerate,” 

Sabrina echoed this experience. She described her daughter as “very particular about 

what toothpaste. She won’t use anything that's got a hint of peppermint. She will not go 

anywhere near it.”  

Ruby spoke about the routine they have developed to support her son to brush his teeth. 

She described it in detail: 

So, teeth, I still brush his teeth. He can do it okay but he just wants it in and out. 

And so I was like, “Okay.” So, we have to count while we’re—so, I do the outsides 

and I do the insides first. I don't count for that one and then he gets the brush and 

he’ll brush his broken one ‘coz he’s too scared to let anyone near that and he’d do 

that and I count to 10, and then we’d do the outside while we’re counting down 

from twenty. [laughs] Nineteen, 18. But I find it really interesting that because he 

used to gag all the time, but now he’s worked out this noise that he can make and 

if he’s making this <noise> he doesn’t gag.  

Lauren also shared the strategies that her family uses: 
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Brushing, I’ve gone to electric toothbrush because of the vibration. He likes the 

vibration, but it's quick in and out. I can only buy certain one toothbrush that will 

tolerate, the rest, I can’t get him to use. It's either too strong or tastes funny, so I 

just stick with the same. 

Brushing hair was also identified by Sabrina as challenging for her daughter. She 

explained that:  

Hair brushing, she's got the messy bun hair. She's always got—the back of her 

head is just a mass of dreadlocks. I was brushing her hair this morning before 

school, and it was “That hurts, that hurts!” I’m like, it doesn’t—“I’m not actually 

touching your hair at the moment.”  

Beyond hair brushing, several caregivers also spoke of the difficulties they experienced 

to do with hair cutting.  

Caitlin recalled her experience of hair cutting and the role of finding the right hair 

dresser: “Haircuts were a big thing until they go to a certain age and we found a 

hairdresser that was very calm and said, “Hey, would you like to feel the scissors and the 

comb?” They were really good.”  

Ruby described a similar experience: “…haircuts, haircuts have always been really 

tricky… But I think it’s both ‘cause he doesn’t like the sound when she gets too close to 

his ears, that’d be somewhere up—yeah”. 

Lauren also reported that, for her son: “Brushing hair and having haircuts, they are not 

the favourite thing.”  

The final domain of personal hygiene discussed by some caregivers was nail cutting. 

Janelle, Judith and Lauren all shared their experiences. Janelle explained that: “He 

doesn’t like us cutting his fingernails and toes. He gets a bit upset about it so we have to 

do it when he’s asleep.”  

Judith had also tried the “whilst he’s asleep” technique, albeit unsuccessfully: “Nails-

cutting, I had to ask his permission, otherwise, it's no…I tried to do it when he’s asleep 

and he’s just like—.” 

Finally, Lauren’s experience differed slightly in that her son would only allow his 

grandmother to do it: “Nails, he will only let my mum cut them.” 
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Taking Medication 

Two of the caregivers in this study described the difficulties their children experiencing 

in taking medication. Janelle explained:  

And he can’t take medicine. And that is a bit of a trigger for me too especially 

when he’s really sick and I’ve got to give him a Panadol or a Nurofen or antibiotics. 

Or even the steroid stuff to—when he was sick with the croup, just to open up the 

airways so he could breathe, and he just fights.  

Lauren also recalled the support of her GP,in prescribing medicine that her son would 

accept: “I'm lucky the GP takes note of what he has had and she will keep it very similar 

to what he has had before.” 

Sleep 

Five caregivers discussed the impact of their child’s sensory-based feeding difficulty on 

sleep. Several explained that if their child did not eat at dinner time that made sleep 

challenging. Eleanor put this quite succinctly: “If he doesn’t have something to eat, it 

takes him longer to go to sleep, longer to settle down, and then his nights are quite 

fitful.”  

Janelle spoke at greater length about the association between feeding and sleeping:  

I want him to be sleeping right. And when he doesn’t eat, it just goes out whack. 

And I know. I can tell that he hasn’t had enough to eat at dinner time. I know that 

he’ll be up ‘til two o’clock in the morning.  

If he doesn’t want anything that’s being served to him, he will stay up until nearly 

like two o’clock in the morning. 

But some nights he gets upset like some—like I’m trying to put him to sleep, even 

though I know that he hasn’t eaten any food, and I try to get him to go to sleep 

‘cause you think, “Oh, geez, Lincoln, you’ve got to sleep.” And he just gets cranky 

and I know ‘cause he’s hungry. So I try to give him food and he doesn’t want the 

stuff that I’m giving him. And he’ll stay up until two o’clock some nights. So early 

mornings, he’ll stay up and he’s upset. He cries himself to sleep sometimes.  

Rebecca also explained that: “He finally sleeps better when he’s got a full tummy. So he’s 

not up as early, so we start out days anywhere from four to five. This morning it was 

5:30. He had spaghetti Bolognese last night.”  
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Lauren and Margaret described late night meals in their attempt to facilitate sleep. 

Lauren explained that: “He is not a sleeper anyway. So there's been times that he's come 

at 11 o'clock at night and said that he'd like a sausage sandwich, and I let him eat it. I 

don’t refuse it to him.” 

Margaret said: “So he was actually not eating and then he would get up late at night, 

“I’m really hungry,” “Of course you are. You haven’t eaten dinner.”  

5.4.5 Overarching Theme 5: Relationships 

Table 21. Overarching Theme: Relationships 

Overarching Theme: Relationships 

1. Child–parent relationship 

2. Child–sibling relationship  

3. Child–extended family relationship 

4. Child–grandparent relationship 

5. Parent–parent relationship 

6. Parent–grandparent relationship 

Relationships were also discussed throughout the interview process. Some caregivers 

reported negative impacts of family relationships whilst others noted the positive 

influence and support provided by siblings.  

Child–Parent Relationship 

Melissa and Margaret explored their relationship with their children, and in both 

instances the discussion centred on the trust between parent and child. Melissa said: 

I don’t want her to feel like she can’t trust me. So, I’m always telling her when she 

finds a bit of vegetable colour in something—“What is it?” I tell her that’s what it 

is and she’s like, “No, I’m not gonna eat it.” I’m going, “It’s this big, if you just put 

it on your tongue— 

Margaret, too, discussed this notion of trust: 

And of course, he’s always suspicious of us with food too. That didn’t help us trying 

to sneak in iron in the yoghurt because sometimes he’ll say, “I’m not eating that,” 

if he thinks that we’ve tampered with it. 
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So now he won’t have yoghurt in the bowl, and I think it’s because he doesn’t trust 

us. So he only has the pouches and we’ve got to open it in front of him. If there’s 

one in the fridge and the lid’s loose, he won’t eat it. 

He’s suspicious of us, “What’s that? What is in there?”  

Abigail also spoke briefly about the relationship between her son and his father, but her 

account related to the frustration her husband sometimes experiences during 

mealtimes, rather than trust and suspicion. She recalled how:  

“Sometimes John will get a little bit abrupt with him and be like, “Use a fork. 

You’re not using a fork.” But then I’m just saying, if he’s eating it, like if he’s eating 

with his hands, I don’t care, as long as he’s eating something. 

Child–Sibling Relationship  

Six caregivers shared their perceptions of how their child’s relationship with siblings was 

impacted by sensory-based feeding difficulty. Three caregivers reported positive 

experiences and three reported negative ones. Anita recalled how: “Betsy loves it, 

because she just eats everything off Gabby’s plate that Gabby doesn't like. So, they'll sit 

there trading food.” 

Lauren also reported strong sibling support. She said of her son’s sister: “She's amazing 

with it. Absolutely amazing. I’m hoping that she branches out into the field, actually.” 

Ruby related the conversations she has had with her son’s siblings:  

We’re probably lucky that Nelson was four or five when the twins were born. So by 

the time they came along to start eating food, they’ve learnt that Nelson’s brain 

thinks differently and how Nelson’s world is/isn’t like how our world is. So, they 

learnt from a very early age. Every now—you know, every couple of months, one 

in particular will be like, “But why can he have different things?” And so we just 

have that conversation again, “Remember, that his brain works differently, and 

sometimes his brain doesn’t want him to try new foods ‘cause he’s a bit scared 

because it’s different than normal.” I just try and explain it that way.  

The remaining accounts had a more negative tone. Jane explained that her daughter’s 

feeding difficulties often impacted her other children’s feeding capacity:  

So we are very limited in what we eat and it has had the effect that it has limited 

siblings… So the impact is quite significant ‘cause if one sees one doesn’t like it, 

then, I'm more than likely going to get the other one having some opinion on it 

that they don't wanna eat it, so there’s that side of things as well. 
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Melissa also shared that her daughter’s feeding difficulties were now also impacting her 

son. She said: “So, it’s actually having an impact on my son’s now eating and what I’m 

now eating because the people who eat most vegetables in this house are the guinea 

pigs.” 

Rebecca shared her daughter’s frustration with her younger sibling: “My daughter 

though, she’s 21 and she just hasn’t a lot of patience, “Isaac, just eat your goddamn food. 

What’s wrong with it tonight?” 

Child–Extended Family Relationship 

Several caregivers discussed the impact of their child’s sensory-based feeding difficulty 

on their child’s relationship with extended family. Melissa recalled an experience her 

daughter had had with her cousins:  

I know that her cousins were actually quite annoyed with her and they had told my 

sister when they got home that Georgia wouldn’t try the cherry ice cream and that 

they have gotten quite annoyed and so had Poppo.  

Margaret also felt that her extended family failed to understand the impact of a sensory-

based feeding difficulty and their attempts at supporting her son had only worsened the 

situation. She also felt that his cousins viewed him differently: 

So I mean we tell people—but even our extended family don’t really understand. 

They think they do but you can tell that they don’t really get it. My sister-in-

law…it’s just the things that she’ll say or things she’ll say to Harrison and I’d be 

like, “Oh, can you cannot say that?” or she referred to a particular cereal that—he 

only eats Rice Bubbles which is fine. It’s got all the stuff in it but, “Oh, that’s really 

unhealthy. You don’t eat this Harrison,” I'm like, “What are you doing to me?” 

“His cousins will probably stare at him, “Oh, why won’t he eat that?” it’s too 

stressful. 

Rebecca also spoke of the pressure placed on her son by extended family: 

And that’s why the people got to realise too ‘cause some of my family don’t get it. 

Mum does, ‘cause she just lives out there and I mean Isaac has grown up so she 

gets it. But my sisters will not, someone will just go, "He’s just being fussy. Doesn’t 

eat his tea, he doesn’t get anything. Keep it to him for breakfast,” I’m like, “No, it’s 

not as simple as that. 
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Child–Grandparent Relationship 

Two caregivers discussed the child–grandparent relationship. Melissa described her 

father’s frustration at his granddaughter’s inability to eat, especially in restaurants. She 

explained that this situation “was hard because restaurants—my dad in particular would 

get really frustrated with her, because he loves Chinese food and can’t understand why 

nobody else would.”  

She also explored her father’s difficulties understanding her daughter’s food 

preferences: “And I guess that’s a really difficult thing to come to understand, 

particularly for my dad who’s like, “But I caught it, and it’s fresh, and it’s beautiful, and 

it’s healthy. Why are you wanting to eat the frozen?”  

Anita spoke of her father’s relationship with her daughter, especially in the garden, and 

how she hoped this relationship would positively impact her daughter’s ability to eat: 

…she loves grandad. Grandad has a veggie garden. So, we go to granddad's 

veggie garden, and we plant—with peas. So, we went and picked peas with our 

cousins and we potted them, but we wouldn't eat them. But at least we may be 

getting a little bit more open to some different vegetables that way.  

Parent–Parent Relationship 

One of the strongest essential themes in relationships was the relationship between the 

two parents of children with a sensory-based feeding difficulty. Some caregivers 

reported something of a united front, while others described frequent fights over 

mealtime choices.  

Anita explained that her daughter’s feeding difficulty: 

…causes a lot of fights between my husband and I because he's a bit more old-

fashioned. Well, she's gonna eat, as I said, whatever he likes. The whole, “No, I'm 

making jacket potatoes for tea and, well, I'll put spaghetti on there for her.” So, on 

top of the potatoes. That's what she’ll eat. And so, luckily, every second week, he's 

on shift work. So, dinner times are a lot more calmer when he's not there. So, it 

definitely causes a lot of conflict, because he gets grumpy because he says I don't 

support him, because I side with kids. And the kids know that. I'm a bit more of a 

pushover. But I do find, like, when he's there for dinner, there's a lot more tension, 

where when I’m there dinner's a lot more fun and I'm just like, “I don't care as long 

as you eat, because normally, it's late. So, it causes tension there.  
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She also explained that her husband frequently complained about the lack of flavour in 

meals (one of Anita’s strategies to support her daughter). She explained that: “…my 

husband will complain, “Well, how come this hasn't got any flavour? Why do we have to 

make it so that they'll eat it? What about what we enjoy?” So, it definitely creates lots 

of tension.”  

Laura also spoke about the different approaches to parenting that she and her husband 

had. She explained that: 

Well, me and Matt can become a little bit one—different sides of the argument. 

He can get quite frustrated with them. I don’t think he quite—he’s very logical and 

he can’t quite understand that—but you ate it yesterday or the day before, why 

can’t you eat it now, and that there can be different—I guess how you’re feeling 

can affect what you can and can’t tolerate and all those sorts of things. So, he can 

be much more—“No, you’ve got to eat it, and no, you can’t have anything else,” 

where I’m much more—especially with Eliza, the eldest—“This is the food you’ve 

got. Give it all a try. Eat it. And then I’ll make you something else.  

Lauren also shared a similar experience in that: “Dad sort of stands back. I don't think he 

really copes too well with the whole thing. I think that's the way he's been brought up, 

so he’d leave for the woman of the family.” 

Caitlin described her frustration with the lack of support she perceived from her 

husband:  

He's the sort of person that will be like, “I'm coming in to have lunch. I can't be 

bothered. I'll just get a packet of chips out and that’s what I'm having for lunch,” 

barbecue chips, and then the next day he was like, “I'll just have leftovers,” so he 

gets the rest of the packet. I'm like, “But you can't do that. We're trying to set 

examples.  

Janelle, Rebecca, and Sabrina all reported positive relationships with their partners and 

approaches to parenting a child with sensory-based feeding difficulty. Janelle simply 

stated they were on the “same desperate page”. Rebecca reported that: “It doesn’t 

impact Stuart and I. Stuart is really good. We work as a really good team, I must say”. 

Whilst Sabrina said, “I'm very much on Coral's side with that one, and Tim is very 

understanding about those sorts of things, so there's not really any tension there.”  
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Parent–Grandparent Relationship 

Three caregivers shared their thoughts about their relationships with their parents 

(usually their mothers). In all instances, conflict between mother and grandmother was 

reported. Eleanor described this in detail:  

My mum, he’s her first grandchild and she doesn’t care to or wish to, I’m not sure, 

know a lot about autism. So he’s sitting there and we’d had fish and chips and he 

didn’t want that. He wanted chicken nuggets, so I was in the kitchen cooking 

nuggets and she was like, “Just leave it there. He’ll eat it when he gets hungry,” 

and it’s like, “No, he won’t.” It will sit there and the cat will come past and spot 

the fish, and then her sister come past two hours later and go, “Oh cold chips, 

awesome!” and she’ll snack all them up, and then he’ll go, “Can I have a bottle 

because my plate is empty ‘cause you let everybody else clean it up,” because he’s 

more stubborn than I am… She just doesn’t get it. I’m not sure if she even wants 

to. Just the judgy looks ‘cause they don’t get it, they're, “Oh, he’s just a kid,” that 

whole thing.  

This experience was also reported by Abigail who described her mother’s opinion of her 

child as “spoilt”:  

Yeah, they were—yeah, a lot of people would “Oh, he’s just picky, maybe he’s 

really –” my mum would say “Oh, he’s so spoilt and that’s what it is. You’ve spoilt 

him.” I’m like well, it’s not that I haven’t tried to give him food, the only way to get 

in any kind of nutrients or fruit and veggies is to literally just boil it in some water, 

take it out and give it to him in a broth, that’s the only way that I’ve been able to 

see.  

Anita reported fighting a lot with her mother about her daughter’s feeding difficulties: 

“And that's where my mum and I fight obviously a lot, because my mum, being grandma, 

gives her crap; and I'm like, “Yeah. And I'm the one dealing with the aftermath.” 

Eleanor was the only caregiver to report a positive relationship with her father and, 

indeed, her stepmother: “I’m lucky that my dad and step-mum are quite supportive. 

They came down to visit recently. Step-mum is a teacher for kids with special needs, so 

she understands a lot about that…”  
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5.4.6 Overarching Theme 6: Physical Impact on Child 

Table 22. Overarching Theme: Physical Impact on Child 

Overarching Theme: Physical Impact on Child  

1. Constipation 

2. Illness and Reduced Immunity 

3. Weight  

4. Appearance 

5. Fatigue 

6. Malnutrition and Deficiency 

Multiple essential themes were identified in relation to the impact of a sensory-based 

feeding difficulty on a child’s physical health and wellbeing. These impacts range from 

constipation to unhealthy appearance and fatigue, as described below. 

Constipation 

The most frequently discussed physical impact was constipation. Indeed, almost every 

caregiver raised this as an issue.  

Anita described it succinctly: “Constipation, that's a big issue. She—I explained to my 

husband one day. It's like a real balancing activity. So, she has junk food, she gets 

constipated.” 

Judith was similarly efficient: “Constipation and diarrhea, is what we deal with typically 

from day to day.” 

Eleanor and Abigail also discussed each of their sons’ constipation. Eleanor said that 

“you can tell he’s had a drink-aversion a couple of days, ‘cause he does, he gets a bit 

constipated and then you go to the toilet and it is quite on the dry side.” Abigail also 

wondered about the role of dairy in her son’s constipation: “Constipation, sometimes, 

but I think that—so he has a lot of dairy, I think that kind of helps. Maybe that might 

help, I don’t know.”  

Janelle explained that her GP had specifically linked her son’s constipation to his feeding 

difficulties:  
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Definitely constipation, that’s number one. So we’ve been to the doctor who has 

said, “Look, ‘cause he’s fussy, you’re just gonna have to give him Movicol twice a 

day, just so that it just goes because all he will eat is carbohydrate-y foods.  

Several of the caregivers spoke about the role of medication in treating their child’s 

constipation and how, in some cases, their child required hospitalisation for treatment. 

Felicity described her experience: 

Anyway, yeah, so he does get constipated and so we do—we have got laxatives 

that we can use occasionally to kind of … clear him out a little bit. He hasn’t—

there has been—for there’s quite a few times where he’s ended up in the hospital 

in so much pain with his gut, being constipated and it’s all backed up.  

Similarly, Jane said:  

When she was younger, she has always had constipation issues from the day she 

was born. That was the other half of our reasons for hospital admissions because 

she used to get really, really constipated, and trying to get her to take the 

medication and all that. So the one thing that we've been able to have is Osmolax, 

because it's the white flavourless powder that I can add to it.  

Rebecca also vividly recalled her own experience: 

He’s been constipated. This is last year and he went in emergency department a 

couple of times, and then he got put on stuff and he basically stopped himself 

from pooing in the end so he could feel it. He said, “I can feel it up here, mum,” 

and it’s coming down but it’s hurting. He could feel that but he was explaining it to 

us and I said, “You’ve got to try and get it out,” and he held and he held and he 

held for days. I was up for days with him.  

Well, I was surprised that he—it really blew me away when he started telling me 

and he’s screaming and he says, “I could feel it coming down. It’s hurting. I don’t 

wanna push. I can’t push,” and then we’re up for nights with him screaming and 

he was trying to stop it and he was saying, “I could feel it up in here.” And I was 

like, “Okay.” 

Ruby discussed her son’s experience with constipation and her attempts to manage it:  

He has huge constipation issues. And has had since he—I don't know. I don't know 

if it’s always been or maybe about two or three, but always. So he has just started 

over-the-counter medications for that. They help him pooing but they don't 

actually stop the—like he’s still—probably once every three weeks, I’ll be like, “Are 

you okay, Nelson?” And he’ll be like holding his tummy and he’ll be bending over 

and I’m like, “Okay, you’re not gonna go to school today. I’m gonna run a bath.” 

And we’re gonna—yeah, help him and we just—last year at school, probably four 

or five times throughout the year, I had to pick him up because he’d be fine in the 
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morning and, on occasion, they’re like, “Oh, he started bending over” and I’m just 

like, “Right. Okay.” So we’ll get him. So that must be really, really uncomfortable 

for him. 

Lauren also explained the difficulties in administering her son’s laxatives: “Yeah, we 

were taking—putting Oxymax in his water, but he’s clearly on to that so I’ve got to find 

a new thing.”  

Illness and Reduced Immunity 

Several caregivers spoke about their impressions of their child’s experiences of illness, 

and whether they felt that their child experienced higher levels of illness than they 

would expect.  

Anita explained that her daughter:  

… gets run down. But I don’t know how—she's not sick very often, but she's been 

in day-care forever, so she's got a pretty good immune system, but I do find—the 

year before last, we actually got to stay—we were told not to let her leave home 

at all for a couple of weeks. She just got sick one thing after another.  

Abigail also shared her experience, and felt that her son was getting sick frequently:  

So we were at a point where he was getting a cold every two weeks and because 

his asthma was so bad, we’ll ring hospital. Every time he got a cold, we’d be in 

hospital. And, I don’t know, a part of me says that it might be, yes, he did have the 

asthma, but another part of me will say, he didn’t really have—‘cause he was so 

skinny as well, he didn’t really have that strong system behind him to help him 

fight it off either, and that was just ‘cause he wouldn’t really eat much. And so 

there’s only so much in the way that you can do to get them eating. Because he 

was also bordEring on being malnourished, he just didn’t have— 

Caitlin also reported her son’s early history of chronic Illness:  

When he was little, he was sick every three months, pretty much on par, and I 

actually went to the doctors after doctors about it ‘cause I thought something is 

going on. They took one test and did all sorts of things, they’re like, “No, I’m 

looking to something he’s going through.”  

Eleanor felt that her son, too, was sick more often than was usual:   
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He definitely gets sick a lot more often. In winter, it’s shocking, almost every two 

weeks, he’s got have at least two weeks off from any school activities we found 

especially with COVID. Even with all the precautions, he was still getting chest 

infections at the drop of a hat.  

Melissa shared a similar experience, and reported that when her daughter became 

unwell. It seems to last for longer: “So, the worries for me is that she tends—when the 

kids get colds, her cold will take longer to get better than Jacob. So, that kind of lingers 

a bit longer for her.”  

Weight  

Most caregivers discussed the impact of their child’s sensory-based feeding difficulty on 

their child’s growth outcomes. Interestingly, some parents felt that it contributed to 

increased weight gain, but others reported reduced weight gain. 

Eleanor explained that her son’s weight had not been impacted:  

I don’t know what he weighs but in the last time he weighed in, he weighted in the 

same as he did from birth which is on the 99th percentile. He’s a huge kid who is 

ten pound, 14 ounces at birth and just got bigger. 

Judith felt that her strategy of a chickpea and vegetable slice assisted in maintaining 

weight. She explained that: “He's always been gaining weight which I think is because I 

have him on the chickpea and veggie slice very early.” 

Melissa worried “that she’s overweight, not massively, and—yeah, she would just be 

above average, I would say, but I’ve been noticing that more and more.” 

Margaret also described similar worries, and reported that she felt the types of food her 

son consumed influenced his weight gain:  

So he was putting on a lot of weight because he was just filling up on dry toast 

basically, specific type of bread, but dry toast. So I mean we’ve got him involved in 

Little Athletics ‘cause he’s just quite a good runner and he does swimming. I mean 

I wouldn’t say he’s overweight but he’s heading down that track and that worried 

me in that unless he starts eating a great variety and drops a little bit of the bread 

for filling him up, he might be overweight.  
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Jane also felt that this was also the only reason her daughter was putting on any weight. 

She concluded that she was “gaining weight and that's only because she eats a diet full 

of sugar and carbs.”  

Felicity described how she felt that her son’s weight gain worked against him when 

trying to seek support for his feeding difficulties:  

He is actually a really well kid. And that kind of works against him sometimes 

because you go to the paediatrician and the paediatrician goes, “Well, he’s within 

the weight range,” and you go, “Yeah, that’s great. He’s within the weight range. 

Yeeha! He’s not eating.”  

Other caregivers described a different experience in terms of weight gain. Abigail, Jane, 

Laura, Ruby and Sabrina all reported low rates of weight gain in their children. Abigail 

worried about her son’s height, as well:  

… he’s very skinny, for me anyway, and because of a lot of the fact that he was so 

slow on the uptake to start eating, and in addition to being almost underweight… 

He’s okay like that, but very skinny, but he hasn’t really grown. He’s quite short 

with his age as well, and they’re not really sure as to whether that’s because of 

the fact that he doesn’t eat much a lot of food, or because he’s had a lot of 

steroids in his early life, but they do suspect that there is that correlation as to why 

he—especially the fact that he is so skinny.  

She went on to say: 

It’s my main concern. We do try and bulk him up wherever we can but, again, it 

becomes problematic because of the nature of the foods that he does eat and the 

fact that he won’t eat much as well. That is a big point. 

Jane reported that her daughter’s weight difficulties were apparent early in life. Her 

daughter: 

wasn't on any of the weight or height charts until she was about three. She didn't 

even come close yet. We get her on the bottom line and then we’d drop off again 

and that. So she's eight now, she'll be nine in July, and I think she was six when we 

managed to get her to stay on the 25th percentile line.  

Laura, Ruby and Sabrina also described their children as “very slim, very—she doesn’t 

put on weight”, “always on the verge of the lower end of the weight scale” and “skinny 

as skinny”. Sabrina went on to say that her daughter looked like she weighed about the 
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same as her younger sister: “Abbie's just turned two and Coral's five at the middle of this 

year and at the same weight.”  

Appearance 

Three caregivers discussed their concerns regarding the physical appearance of their 

children.  

Anita twice referenced her daughter’s pale appearance:  

I’m still not sure either way like, “Should we do some blood tests and just check? 

She’s so pale.”  

She's tiny, but then in saying that, I was at that age and my husband's six foot, 

and he's a beanpole, but all the kids are. So, I'm guessing that's more of genetic, 

but she—I do worry how pale she is. There really is not a lot of her. 

Melissa also shared similar concerns wondering: “Is she so pale because she’s not 

[laughs] getting enough nutrition? She’s very pale-looking and I don’t know whether 

that’s just her natural complexion or it’s ‘cause she’s lacking vitamins or whatever.”  

Ruby spoke about the big bags under her son’s eyes. She also wondered:  

And, I mean, to look at Nelson. He’s got big bags, like he’s got black bags under his 

eyes and I think, “Well, are you malnourished?” But I mean - oh, I don't know what 

else to—how else to get—and I’ve tried getting a few kids’ multivitamin in him. 

Fatigue 

Three caregivers reported higher-than-normal levels of fatigue.  

Janelle said that her son cannot last the day:  

… let’s say it’s a normal day, he’s woken up a good time, like 7:30, eight o’clock or 

something, got ready for school, it’s a normal day, and he’s been away all the day 

at school, he comes home, normally he falls asleep on the couch.  

Laura also shared her speculations about the impact of sensory-based feeding difficulty 

on her daughter’s:  

… mood and energy levels, I guess. Sometimes I feel like there is a bit of a 

fluctuation. I guess maybe that blood sugar level isn’t steady because of the foods 

they’re eating or because of different spikes. I can find both their—their energy 

levels can be quite flat.  
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Sabrina also discussed her daughter’s energy and fatigue:  

But then as soon as things stop happening, that's it. She's asleep on the couch or 

she's lying down and watching TV, like she doesn't have the ongoing energy that a 

lot of her friends have, like she gets home from school and that’s it… Yeah, Coral’s 

just more tired than normal kids. 

Malnutrition and Deficiency 

Several caregivers discussed their thoughts on malnutrition and deficiency, with some 

reporting the ongoing use of supplements to support their children. 

Three caregivers mentioned that their children had been diagnosed with iron deficiency. 

Laura shared that “both of the girls are on a vitamin, and an iron tablet, and a vitamin D 

tablet. So, they’ve both got iron and vitamin D deficiency.” Lauren’s son had also been 

diagnosed with iron deficiency, but she was having difficulty administering the required 

supplements: “…he's meant to be—I've been working nights and my husband's meant 

to give him multivitamin with iron in it, because he is lacking in iron, but he disliked the 

taste of that.” 

Margaret also raised her concerns regarding possible iron deficiency:  

Because he dropped meat completely and that worried me so she’s told us that 

you need to worry about the iron. So as soon as she said that, he was eating 

yoghurt from a tub in a bowl at that time, so we were buying the iron supplements 

and crushing them, put them in his yoghurt. We were buying iron water and 

putting it in apple juice which is quite sweet… 

Ruby also raised her concerns about her son’s nutrition and possible iron deficiency, but 

reported that it was impossible to get him tested. She explained her plan to achieve this:  

So his next time, he has to go in and be knocked out, have his teeth looked at, 

which, hopefully, I don't want it to be an issue but more than likely it is, the paed’s 

ordered the hep B test ‘cause he’s on a new medication and they wanna just make 

sure that everything else is going alright. So, I might just double check with her … I 

think she’s gonna do a coeliac or something this week, a screen or something. 

Melissa and Margaret described how they were both currently giving their children 

vitamin supplements. Melissa said, “we’ve got that jelly one there, which she refused to 

have at first, but she’s now saying, “Can I have my Vita Gummies?” Margaret explained 

that:  
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We have, in the last year, got him to have—it’s the nature’s way fussy-eater tube 

lollies. They don’t have iron in them but they’ve got all the little trace elements 

that you sort of need. Iodine and some other things in there as well.  

Abigail also reported that “he’s on supplements” when discussing her son’s nutrition.  

Sabrina discussed the role of formula in supplementing her daughter’s dietary intake: 

She was put on a formula—or back on a formula when she first stopped eating 

because she went from eating everything to—I think she was eating three foods at 

the time and so they put her back on a formula because she’s drank milk the entire 

time when we were a bit concerned that she wasn't getting any nutrition from 

bread and rice, and nothing else. So we put her back on formula for about a year 

just to make sure that she was still getting bits and pieces.  

5.4.7 Overarching Theme 7: Psychological Impact on Child 

Table 23. Overarching Theme: Psychological Impact on Child 

Overarching Theme: Psychological Impact on Child 

1. Mood 

2. Anxiety 

3. Self-esteem 

4. Behaviour 

Four essential themes related to the psychological impact of sensory-based feeding 

difficulty on the child were identified. These themes were: mood, anxiety, self-esteem, 

and behaviour. 

Mood 

Four caregivers discussed the role of mood when speaking of their child’s sensory-based 

feeding difficulties. Jane put it very simply when she said “lots of mood issues when food 

is involved”. She went on to explain that her daughter’s:  

mood is often very much linked to food, what she’s allowed to have, what she’s 

not allowed to have. So if she’s had something for dinner, and then she wants 

something or I’ve made something for dinner, and she wants something else her 

mood will change very quickly, and she becomes very loud. 

Janelle, Lauren and Rebecca’s experiences were slightly different in terms of mood and 

were less related to denial of preferred foods but rather hunger associated with inability 

to consume volume. Janelle shared “but yes, definitely a mood thing, if he—like I said 
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with—sometimes if he’s really, really hungry and he eats food and he’s still cranky, it 

means he’s tired.” Lauren’s account was also similar when she recalled “Yeah, we can 

pick up if Miles hasn't had a lot to eat, or he's needing stuff. He gets very edgy, very 

snappy”. Rebecca also made reference to mood and hunger: “I do find if he’s moody of 

an afternoon, if we can get a good tea to him, he’s better after, and he doesn’t eat at 

school.”  

Anxiety 

The second and strongest theme associated with the psychological impact of sensory-

based feeding difficulty was anxiety. Nine caregivers spoke at length and made multiple 

references to the role of anxiety in their children’s lives. They related that their children 

were both generally more anxious, as well as having particularly heightened levels of 

anxiety around food and mealtimes. Anita spoke about how her daughter was “a very 

shy, anxious child as it is. She's a real worrier, and she's really, really shy. And I think it 

does impact her, because she feels that, say, “Everyone's watching me” or “everyone's 

laughing at my food.” She went on to explain at several points about the worry her 

daughter experiences in terms of mealtimes. She explained the following: 

And even at school, like in kinder, so that’s two years ago now, she's still talking 

about when they made egg pies. She didn't like the egg pies at all, and it was 

horrible. It was obviously—still to this day, she keeps talking about, “Oh, do you 

remember when they made me do that, and I didn't know what to do and it was 

horrible, Mum. I didn't like them.  

And then, dessert came. She was so excited, but there was blue jelly and it was 

runny, and so, she couldn't eat that. And then she didn't know what to do with it, 

so. She had a great time, but she keeps coming back in her brain. This keeps 

coming up, the food, and “I didn't know what to do, mum. I didn't like it.” 

She's always worrying about the food, “What am I going to eat?” or like, fruit 

breakfast, because we see the fruit break is huge. It's a big worry every day. And I 

always catch her like she has to look what's in her lunchbox before she goes to 

school. 

Because she's always the one worrying, “If they're cooking at school, or if they're 

cooking at day-care, and I don't like it, what am I gonna do?” So, she'll just avoid 

it. 



122 

Abigail also described both her child’s general levels of anxiety, as well as in specific 

relation to mealtimes. She described her son as:  

riddled with anxiety and it affects his daily life. It’s really tough for me to see him 

like that, because he is a wonderful child, but just struggling from your basic 

everyday task that you take for granted, and he gets to a point where he does 

work himself up a lot. And I can see that he makes an effort and that he tries, but 

sometimes he just physically can’t.  

She went on to say that:  

Benjamin definitely has a lot of anxiety particularly when he comes to mealtimes. 

It’s almost to the point where he just won’t even come to the table. If he doesn’t 

feel comfortable in the space, he will not go to the table and he won’t even look at 

the food. He just won’t. He’d just—he can’t. She referenced this twice again later 

in the interview when she said And I know that he has a lot of anxiety around food, 

particularly when we’re going to a restaurant or something.  

Felicity gave a very specific description of her son’s anxiety in relation to food: “So, I 

think he’s very anxiety driven. It’s not gonna crunch the right way. It’s gonna feel good. 

It’s gonna make me feel like I’ll gag.” 

This was echoed by Jane, who reported that: “The anxiety around food and trying new 

food is extreme in this house to the point that we've had meltdowns, we’ve had dishes 

pushed off the table because it’s too close to her.”  

Lauren also described her son’s anxiety especially when eating in restaurants: “He gets 

very anxious when we're at a restaurant because he thinks he has to eat what everyone 

wants him to eat, and I just say to him, ‘No, you can eat this.’”  

She also went on to say that her son: “panics when he sits down at a table, and there’s 

a knife and fork sitting there, and napkin, so we just move them, so that he doesn't feel 

like he needs to use them.” 

Laura explained that the anxiety is present for both of her daughters, and also creates 

anxiety across the family unit: “Well, it’s difficult, ‘cause when you do think about 

mealtime, it’s hard to know what you’re going to cook. So, it is challenging. And that last 

minute “what am I gonna do” can cause anxiety I think for everyone.” 

She also spoke about one of her daughter’s anxiety in particular:  
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Amy—she’s anxious about everything, so it’s really hard to know what it is about 

food. She definitely—when she goes places—I mean, she’s only recently got to the 

stage that she can go to other family members without us there, but we’ve made 

sure that they’ve got food that she will eat.  

She also wondered whether others around her children were able to see the anxiety:  

…it’s kind of hard to see—I think for other people to see how anxious it might be 

making her. We’ve noticed at the moment she’s not eating during the day at 

school. She’s just gone into high school. And I’m wondering if that’s because of the 

food she’s eating or maybe just girls in high school—I don’t know.  

Melissa’s account of her daughter’s worry and anxiety was heartbreaking:  

So, it’s a real worry and it’s really—dinner time is—although I’m trying really hard 

to move away from that and avoid the emotion that happens at dinner time, it’s 

an emotional time and it’s where—the anxiety levels are higher at dinner time 

because for her alone, she’s worried and she’s worried at school pick-up. She 

starts—“What’s for dinner?” And it’s not because she’s looking forward to it. It’s 

‘cause she’s worried about…  

So, she anticipates dinner time and it’s not with the normal positive anticipation 

that you would have. Like my son, when he asks me what’s for dinner, he’s looking 

forward to eating, he’s hungry, he wants it. Georgia, when she asks me, is because 

she wants to know what she has to prepare herself for, that she’s going to weigh 

up in her mind, “What about that dinner can I possibly eat?” And her stress levels 

start going up because she starts to think, “I’m gonna have to refuse something 

and I don’t want to because I wanna please mum.” 

Margaret’s account was similarly detailed and sad:  

… he often talks about food when he’s in bed, and we’re reading a story or 

something, he’ll bring stuff up about food and he’ll ask questions and, “What am I 

gonna eat tomorrow? What’s happened tomorrow?” all of those sort of being able 

to plan in his head, I guess… 

 I can see that his thinking about the next day. Sometimes my husband put a 

vegemite sandwich in ‘cause he has eaten occasionally. We just try and mix it up a 

little bit but we don’t tell him or my husband didn’t tell him and he didn’t eat his 

sandwich that day, and that night he was stressing about it and he’d come in, get 

out of bed and say, “Oh daddy, what—" 

She went on to discuss her son’s worry in terms of fruit break at school:  
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So with kindy, they have the fruit break in the morning and so we would—I mean 

we knew he was not going to eat it but we would put an apple in his lunch box. 

And then in the first few days, yeah, he would be really anxious and like, “Oh, I 

don’t wanna have fruit break. I don’t wanna go to school tomorrow,” things like 

that.  

Ruby described a slightly different account when she explained that: “I don't try and 

push too much anymore. So, as for creating anxiety, if we couldn’t get something—so 

when the Devon disappeared on the shelf, yes, that was because he wouldn’t then eat 

anything else for lunch…” 

Self-esteem 

Only Melissa discussed the impact of a sensory-based feeding difficulty on her 

daughter’s self-esteem:  

So, it’s a worry for her. That’s her saying, “There’s something wrong with me.” And 

she says, “I don’t know why I can’t eat these healthy foods.” So, it’s her thinking 

there’s something wrong with her. 

So, it’s stressful for her, stressful on her—worry because she’s such a people 

pleaser. She wants people to be proud of her. So if she can’t do that, she gets 

upset with herself. 

Behaviour 

Felicity was the only caregiver to discuss her concerns regarding behaviour and sensory-

based feeding difficulty:  

And it’s just that’s exactly right, but you just think, how is their brain developing 

without the nutrients? How is—and then you go, well it’s not, because we’re 

having all these huge behavioural things. And we can tell when he eats and gets 

something inside of him, his behaviour changes.   
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5.4.8 Overarching Theme 8: Social Impact on Child 

Table 24. Overarching Theme: Social Impact on Child 

Overarching Theme: Social Impact on Child 

1. Fruit break 

2. Play Dates 

3. School Holiday Program 

4. Eating Alone 

5. Birthday Parties 

6. School Camp 

7. Peer Pressure 

Seven essential themes were identified within the overarching theme of the social 

impact of sensory-based feeding difficulty.  

Fruit Break 

Two caregivers described the social impact of sensory-based feeding difficulty on school 

fruit break. Anita gave a detailed description of this event and the lack of understanding 

support:  

fruit break is the biggest meltdown. So when school started this year, the first 

thing she said to me, “I’m supposed take fruit, great, fruit break.” She hates fruit 

break. She doesn’t like raw veggies. She doesn’t like apples, because it gets stuck 

in her teeth. So, she likes apples at home, won’t eat apples at school, won’t eat 

bananas, because she feels I’m embarrassing her when she peels it open and 

there’s a bit of bruising on it. And apparently, sometimes too, they taste different; 

they taste sugary. She doesn’t like sweet fruits.  

She went on to describe the school response: “But then, if she doesn't take anything for 

fruit break that fruit or veggies, they just get sat away from the rest of the class, and 

they're made to read a book.” 

She also alluded to the embarrassment (discussed further below) related to fruit break: 

I think the fruit break at school is a huge one now, because all the schools are 

having fruit break. And I know it's not just my child that has to eat fruit, they 

don’t—and all the mums laugh, you chuck an apple, it's gonna sit there for the 

next six weeks, but it's really, really hard. But some schools are better than others, 

I hear; some schools are terrible to deal with. But it's creating a lot of stress for the 

parents because what do you do when your child doesn't want raw fruit or 

veggies? 
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Eleanor’s experience was much more supportive: “…they’re pretty relaxed, so when they 

do have their fruit time, you can try it, you don’t necessarily have to eat it.”  

Play Dates 

Two caregivers spoke about the impact of sensory-based feeding difficulty on their 

child’s participation in play dates, and the judgement from other parents during these 

events. Anita explained:  

Obviously, it causes tension, like you avoid playdates, because you get the 

judgment from other parents, or you get those parents, “Oh, well, my child eats 

everything because of the way I raised them.” And I’m just like, “Yeah.” And what 

do you say to them? Like, “Yeah. Good luck to you. You've got a child that eats 

everything.” So, you do you get heaps of judgment from other people, so you kind 

of avoid it.  

She also talked about future play dates: “But it definitely is going to impact on any future 

play dates. It’s like, I ring up the mum, “I'm sorry, my child can't eat this, this, and this” 

and—you know?” 

Melissa, too, mentioned having to explain her child’s sensory-based feeding during play 

dates:  

So, it is—kind of always pops in my head if they’re going to someone’s house, if 

there’s gonna be a play date, which we haven’t had that much of because she’s 

still fairly young, I’m like I’m gonna have to pack her food and I’m gonna have to 

explain to that parent—I’m sure you’re gonna actually provide them really tasty 

food and I’m not doing this ‘cause I’m doubting you, it’s because she won’t.  

School Holiday Program 

Only Anita spoke about the impact of sensory-based feeding difficulty on her daughter’s 

school holiday program. She explained that her daughter: 

… loves to go to vacation care. She chooses what she goes to, so she's allowed to 

go one week. But if they've got a food thing on, she might really want to do this 

activity, and she's so excited, but, say, they're making apple crumble, she won't go 

over that day. And sometimes, they swap it around, so then, she comes home 

really upset because “Today, we made such and such. We’re meant to make 

brownies, and it was apple crumble.” But, yeah, they could be going on an 

excursion to the zoo or somewhere, but she won't go if that's the food that she 

doesn't like. 
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Eating Alone 

Two caregivers discussed their child’s preference for eating alone during mealtimes, 

perhaps as a coping strategy. Caitlin explained that both her children demonstrated this 

behaviour. In reference to her eldest child, she said: “He's 17, he eats away from 

everyone else.”  

Her younger child also preferred to eat by himself at childcare: 

We’re not taking him to child care ‘cause I work there too, and they know about 

his eating 'cause obviously he sits in the other room by himself and people can't 

watch him eat, so I don’t know why he's doing that. 

About mealtimes for her younger son at home she said:  

He got a red big book and put it in front of him and then that’s what he's doing in 

our table. He was sitting here at the table with the big book, and we were sitting 

at the other end.  

Rebecca also spoke of her child’s preference to eat alone: 

Well, he comes home and he eats at home. He reckons he doesn’t have time (at 

school) but he’s such a slow eater too, very, very—it could take him some hour for 

him to eat a meal. He never clears his plate and I don’t dish up big—we’re talking 

about small amounts.  

I just say, “I’ll make you tea,” but now, we sit here and let him talk, and then when 

we’re finished, we leave, clean up, and then he’ll sit and he’ll actually eat—not all 

of it but he will eat and he goes, “I’ll have enough.” So I don’t know whether that’s 

the same as school, that whole thing of having people around him. If he was 

actually by himself, he probably would eat. 

Birthday Parties 

Six caregivers discussed the impact of sensory-based feeding difficulties on their child’s 

ability to attend birthday parties. Abigail appeared that she had not previously thought 

about this. She simply said: “And, yeah, I guess I don’t really go out to birthday parties 

or anything.”   
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Felicity also spoke about the reason her son does not attend birthday parties. She said: 

“Well, we don’t go out and eat, and we don’t—and if we do go to a very rare birthday 

party, the kids don’t partake any food. Lycan won’t because of allergies, Laz won’t 

because, why?” 

Janelle’s description was similar: “Even food you know he’ll like because he likes similar 

things like birthday cake—who doesn’t love birthday cake? Lincoln doesn’t.”  

Margaret provided a more detailed description of both the experience of birthday 

parties and the adaptions they required:  

Birthday parties are shocking, or I find parties, even though they’re outside, 

they’re often the worst because there’ll just be a lot of people, a lot of chaos 

usually, ‘cause you have 30 kids or something, I try to avoid them if I can, running 

everywhere, and he would just stand still, and he’ll just won’t leave my side ‘cause 

he’ll be a bit overwhelmed.  

When we go to birthday parties and things. He doesn’t eat anything. Where he’s 

comfortable at my sister-in-law’s house ‘cause he gets—they have a child as well 

so they play together, so he’s quite comfortable there but he will eat birthday cake 

only if it’s cut a certain way or a certain shape. So if it looks just a bit different, he 

won’t handle it, and then he might have a bit of a meltdown, like an autistic 

meltdown over something like that.  

It’s just all that day-to-day stuff that you take for granted, birthday parties, eating 

cake, “I’m not eating that, that’s a different shape. That doesn’t look like 

mummy’s birthday cake.”  

Lauren sadly explained that her son:  

… doesn't get invited to birthday parties. My own sister doesn't include him to 

parties only because she assesses the venue and everything, and just says he 

wouldn’t cope and it would be better for him to not, so she—but she will include 

him to—she’ll do a little cake, morning tea or something for him so that he’s 

included all that, but just not the birthday parties. 

Laura’s experience was more positive: “I mean, like when we go to birthday parties, 

often there’s food she won’t eat, but I guess that’s also a situation where there’s sweet 

foods and treat foods and fruit platters. So, there’s always something she will eat.”  



129 

School Camp 

Only Laura discussed the impact of a sensory-based feeding difficulty on her daughter’s 

participation in school camps: 

I think it’s hard for Eliza to go places. School camp and stuff was a big one because 

she didn’t know what the foods were going to be. We provided her milk, like the 

rice milk that she likes to drink, so that then, if they had cereal, she could have 

that with it. I think when she goes to places like that, she often doesn’t eat as 

much as she normally would because there’s not as many options.  

Peer Pressure 

Several caregivers also discussed the influence of peer pressure in the context of a 

sensory-based feeding difficulty. Anita shared her daughter’s attempts to overcome her 

feeding difficulties in order to fit in with her peers: 

I don’t know what it is, but she cannot stomach sweet food, but because all the 

other kids are eating lollies, and it's really frustrating at school, they keep giving 

them lollies all the time, the teachers… She sees all her friends eating all these 

lollies, so then she tries to do it and then she gets sick. 

And I've seen her even force herself, especially after parties when she’s got a party 

bag. And we've had to pull over because she feels like she's gonna be sick. So, 

she'll actually force herself to eat the lollies that her friends are eating now, trying 

to fit in. 

And then, she'll start—and then she'll get a tummy ache, and she's gonna be sick, 

and then, she'll be crying. And I keep saying to her, “But if you don't like it, I don't 

understand. I can't grasp it. If you don't like it, why are you trying to eat it?” But 

she's always trying to fit in.  

Laura described a similar scenario in her daughter’s attempts to “fit in”:  

She—well, unfortunately, fortunately—I don’t know—when she’s around other 

people, will sometimes try foods that she wouldn’t normally at home, but she 

won’t ever eat them if that makes sense. She’ll try them I think out of a desire to 

please other people. And then unfortunately, that causes issues later on for her 

that she’s had to do that and cope with that and sort of a meltdown after the fact. 

Melissa echoed these accounts, explaining that her daughter attempted to please those 

around her by pretending to eat typical foods of childhood. She recalled a conversation 

with her daughter: 
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And she’s like, “Yeah, I really wanna know mummy why I can’t.” She said, “Maybe 

I could pretend. I’ll eat them and pretend I’m eating a chocolate or pretend that 

I’m eating a lolly.” I’m like, “Oh, you’re so cute, but that’s not gonna work long-

term.”  

5.4.9 Overarching Theme 9: Social Impact on Family 

Table 25. Overarching Theme: Social Impact on Family 

Overarching Theme: Social Impact on Family 

1. Meals Outside the Home 

2. Restaurant Meals 

3. Family Holidays 

Three essential themes emerged within the overarching theme of the social impact of 

sensory-based feeding difficulty on the family. These were the family’s participation in 

meals outside the home, attendance at restaurants, and family holidays. The majority 

of participants discussed this impact, making it one of the strongest overarching themes 

to emerge.  

Meals Outside the Home 

Many of the caregivers spoke about their reluctance to attend meals outside the home, 

even those with close family members. Anita explained that:  

I refuse to go to my mum's for dinner. Well, seriously, we go there for Christmas, 

and the rest of the year, I will not go there. I'll make every excuse on the sun, 

because it's always a meltdown. As I swear, she goes out of the way, and it's 

always—it's just not worth the stress.  

Margaret also spoke about the stress of mealtimes outside the home: “It’s very stressful 

but I mean Grace suffers too because we don’t do those cute things. It’s hard. I mean she 

understands, she’s like, “I get,” but it’s a bit sad for her, I guess.” 

Lauren said it simply: “Yeah, I don't enjoy family dinners.”  

Felicity was adamant that her family:  

…just don’t go and have dinner. The idea of going to a barbecue with friends, it 

would just be way too anxiety-ridden. Like, “Come over for a meal. My kids will 

only eat this. Our other kid’s got allergies, this kid won’t eat this, blah, blah, blah.” 

So, we don’t get invited, and I wouldn’t invite us either [laughs].  
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Sabrina’s account was more positive:  

…both grandparents are incredibly accommodating and will always make sure 

that there's—so they don't necessarily agree that we don't make her eat food, but 

they always make sure that there's something that she will eat, which is really 

good. 

Several caregivers also spoke about the accommodations that they made in order to 

attend meals outside the home. Rebecca explained that: “If we go to friend’s place, we 

hardly ever go out with him because socially he doesn’t cope going outside the home. 

But if we do, I pack his stuff.”  

This strategy was also employed by Ruby:  

So, we go—when he goes to—‘cause there’s not many places that we can visit 

that he’s comfortable at so we go to my dad and his wife’s. I take certain things 

with me. They have certain things there that they know he would like. So, between 

both of us, there’s enough of his foods there, so he’s happy with that. Yeah, if I 

didn’t take any foods with me that he liked and they didn’t have any, our visit 

would be very short.  

You need to accommodate him. So, wherever we go, you know, there’s the cool 

bag with the yoghurt some of his crackers.  

Melissa also shared conversations she had had with extended family in relation to 

supporting her daughter’s participation in family meals:  

And all of my family now have been—‘cause I’ve spoken to all of my family 

about—stop pressuring her, just if she doesn’t wanna accept that, and she’ll find 

something else, or we’ll find her something else, and we’re just not gonna create 

an anxious environment. 

So, the thing that’s—I’m hoping, ‘cause it’s just kind of really recently, I’ve had the 

conversation with my family around just take the pressure off and if she doesn’t 

wanna eat it, don’t ask her to eat it, don’t say anything. Just don’t say anything at 

all. 

Three caregivers talked about Christmas meals. Felicity shared a very positive 

experience that appeared to be years in the making: 

And then, going to—this year, my family in Melbourne, we finally did Christmas 

right. [laughs] We did it right. We went, it was buffet style, no sitting around the 

table, push out or anything like that, no trying to feed each other’s kid’s stuff or 

anything like this. It was just food is food. You can get it as you want it. It’ll be out 
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all afternoon, whatever. And it was the best Christmas we’ve ever had because 

everybody had gotten to the stage where we weren’t trying to be OT, or trying to 

[laughs], you know?  

Meanwhile, Lauren and Laura shared the difficulties their children experienced at family 

Christmas. Lauren explained that: “I find it really hard at Christmas time and family 

gatherings… Last Christmas, I took cheese, ham, and rolls to Christmas tea and lunch. 

And that’s what he ate while everyone else had this amazing meal.”  

Whilst Laura described her Christmas as: “I mean, I’m thinking back to Christmas dinners 

and stuff with all the family, there’s not a lot that Eliza will eat—maybe a baked potato, 

maybe [laughs] depending.”  

Restaurant Meals 

Nearly all caregiver’s (13 of 15) discussed the impact of their child’s sensory-based 

feeding difficulty on the family’s ability to attend cafés and restaurants. These 

descriptions varied in length but the details were similar. Anita explained that:  

But just, yeah, eating out; there’s no point. I’m like—or even getting take away, 

what’s the point?  

So, everyone else in the family loves Franco’s, the Italian place, but no. I can cook 

at home. I can cook spag bol, she’ll eat that, I can cook lasagne, she’ll eat that, as 

long as she doesn’t see what I put in there, but we can’t go out to Franco’s. We 

can go somewhere else that’s got chips. 

She also discussed the family’s preferred option of take-away if a meal outside home 

was required:  

So, yeah, if we go away, we just tend to cook or get takeaway. At least, at home, 

it's not so bad if there's a meltdown. But, yeah, so you don't—we always pack 

food. So, everywhere we go, you’ve always got your lunch packed, and your 

morning tea and your afternoon tea.  

Abigail described the minutiae of take away meals and that even finding the right chips 

for her son was difficulty:  

It does stop us going out for meals to places. So, unless it’s somewhere like—

‘cause Benjamin, his go-to, he loves fish. I’d go to his fish and chips, and even—

chips are difficult. Chips are a bit difficult to eat. They’ve got to be very thin chips. 

So we’re quite limited in where we can go if we do go out.  
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Jane also shared this common experience:  

So we don't do the going out to dinner thing. It's not something that I could count 

on one hand in almost 12 years how many times we've been out to dinner and 

usually it's just chips and gravy because she won't even order their nuggets now 

because they're not her nuggets, so it's a bit boring and wasteful.  

Judith said simply: “Yeah, it does stop us from going out for meals.”  

Janelle shared her concerns with what might happen if she did take her son out for a 

meal. She worried that: “I probably wouldn’t go to a nice restaurant with him ‘cause he 

would just throw the food on the ground and he doesn’t want—we are doing this thing 

where we have a separate plate.” 

Lauren spoke about her experience:  

I hate going out to restaurants with him, because all he will eat is chips. And 

where my other child will be sitting there eating vegetables and everything, and 

then—so I know these comments do come past.  

We try and find the most covered area for him to sit, or he will say, “Can we just 

grab food and go?” There’s plenty of times that I’ve sat in the car while he’s eating 

food.  

Laura described the difficulties with restaurants particularly when having two children 

with sensory-based feeding difficulties:  

And going out is a huge thing because there’s nothing that we can get out for all 

of them. My youngest, especially, Amy, she won’t eat hot chips. She won’t eat 

party pies. She won’t eat that stuff that normally if you go out somewhere you get 

hot chips on the menu and the kid will eat that sort of stuff. So, there’s nothing—

we always have to take food with us for her.  

Melissa provided insight into the planning required to enjoy a restaurant meal:  

…it used to be if we were going out for dinner as a family with my parents and my 

sister and her family, it would be hard because I’d always have to think, “Well, 

we’re going to a Chinese restaurant. It’s gonna be really difficult to find something 

that Georgia’s gonna eat here.”  

Margaret explained how the experience affected the whole family: “I mean it absolutely 

impacts us a lot, and we don’t go out for dinner as a family because we know he won’t 

eat the food and we don’t want him to be anxious about that.”  
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She did also speak about some successes:  

Occasionally, if we are lucky enough, ‘cause we avoid going out for dinner or 

anything usually ‘cause it’s too hard, but if we are out and it’s just our immediate 

family, he might be comfortable, and we had him actually try [laughs] a toasted 

cheese sandwich. 

Several caregivers also spoke about the specific foods required to support their child’s 

participation in restaurant/café meals. Rebecca explained that for her son: “…we have 

to make sure they sell nuggets, so we can’t decide we’re gonna go here. We’ve got to 

look at the menu and make sure, otherwise, he just would not eat.”  

For Ruby’s son’s it was about hot chips. She recalled a meal from last year: 

We’ve done one dinner out at the Sebel Hotel, that was mid last year. Food-wise, 

that was okay, because they sold hot chips. So, if we went somewhere that didn’t 

have hot chips, he would never—I’d take something with me so he would have 

something. 

For Sabrina, it was also about the hot chips, but her daughter was also able to manage 

a pizza:  

And if we do go out for dinner, we’ll make sure that we go somewhere that serves 

chips or pasta or pizza with cheese on top. We do avoid going to places that we 

know won’t have something that she will eat. 

Finally, Felicity shared her experience of a typical simple snack of childhood outside the 

home:  

You don’t just go to the ice-cream shop ‘cause you’re probably gonna end up in a 

meltdown because there’s too much choice and then I choose this one and it’s the 

wrong one, and it’s got this and blah, blah, blah, and just—you don’t—you end up 

not participating in life to the fullest. 

Family Holidays 

Two caregivers talked about family holidays. Margaret explained that:  

So we just avoid things like that. Me and my husband, we’re just like—it’s just too 

hard. And even this weekend, we have a family shack and so we wanted to go up 

this weekend and I just said to mum, “Can we go up? Is there anyone else up 

there?” and “No, you can go up. That’s fine.” And last night she texted me and 

said, “Oh, my brother and his wife wanna go up with their family,” and I just said, 

“Oh, look mum, we were just hoping just to have a weekend by ourselves,” and 
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we’re only gonna come up for the day which is fine but it was just—and I know, 

with me and my husband, we think the same thing, it’s just too hard around 

mealtimes because, it’s kind of embarrassing sometimes, ‘cause they don’t get it.  

Rebecca recalled a previous family holiday and described the preparations required to 

support the family to continue to participate in holidays: 

So when we went to Melbourne a couple of years ago, I found it really hard to feed 

him ‘cause as long as I can just grab a salad sandwich or—he based it on nuggets, 

‘cause I had no other choice.  

And when we go away, ‘cause we like going away, Stuart is always, “Isaac, what 

are we gonna take for him?” We can’t eat here because they only have fish or 

whatever and they don’t have nuggets. You’re always constantly thinking, so 

sometimes we don’t go because we’ll say, “Well, what do we give him?” We can’t 

feed him junk for a whole weekend because otherwise he’s gonna end up 

constipated, so it is a battle.  

5.4.10 Overarching Theme 10: Emotional Impact on Caregiver 

Table 26. Overarching Theme: Emotional Impact on Caregiver 

Overarching Theme: Emotional Impact on Caregiver 

1. Judgement 

2. Self-blame and Guilt 

3. Stress 

4. Sadness 

5. Embarrassment 

6. Fatigue and Exhaustion 

7. Frustration 

8. Fear and Worry 

The final overarching theme identified in the interviews was the emotional impact on 

the caregiver of having a child with a sensory-based feeding difficulty. Eight essential 

themes emerged: judgement, blame, guilt, stress, sadness, embarrassment, fatigue, and 

frustration. All but one of the caregivers discussed at least one of these feelings.  
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Judgement 

The first essential identified was judgement. More than half of the participants recalled 

experiences of judgement both from family members as well as the wider community.  

Anita highlighted the conversation around judgement and the misunderstanding of the 

impact of a sensory-based feeding difficulty. She said:  

It's more the judgment. That's what I hate, it’s the judgement from your family, 

judgment from people you know, some complete strangers, yeah. And then, even 

going to day care was horrible, you're getting judged by the director and some of 

the educators. Those that don't have kids, I found really judged you, the day care 

educators; whereas those that have kids seem to be—I guess used to dealing with 

all the quirks and that. Yeah, with some of them, “Oh, your child's just spoiled. 

They'll eat what's put in front of her if you leave it there.” But she doesn't. And 

then, she's hungry and then we end up in tears, because it's bedtime and “I'm 

hungry”. 

So, yeah, you don't talk to other parents about it, because of that judgment over 

just something simple like McDonald’s. Can you imagine sitting there saying, “Oh, 

yeah, my child doesn't eat peas,” and “my child doesn't eat beans”. 

Abigail recalled her experience early in her son’s life:  

I’ll never forget everyone’s babies were eating watermelon and then someone 

came up and gave my child watermelon and I went “No!” ‘cause I knew it was just, 

the moment he put it in his mouth, just vomited everywhere. And everyone was 

like “What’s wrong with him? Why won’t he eat a watermelon? They’re all eating 

watermelon.” “Well, you know, that’s just his—I don’t just—” … He can’t—I said, 

“He can’t actually process it at the moment.” And that sort of started—I started 

seeing a connection that it was more that he wasn’t making himself vomit, ‘cause 

a lot of people were going “Oh, he’s just one of those kids that makes himself 

vomit. 

Felicity described her experiences like this:  

…but there’s the constant barrage of “you are a bad mum if you feed your kid 

chocolate,” or you’re this and you’re a that, but I think, again, that comes from 

people who don’t understand the realm in which you live.  

Food is an essential basic need and, as a mum, when you can’t meet those 

essential basic needs no matter how hard you try, it’s very demoralising. But then 

you have a society telling you that it’s you, or it’s—or “You’re not strict enough,” 

or “They just need a smacking.” Blah, blah, blah, blah.  
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Janelle spoke about the stigma she felt: “That stigma of being a bad parent because of 

these—but it’s not being a bad parent. You have a different—you have a child that 

doesn’t typically—eat…” 

Lauren shared her experience with her mother, as well as the wider community: 

I have a very old-fashioned mum, and I have had it all thrown at me. And it’s all in 

his head, and then this day, she looked after him and she gave him a dinner roll 

with seeds on it, he won’t touch it. She took the seeds off, he ate it. So now she 

says whatever he eats, give it to him. 

There’s a lot of judgment from people out there. I find it—or because I put him in a 

trolley and give him an iPhone or a tablet to shop because he can't cope, but I 

haven't—I've had few friends say “Oh. Well, have you tried this? Have you tried 

that?” And as I’ve said to my OT, “You can't get him to eat it, I’m not gonna make 

him.” 

Laura described the judgement she felt from her parents:  

I think especially grandparents… My mum too often will be—she was looking after 

the kids in the evenings for a while, while I was at work, and she was all like, “I’m 

gonna cook this and I’m gonna hide all these vegetables,” and had all these grand 

plans of what she was gonna make. I think they think we haven’t tried.  

Margaret described the sense of judgement several times during her interview, 

reporting that she felt that other parents “were the worst”: 

They’re so judgemental and especially when they don’t even know your 

circumstances, not even the sensory stuff, just even with autistic children having 

meltdowns and other parents confusing that with a temper tantrum which is 

completely different and then they think you’re pandering to the child, “I can’t 

believe they did that.” 

She also explained her failed attempt to describe her son’s sensory-based feeding 

difficulties to other people:  

We don’t often go to people’s house for dinner because they just don’t 

understand, and they think we are pandering to him. That’s really hard. And you 

explain it to people, they don’t take in and they just think…But also I think they just 

think, “Oh, just make him eat it. You’re just letting him get away with it.” It’s hard. 

She also worried about who might be around her child during mealtimes: “We’re always 

really conscious of mealtime, and where we’re gonna have them and who’s around, and 
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just I guess, being aware of people judging just from a parent point of view and society 

is so judgemental.” 

Rebecca expressed her frustration at other’s inability to understand her child’s sensory-

based feeding difficulty:  

I just think people do—as you said, they’re just fussy eaters—no, because if you 

actually do look at a child who has got sensory issues, you can actually see it in 

their face. And Isaac gags and I know that some of my family members just say, 

“Oh, just so he doesn’t have to eat it,” but no. It’s not just a normal kid making like 

that actually gagging. You can tell. 

Self-blame and Guilt 

Two caregivers spoke about feeling self-blame and guilt. Abigail provided a detailed 

description of her feelings:  

So for the longest time, and I’ve said to you, I blamed myself. I said, maybe I’ve 

tried feeding him—or maybe I didn’t feed him when I was meant to ‘cause some 

people feed them at four months. I waited till he was about six months ‘cause he 

didn’t really seem to me like he was ready. Maybe I waited too long, maybe I 

didn’t mix the rice in properly, the baby rice, maybe it was all—I would just blame 

myself about it and then in connection with every—or not in connection 

necessarily, but everything else as well, ‘cause he had a lot of asthma and 

breathing difficulties to boot, him getting so sick, I just said “Oh, it’s because he’s 

not getting food.” I’m not making him—because he’s not eating the food that he 

needs to, now he’s getting so sick.  

I think that I tend to be a lot more—because of Benjie’s anxiety, it triggers my 

anxiety, because I’d obviously—when your child is anxious, you don’t want them 

to feel anxious, so we’re like, “What can I do?” and then you start, obviously, 

blaming yourself. So I’m in this perpetual state where I’m just compulsively 

blaming myself for all of Benjamin’s anxieties, for the reason he won’t eat, for the 

reason that he’s been sick.  

Eleanor described her feeling of guilt when she provided her son with a bottle to 

substitute for his lack of food:  

But at other times, especially when it’s going 24 hours and he’s just like, “I’m not 

hungry,” I was like, “No, you need to have a bottle at the very least. I can’t let you 

not have anything in your tummy,” that’s just not how that works and then I feel 

like I’m a bad mother because all he’s doing is going through his face and drinking 

bottles and there’s nothing I can do to stop it but if I don’t give him his bottles, 

then he’s consuming nothing and that’s neglect and I’m not very into that at all. 
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Stress  

Six caregivers spoke about the stress associated with providing care to a child with a 

sensory-based feeding difficulty. Anita gave an initial description:  

And so, that creates a whole different battle when you've got this child who 

doesn't like fruit and veggies. And it's what you feed them for morning and 

afternoon tea when fruit and veggies causes such a stress. Do you—what do you 

feed them? 

Abigail, too, reported high levels of stress, particularly when living with her parents: 

“And I was living with my parents as well for a long time, so it was just very—they’d be 

really stressed out. I’d be stressed out ‘cause they were stressed, but Benjamin vomiting, 

it was a daily occurrence.”  

Eleanor spoke about it as being both “…stressful and exhausting… Everything is a fight, 

so I was like, “No.” I don’t know any other kids in this age bracket that have-to-have 

multivitamins every day because they’re fussy eaters.”  

Melissa shared her feeling of stress and worry: “It’s really stressful. It’s quite worrying. 

You’re constantly thinking, “How am I going to get the nutrition in for my child? Is this 

gonna be stopping her from reaching her potential at school?”  

Margaret provided the most powerful description, and spoke multiple times about the 

stress in her life that she attributed to her son’s sensory-based feeding difficulty: 

It was really stressful. Occasionally, we tried adding vegemite, or jam, or 

something like that and he wouldn’t eat it. “Mummy, can you not do that to me 

again tomorrow because— 

So anyway, I was stressed about it so when he had to do a blood test and she did a 

full blood on him for nutrition and he came up with normal levels of everything 

and I’m like, “Well, he shouldn’t because he hasn’t eaten beef for 18 months,” but 

she said it’s probably all the little things that you do, which made us feel good 

‘cause at least he’s okay. 

Look, it created a lot of stress, 100% percent, so it limits where we go which is sad 

for Grace because we would probably have more people over for dinners and 

things.  



140 

It’s very stressful but I mean Grace suffers too because we don’t do those cute 

things. It’s hard. I mean she understands, she’s like, “I get,” but it’s a bit sad for 

her, I guess. 

Yeah, you’re forcing him which is the other thing that they’ve told, they said, “You 

can’t force him to eat.” The whole thing is very stressful. 

We’re all carrying food in our bags, stressing about the school barbecue day, 

nothing gives us more anxiety about, “How am I gonna deal with this? What are 

they gonna serve?” I’m gonna be the helicopter mum if I bring it up or bring food 

in, or I h talk to the teacher and then you’re like the crazy helicopter mum.  

Rebecca was more succinct: “It’s stressful sometimes, very stressful but we try and make 

it work.” 

Sadness 

Several caregivers also spoke about feeling of sadness. Anita shared that she:  

actually end(s) up in tears so much. Until you actually pointed out her [brain]… but 

I feel bad. It sounds like a terrible mum. I have yelled at her so many times going, 

“I don’t know what to feed you anymore.” I've sat there crying. You'll spend three 

or four hours cooking something. “I'm not eating that.”  

Felicity explained that:  

I feel so sad for him ‘cause he’s missing out on flavours, he’s missing out on 

connectedness. He’s missing out on healthy food. He’s missing out on enjoying 

what it’s like to sit down, put a massive burger in your mouth. He’s missing out on 

so many lovely things and when the world is already so tough for him, it’s just like, 

“Oh, come on, buddy. Be a kid.”  

Melissa also reported feeling sad because her daughter did not want to displease those 

around her: “She’s gonna have to refuse and she doesn’t wanna displease. So, it’s sad.” 

Margaret also spoke about feeling upset and sad knowing that her child was hungry: “I 

mean his fallback is just, “I’m not hungry,” which is a bit sad ‘cause I know he is hungry.”   
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Embarrassment 

Three caregivers spoke at length about feelings of embarrassment. Margaret said:  

It’s a bit of that embarrassment, shame that people think a certain way of you 

when it’s just not the case and that if anything, you’re the opposite ‘cause you’re 

trying to make sure that your child has all the right nutrition. Yeah, I find that 

really hard to deal with. Other mums are mean. 

She went on: 

It’s hard to take. It’s really, really hard to take. I think ‘cause it revolves around 

nutrition, you don’t wanna be that parent that’s feeding your kid unhealthy stuff, 

and I get embarrassed even at the supermarket ‘cause I have to buy that awful 

wonder bread with the vitamins and minerals ‘cause everyone just think it’s cheap, 

white bread.  

But he only has the sourdough in his sandwiches and for toast, like dry toast, he 

enjoys that white bread which our dietitian said it’s best bread because it’s got the 

highest protein and some other things jammed into it but it’s rubbish bread. I 

wouldn’t eat that crap myself. I wouldn’t eat it at home and you just get 

embarrassed ‘cause run into people and they must think, “Oh my God, you’re 

feeding –" you know what I mean? It’s embarrassing. We’re definitely not that 

sort of people. Ben is a chef, so we love going out for dinner and we have to get a 

babysitter ‘cause we can’t have our kids out with us at all.  

Anita shared her experience, which again reflected previous reports by participants 

about other mothers being unsympathetic to the plight of a child with a sensory-based 

feeding difficulty: 

I think you're too embarrassed to talk about it. It sounds awful, but you are, and 

you shouldn't be embarrassed, it's not her fault, but you do. I got to say that you 

try to cover it up. You don't want to say anything, because straight away, you're 

just getting judged and you’re obviously a pushover parent, or there’s something 

obviously wrong with her, because she doesn't want to eat. Her first birthday 

party was at McDonald’s, and I just remember all the parents were laughing, 

because I’d ordered her water and not juice, because she doesn't like juice, she just 

likes water, and I just give her water, I'd never thought to really give her juice. And 

I just remember, it was her first birthday party, and she was so excited. And I was 

so embarrassed, I just want…I can hear them all laughing. “Who’d order their child 

water at a birthday party?” And Gabby had never had a happy meal. And so, they 

end up with these nuggets and she's like, “What's this?” And so, then of course, 

the other parents were laughing again because, what child doesn't eat at 

McDonald’s? And so, it was horrible.  
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Laura spoke about being shamed by other parents because of what her daughter might 

have in her lunchbox:  

I think that’s—I think there’s this—great educating about healthy eating, but 

when a child is limited in their food, and I mean you see a lot of it on social media, 

people being shamed for lunch boxes, but—yeah, I think that understanding 

that—you can educate and teach about healthy foods, but you’ve also then got to 

go that a parent has the right to choose and it’s not just based on… 

Fatigue and Exhaustion 

Two caregivers spoke briefly about feelings of fatigue and exhaustion. Eleanor said:  

So by the time I actually get around my own meal, it’s like I am hungry. I am 

angry, I just wanna be left alone, and all he wants to do is be sweet and cuddle up 

because he’s tired now and it’s like I’m tired, I’ve been tired all day, because I’ve 

had this fight three times today now. I give up halfway through today.  

Melissa reported that:  

I am now completely deflated and have no motivation to put those meals in front 

of her anymore because I know it’s gonna be scraped off for the bin or I know I’m 

gonna be eating it for the next three days.  

Frustration 

Four caregivers described feelings of frustration when their child refuses to eat a 

presented food. Anita said:  

And I think the other thing probably from a parent's perspective too, is moving 

away from that waste. So, it's really hard to cook something or make a lunch and 

it doesn't get eaten. And she might have taken one bite or she might make herself 

cereal and try it. But then you get really frustrated because you're just about to 

throw out all this stuff. And it's really hard. I guess that's—you don't waste your 

food, that's how you're raised.  

Eleanor also reported high levels of frustration:  

I find myself more frustrated a lot quicker than I would usually be and it’s ‘cause 

you can always guarantee, as soon as dinner is about to hit the table, that’s when 

he’s gonna start and tell you what he actually wants, and if that’s not what’s in 

your hand, then it’s just a massive meltdown and you would spend your time to 

calm him down.  
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Janelle, too, spoke about her frustration at length. She explained the difficulties she 

experienced watching her child refuse food. She described the feeling as:  

Frustration, especially watching him just throw the food, push the plate away. So, 

when I see that, I get frustrated. I probably get a bit teary. All I wanna do is yell 

[laughs]. So I’m holding back the yelling. Sometimes I’m pleading to a child who 

doesn’t know what I’m saying [laughs]. Sometimes—I haven’t been very 

aggressive or anything…It’s mostly just frustration and feel a bit sorry for myself 

sort of thing because—like especially when he’s sick and I want him to eat food so 

there’s something in there and he’s got energy to get better and stuff and he just 

won’t have it and it’s frustrating.  

Felicity also spoke at several points about both her frustration and desperation to see 

her child eat: 

I have offered my son a $200 Lego kit [laughs] for a of glass milk… And he would 

not budge. But if he did it and he liked it, it would be worth it because I know he 

drank milk when he was a baby, ‘cause that’s all he did. He drank milk, he didn’t 

eat. 

It’s the absolute—yeah, it’s so despairing to watch your kid rather starve himself 

than eat, and to have conversations about when it will become necessary to give 

me a PEG [percutaneous endoscopic gastrotomy] feed. 

So, there is frustration there as parents, and there is just—and also, the frustration 

is an element—a huge element of that frustration is despair, because you’re 

watching your kid not getting the things that he needs constantly on so many 

levels, not just on food, but—and there’s no rule book or guidebook that’s just—

you keep try this strategy, try that strategy, try this strategy, and you have the 

strategy hamster wheel. And one day one of those strategies might click, and 

that’s great and stuff. And you keep presenting the food. We always present the 

food, but it is tiresome. 

And you can do all the things in the world, but your child’s still not gonna eat. And 

unless you’ve experienced that, there’s just not much you can say or do other than 

just go, “Actually, that’s really shit.” 

Fear and Worry 

Two caregivers expressed feelings of fear and worry especially in relation to the physical 

impact of their child’s sensory-based feeding difficulty. Felicity described her worry in 

terms of: “Food is food. And it’s about getting the calories in and dealing with the 

diabetes later in life [laughs].” 
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Ruby said:  

So, that’s always a bit of a worry because we don't know because we have, like—

we can’t do the tests and things like that. It just makes me wonder that—yeah, 

how is his body actually functioning [laughs] and is it an okay way to function? 

5.4.11 Overarching Theme 11: Service Access 

Table 27. Overarching Theme: Service Access 

Overarching Theme: Service Access 

1. Positive Support Experiences 

2. Negative Support Experiences 

3. Access to Services 

4. Knowledge of Health Professionals 

5. Support of School 

6. Using Google 

The overarching theme of service access is comprised of six essential themes, including: 

positive and negative service access experiences, as well as general access to service, 

the perceived knowledge of health professionals and the role of schools. 

Positive Service Experience 

Only two caregivers were able to share positive experiences with health professionals. 

Eleanor reported feeling “lucky”. She described the current support that she receives 

from occupational therapy: 

I guess I’m really lucky in a sense of I’ve got Kathleen as an OT. So she’s right on to 

all of that with her questions and what we do. So with that therapy, we’ve been 

able to build up basic skills. Like when we first walk through the doors, he would 

not eat anything with utensils. It had to be his hands. But he also has texture 

aversions which will be a disaster if you’re trying to have just sausages and bread 

because all he wants is the sausages and the sauce and use his hands, and then 

we’ve got a lovely mural all over the wall. It just rapidly escalates. So I think 

because I’ve been in touch with Kathleen, I’ve been lucky and we’ve been able to 

get on to a lot of those.  

Felicity also reported positive experiences with occupational therapy: “And she is a great 

therapist and she obviously knows this stuff. But, again, because she’s a great therapist 

and, of course, it’s really hard to—get time with her.” 
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Negative Service Experience 

Jane was the only caregiver to share a specific negative experience in terms of access to 

occupational therapy: “So in the last year—well since COVID again—we've tried SOS 

food therapy. The downside was our therapist wasn't child-friendly and made no effort 

to build any rapport or anything like that.” 

Service Access 

Several caregivers spoke of their difficulties in accessing appropriate services in 

Tasmania. Abigail recalled:  

I quite often felt like I was alone in seeing that there’s something that needed to 

be looked into. And I think that was part of the challenge of getting the access. 

And then, obviously, as I said, in Tassie, we’ve got the thin market down, and 

that’s just kind of added another layer where I feel it’s been delayed even further 

than what it could have been had, maybe, there’d been more knowledge and more 

awareness about it.  

Felicity described access to services as being:  

At the mercy of the supports that you have… And if you can’t get the support, or if 

somebody’s on leave, which is fine, I’m not—I don’t have a problem with that, and 

I understand that, but you are at the mercy of the supports that you have and then 

you’ve got people not granting you access to that support, or you have restraints, 

you have financial restraints in order to access that support or you’ve got waiting 

lists that are miles long because they need allied health… 

Lauren recalled how little support she received when attempting to secure services for 

her son:  

I've had a very rough time. I was given a yellow sticky note and a phone number, 

and told to ring it and they would help me. The lack of OTs in Tasmania is very 

hard. Our first OT resigned, and then someone came from Western Australia 

because a business was sold so we did some with that person, and then they hired 

Ashley. We’ve been with Ashley ever since. 

Laura spoke about not knowing who to actually ask for help:  

And so, I think it’s knowing to ask or knowing to say, “Is this right?” and who to 

say that to, and then where to go. All services at the moment in general in 

Tasmania I think are really hard to find. We were on a waiting list for a few OTs for 

Annie and we just lucked on one that had just gone out into private practice, so 

got in to her.  
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She then went on to explain that one of her daughters currently has access to speech 

pathology, but that now “Amy needs to see one and we can’t get in anywhere”. 

Melissa’s account was similar to Laura’s: “Well, it’s really—I’ve struggled with finding 

what services are actually there.”  

Rebecca appeared to know which service she required, but said:  

Well, we’ve only just started trying to get access to the services, very hard down 

here. They’ve got their books closed… The wait is anywhere from a six to 12 month 

waiting list to get into anyone. The process of this, I thought, was a nightmare to 

actually get in and assessed because I had to go to my doctor, get referred to the 

paediatrician, and then from the paediatrician to Cassie’s place. We waited six 

months for that appointment.  

Knowledge of Health Professionals 

Undoubtedly affecting the essential theme of access to services was the knowledge of 

sensory-based feeding difficulties of frontline health professionals. Many caregivers told 

stories of unhelpful and/or conflicting advice received from GPs, child health nurses and, 

in some cases, allied health professionals.  

Anita described her story of trying to seek help from her child health nurse and GP: 

I haven't heard of anything or any services, like you go to your health nurse, they 

don't offer you any advice whatsoever. The GPs are useless. I don’t meant to be 

awful, but— 

Everyone's talking about, “Oh, this is how you can try and deal with it” at St Giles, 

but no one's ever explained why she's doing what she's doing. That she can't help 

it or it's not because she's fussy or—yeah, no one's actually explained. And I can 

see it when she eats sometimes, she'll gag at certain textures, or she's eating 

something and it's got suddenly something in it, and it's just— 

Abigail described her experiences:  

A lot of people just told me that he was like a picky eater, that he’d just grow out 

of it, that some kids eat later than others, and just to keep pushing through, keep 

offering the food … even just at the start saying, you’re saying, “I don’t think this is 

normal. I would like some more help.” And paediatricians and nurses and 

everyone’s saying “He’ll grow out of it, we see this all the time. They all grow out 

of it and that’s been going—” I really wouldn’t mind having him looked at and we 

did get reviewed by speech and everything like that, but again, they were very 
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much with the mentality of “This is something that everyone grows out of, might 

be a little bit delayed. 

There wasn’t ever a doctor or an allied health professional that sat down and said, 

“Oh, actually, yes it’s a common thing, but why don’t we actually have a look to 

see if there are some kind of strategies that we can help him with, and we can 

help Benjamin with.” That was never sort of presented to me. 

Melissa described a similar experience: 

So, I find it difficult to actually find services that are out there and when I have 

tried to kind of put out the feelers, or speak to a GP, or speak to a child health 

nurse, they just don’t seem to have the knowledge. They either put up a barrier 

and say, “She’s just a fussy eater. Just keep putting that food in front of her. She’ll 

eventually eat it,” or, “It’s because she prefers something else that she’s not—so 

don’t give her what she prefers.” 

She further explained that: 

…for five years, I have listened to the feedback and the advice that I’ve gotten 

from health professionals, which is keep doing what you’re doing, keep putting the 

food in front of her, keep making the healthy, tasty, nutritious meals, eventually 

she’ll eat it, but she doesn’t.  

Eleanor described her attempts at explaining her son’s feeding difficulties to the child 

health nurse: “And trying to explain this to even the child health nurse and look on her 

face and it’s like, I’m doing the best I can with—sometimes he’ll have a yogurt sachet.”  

Jane described needing to educate those around her child: “My experience with doctors, 

school, where Amelia is concerned, is I've had to educate me so that I can educate them.”  

Margaret spoke at length about her experiences with health professionals and the 

conflicting advice she received: 

Sorry, it’s a bit of a tangent but it just frustrates me when he can say—and 

actually my OT said the same, “He will not starve himself.” 

Anyway, I was so angry, but I don’t know how long it had been going on, but he 

did lose a bit of weight and we’ve tried a few different therapies with the 

paediatrician, and one was how will the parent control what they eat and the child 

says how much. 

So he was actually not eating and then he would get up late at night, “I’m really 

hungry,” “Of course you are. You haven’t eaten dinner. You haven’t eaten 

anything in your little tummy,” but we were told not to give him food but we did 
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because he would go to bed hungry, and we were also told by the dietitian not to 

refuse food because if he wants something, give it to him within reason. 

He had a tantrum, and then it would go on for an hour. I’m like, “Oh we have to 

stick to this because this is what they said.” I’m like this doesn’t feel right because 

he’s hungry and he’d ask for toast and then they said you can’t give it to him then 

because then you’re giving him the control back. I don’t know how you deal with 

that. 

Felicity also shared unhelpful advice that she had received from health professionals 

regarding the removal of bottles:  

And then we were told by the dentist to take the milk away out of the bottles and 

give it to him in a cup ‘cause his jaw was going to be affected and I knew that was 

the worst advice that I ever got… Cause he dropped the milk completely.  

School Support 

Four caregivers also shared their experiences with school and how the school supported 

their child with sensory-based feeding difficulties. Margaret explained that, in her son’s 

case, the support or lack of it was very much dependent on the specific teacher. She 

recalled a positive experience in kindergarten: 

So he didn’t wanna get into trouble, so he was stressing about it at night, but she 

was lovely. She said, “Look, what we’ll do –” and she’s the first child they’ve ever 

had, so I was really amazed that she obviously is reading up on it but they would 

say, “Okay, [Harrison]–and then explained to him, “You have to come and sit in 

the circle when we have the fruit break. Now, I want you to get the apple out of 

your bag that mum has put in,” had to just be an apple, “And I just want you to 

hold it. If you wanna eat it, that’s great, but you don’t have to eat it, and then 

when everyone is finished, if you’re not eating it, that’s fine, you just put it in the 

rubbish bin like everyone else.”  

However, she reported that, in the following year:  

I had a bit of a chat, he’s in prep this year, with the teacher. We really struggled 

with her, very condescending. “Oh, thanks for all of that, we don’t do a fruit break. 

I don’t see the kids when they’re eating lunch,” which is fair enough but, as I left, 

she sort of said, “Oh, look if we ever had an excursion to Woolworths, I know not 

to pressure him about the food,” and I just thought, “Why would she say that?” 

that’s very condescending and didn’t really feel heard about it. 

Lauren reported a very positive school experience. She simply said: “I’m very lucky. I’ve 

got a very supportive school.” 
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Felicity’s experience mirrored Lauren’s: “…and the school’s been great and brilliant in 

that, even though they don’t really understand why he won’t eat. They’re very under—I 

never got a note home saying this is not appropriate food for—like, they knew.” 

Jane, however, described a less than positive school experience. She felt that:  

…there needs to be a change in how everybody works together because it's not 

working. And here's an example, I spent all of last year trying to get people to 

understand about Amelia’s food side of things, so she's not having enough fruit 

and veg, so all I wanted to do was just increase her fruit and veg intake. I didn't 

care which, I just wanted to increase, but being that, she spends three-quarters of 

her time in school, it's not something I can do on my own, and I was well aware of 

that. So I spoke to the teacher asking for help, and I framed it around without an 

adequate amount of food to fuel their bodies, to fuel their brains, they're not 

gonna learn and potentially going to have behaviour issues, that kind of thing, and 

basically what I got in return was, “It's not my job.”  

Using Google 

The final essential theme identified was the use of Google to understand sensory-based 

feeding difficulty. Although not directly related to service access or experience, this was 

a strategy several caregivers employed in their attempts to both understand their child’s 

sensory-based feeding difficulty and to access services.  

Anita reported that:  

Most of it was just googling stuff, and most of it was related to autism. Everything 

I could find was related to autistic children. I joined a few Facebook pages, and a 

few people I’ve asked with kids—and even then, if you read those, most people say 

your just—this child is a little brat.  

Abigail described Google as her “salvation”:  

I think Google is my salvation to say, “Look, my child won’t eat anything.” And 

then I started reading a lot about sensory processing issues, and then in my work 

as well, it pops up a lot ‘cause we do have a lot of participants with sensory issues, 

or getting ASD, like they have on ASD and some other difficulties. 

Janelle spoke specifically about trying to find answers on Facebook: “I joined the Autism 

Warriors Facebook page with Tassie parents who have autistic children or other 

spectrum somewhere with ADD or ADHD or whatever it is and a whole bunch of things.”  
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Melissa also attempted to use Facebook to find answers: 

I posted something on a Hobart mums network Facebook page and got a couple of 

people telling me that I should go to St Giles and I’m not quite sure—I had a quick 

look and that looked—and I’m not quite sure even when I was looking at that, 

there was nothing in there that actually talked about food-based stuff.  

5.5 Chapter Summary 

This chapter outlined the findings of the three rounds of data analysis. First, a summary 

of findings following the wholistic reading of the entire text was provided. There was 

then a second round of wholistic reading which reviewed each interview transcript as 

an individual text. These results, summarised in tables, assisted the researcher in 

developing the final descriptive codes required for the third round of analysis, which 

was a selective reading of the interview transcripts. The findings of the selective reading, 

and quotes to support these findings, were presented in the latter half of this chapter. 

The key findings of the study will be discussed in detail in the next chapter.  
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Chapter 6: Discussion 

This study explored the impact of sensory-based feeding difficulties on children’s health 

and wellbeing from the perspective of their caregivers. A hermeneutic 

phenomenological method was used which allowed for several cycles of data analysis, 

including both wholistic and selective readings of the interview transcripts. Fifteen 

caregivers from across Tasmania participated in the study, who provided a rich 

description of the impact of sensory-based feeding difficulties. This chapter discusses 

the overarching themes set out in Chapter 5 in relation to the literature. It concludes 

with a discussion of the strengths and weaknesses of the study. 

6.1 Feeding History 

The first overarching theme related to the child’s feeding history. This theme 

incorporated a number of essential themes related to the child’s early and recent 

experiences and preferences. Several caregivers discussed the difficulties they 

experienced with their children’s feeding early in infancy, including challenges 

transitioning to solids, early food regression, and developmental diagnosis of failure to 

thrive. Contemporary literature has demonstrated a link between the late introduction 

of solids and childhood feeding difficulties and some health outcomes, such as allergies 

(Hicke-Roberts, Wennergren & Hesselmar 2020), and food acceptance in later childhood 

(Coulthard, Harris & Emmett 2009). However, the specific link to later sensory-based 

feeding difficulties has not been clearly made. Participants in this study reported 

difficulties in transitioning to solids, which may be an early warning sign of later feeding 

problems. Given this possibly lifelong implication, frontline health professionals and 

feeding clinicians must be ready to support families as early as possible to reduce the 

risk of ongoing difficulties.  

Almost all caregivers spoke of their child’s ongoing restricted diet. Many of the 

caregivers in this study described their children as consuming fewer than 30 foods, and 

several spoke of them eating fewer than 10. This finding is supported by the literature, 

which suggests that children with sensory modulation difficulties have reduced dietary 



152 

variety (Cermak et al., 2010; Cooke et al., 2003; Farrow & Coulthard, 2012). Children 

with tactile defensiveness (a type of sensory defensiveness) have been described in the 

literature as accepting far fewer foods than children without tactile defensiveness 

(Smith et al., 2005). They also consume fewer fruits and vegetables (Coulthard & Blissett, 

2008).  

Children with tactile defensiveness have diets that are routinely described as poor. 

Children with tactile defensiveness also experience textures, temperatures and smells 

of food differently (Smith et al. 2004; Nederkoorn et al. 2014). Further, children 

described as ‘picky eaters’ have been identified as consuming 25 per cent less than the 

recommended daily nutrient intake, on average (Volger et al. 2017), as well as having 

significantly reduced vitamin intake (Taylor & Northstone, 2016; Volger et al., 2017; Xue  

et al., 2015a), which results in further health implications for these children. This is 

consistent with studies in lower socio-economic countries that have found the long-

term implications of undernutrition to include obesity, diabetes and cardiovascular 

disease (Sawaya et al., 2003; Martins et al., 2011). 

The caregivers in this study also discussed the concept of jagging. ‘Jagging’ is the industry 

term for when a child refuses to consume a food that they have previously accepted. 

Jagging often occurs when a child has eaten large amounts of the same food for 

extended periods. Once a food is ‘jagged’ it is often never re-accepted. This presents a 

risk for the child with sensory-based feeding difficulties, as it results in further limitation 

in overall dietary intake. Additionally, once a child begins to drop foods from their diet, 

jagging creates a vicious cycle where the child has fewer accepted foods, so consumes 

more of the remaining foods, thus increasing the likelihood of further jagging. Very little 

evidence exists in the current literature about food jagging and the longer-term 

implications of this phenomenon.  

Gagging and vomiting were discussed by several caregivers, and were described as 

traumatic for both the child and caregiver. Gagging while attempting to consume food 

occurs when the brain perceives the food to be a threat to the body. It is a normal 

protective reaction. However, for children with sensory-based feeding difficulties, this 

gag reflex is elicited more often than for children without sensory-based feeding 
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difficulties (Smith et al., 2004; Boquin et al., 2014). In a clinical setting, frequent gagging 

is often observed to lead to further food refusal, as the child learns that tasting new 

food causes gagging. 

6.2 Family Connections 

The role of family connections in sensory-based feeding difficulties was an important 

theme in this study. Caregivers spoke both of other family members with sensory-based 

feeding difficulties, and who had experienced eating difficulties themselves. Clinically, it 

is commonly observed that a child’s family member (often a father or uncle) will have 

had similar feeding difficulties, either in childhood or persisting into adulthood. There is 

no specific research that explores the reasons why it is the father or uncle that is often 

identified as having a similar feeding difficulty to the child presenting for therapy. This 

relationship, and those with other family members, has not been explored in the 

literature. The specific evidence is minimal in terms of the relationships between 

children with sensory-based feeding difficulties and family members with an eating 

disorder, but there is some preliminary evidence regarding the link between maternal 

eating disorders and general infant feeding difficulties (Micali et al., 2011). In addition, 

some researchers are exploring possible links between childhood feeding behaviours 

(persistent fussy eating) and anorexia nervosa (Herle et al., 2020). It is difficult to draw 

any conclusions about sensory-based feeding difficulties from these single studies, as 

neither specifically defined the feeding difficulty/persistent fussy eating as having an 

underlying sensory basis. 

6.3 Mealtimes 

The experience of mealtimes was discussed at length by many of the caregivers, and 

although mealtimes were not initially considered in terms of the impact on the child’s 

health and wellbeing, it became clear that they contribute to the emotional impact on 

caregivers. Caregivers discussed the multiple adaptations required to meet their child’s 

feeding needs, including making multiple meals (sometimes more than three per 

mealtime), having to deconstruct or separate food, consider its temperature and colour, 

and the type of plate and utensils. These findings are similar to those of Trofolz et al. 

(2017) and Boquin et al. (2014) who, amongst other issues, explored parents’ 
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perceptions of how picky eating affected the family meal, including meal preparation. 

Bouquin et al. (2014) also described the role of the sensory components of food and 

how these contribute to feeding performance during mealtimes. Similarly, caregivers 

spoke about the significant impact that food packaging had on their child’s capacity to 

eat. Mealtimes were significantly affected for all members of the family, and were often 

described as stressful moments during the day that frequently led to meltdowns (crying, 

screaming, kicking and hitting). These mealtime behaviours were similar to those 

reported by Boquin et al. (2014). 

6.4 Self-care 

The impact sensory-based feeding difficulties have on a child’s general self-care capacity 

was a central question in this study. Children with sensory-based feeding difficulties 

have high levels of tactile defensiveness (Smith et al., 2005), so it is reasonable to expect 

that they also experience wider difficulties, including in washing, dressing and personal 

hygiene. Tasks associated with self-care often require significant exposure to tactile 

substances, such as water, shampoo, toothpaste, toothbrushes, and clothing. The 

majority of caregivers in this study reported corresponding difficulties with self-care. 

This finding complements existing research on the impact of sensory modulation 

disorder and participation in daily life activities (Bagby et al., 2012; Bar-Shalita et al., 

2008; Hertzog et al., 2019). The present study further develops this knowledge by 

drawing a direct link between sensory-based feeding difficulties and self-care. This 

finding is significant and will be discussed further in Chapter 7. 

6.5 Relationships 

The role and impact of sensory-based feeding difficulties on relationships were explored 

by many of the caregivers in this study. They reported both positive and negative 

experiences, and these extended to many family relationships, including with and 

between siblings, parents, and grandparents. Minimal research has explored the 

impacts of sensory-based feeding difficulties on children’s and caregivers’ relationships. 

The current evidence focuses on children described as fussy/picky eaters and on 

parental feeding practices, such as beliefs, emotions and awareness, on outcomes of 

intervention (Wolstenholme et al., 2020). Deeper understanding of the role of 



155 

relationships is required to determine how these relationships can both negatively and 

positively affect longer term outcomes for these children and their families.  

6.6 Physical Impact on Child 

This study identified many instances of the impact of sensory-based feeding difficulties 

on children’s physical health and wellbeing. The theme associated most strongly with 

the physical impact of sensory-based feeding difficulty was constipation. Almost every 

caregiver in this study discussed the experience of constipation in their child’s life. These 

findings both complement existing literature (Chang et al., 2013; Taylor et al., 2016, 

Tharner et al., 2015) and elaborate the context within which constipation and sensory-

based feeding difficulty occur. Specifically, the caregivers in this study shared their 

experiences of long-term use of laxatives, presentations to hospital, as well as the effect 

on other activities, such as schooling. 

Caregivers in this study also described further physical impacts: weight, malnutrition, 

and nutrient deficiency. Many of the caregivers expressed anxieties regarding unhealthy 

weight outcomes. They were concerned both about their children being underweight or 

overweight. These descriptions complement the existing literature that suggests that 

children considered picky/fussy eaters experience both poorer growth outcomes 

(Antoniou et al., 2015; De Barse et al., 2015; Elkstein et al., 2010; Hegazi et al., 2015) 

and/or the risk of increased body mass index (Whitney et al., 2012).  

Several caregivers shared that their children had been diagnosed with iron deficiency, 

and three were actively supplementing their children’s diets with vitamins and formula. 

Again, these findings reinforce the existing fussy eating literature, in that those children 

who are considered fussy/picky, are less likely to reach daily recommended intakes of 

calcium, zinc, vitamins C and E, and iron (Taylor & Northstone, 2016; Volger et al., 2017; 

Xue et al., 2015a; Xue et al., 2015b).  

Finally, several caregivers reported concerns about their children’s physical appearance 

and fatigue. Their children, they said, appeared to have lower levels of energy than their 

peers, and often looked pale. These essential themes are new and troubling findings of 

this study. The caregivers who made these observations were unsure why their children 
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appeared this way, and wondered whether there was cause for greater concern. Pale 

complexion and fatigue can often indicate the presence of underlying iron deficiency, 

and the researcher recommended that these families sought review by a paediatrician.  

6.7 Psychological Impact on Child 

The majority of caregivers in this study identified anxiety as a possible psychological 

impact on their child of sensory-based feeding difficulty. They described their children 

as generally more anxious, as well as the way in which food created increased this 

anxiety. These findings fit with the existing literature (Cano et al., 2016; Micali et al., 

2011; Zucker et al., 2015), which has demonstrated the link between fussy/picky eating 

and anxiety, depression and symptoms of ADHD. The largest study, by Zucker et al. 

(2015), also considered sensory defensiveness as an indicator for selective eating, with 

both moderate and severe selective eating associated with increased sensitivity to food 

texture, smell, appearance, and movement. This is one of the few studies that has drawn 

a direct link between sensory defensiveness and selective eating/problem feeding. 

Despite these recent large studies, the causal relationship of the anxiety and sensory-

based feeding difficulty remains unclear.  

This study has brought a new understanding of the psychological impact of sensory-

based feeding on the effects this has on both a child’s mood and behaviour. Additionally, 

one caregiver raised the issue of self-esteem in connection with her child’s ability to eat 

a variety of foods in a variety of settings. She explained that she felt that her child’s 

sensory-based feeding difficulty was also contributing to poorer outcomes of self-

esteem. The existing literature has not explored this.  

6.8 Social Impact on Child 

The social impact of sensory-based feeding difficulties on children’s health and 

wellbeing was discussed at various points by several caregivers, with the impacts 

reported appearing quite individual to the child. Some caregivers spoke about the 

impact that the feeding difficulty had in terms of routine meals and snacks in various 

environments, such as at school and during fruit break. Whilst others discussed the way 

in which the sensory-based feeding difficulty specifically affected the way in which their 
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child ate meals (alone and in separate rooms from others). Typical childhood events, 

such as attendance and participation at birthday parties, school holiday programs, and 

school camps, were also discussed. In most cases, caregivers reported a negative impact 

on these social activities. This information is new to the field of sensory-based feeding 

difficulties; no other study has specifically explored the impact on children’s social 

activities.  

Peer pressure was another concept that developed throughout the interviews not 

evident in previous studies. Several caregivers reported that their child would strive to 

“fit in” with their peers by trying non-preferred foods, even if this led to gagging and 

vomiting. This is new knowledge and will be discussed further in Chapter 7.  

The social impact on the family of children with sensory-based feeding difficulties is 

pronounced, and has a profound impact on the child, their siblings, and caregivers. 

Caregivers in this study reported reduced participation in meals outside the home, 

including at family and friends’ homes, as well as at restaurants. In some cases, family 

holidays were also either reduced or heavily prepared for. Caregivers spoke of their 

reluctance to attend meals outside the home, and most often this was due to a fear of 

judgement or lack of access to preferred foods for their children. To compensate for the 

reduced access to preferred foods, many caregivers would take foods from home to 

ensure that their child would be able to eat in various settings. They also worried about 

how their child would be perceived by others and how others might seek to pressure 

the child into eating non-preferred foods.  

The impact of sensory-based feeding difficulty on the social activities of the family is 

significant, often resulting in social isolation. This has not been reported in the literature 

but needs to be prioritised given that people with lower levels of social interaction 

frequently also experience poorer general health and wellbeing (Biddle et al., 2020; 

Hawthorne et al., 2006; Holt-Lusnstad et al., 2015; Shankar et al., 2015). 

6.9 Emotional Impact on Caregiver 

Throughout this study, caregivers described, both explicitly and implicitly, the emotional 

impact that their child’s sensory-based feeding difficulty had on their own emotional 
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wellbeing. This proved to be one of the strongest overarching themes, and replicates 

previous findings in the literature (Jarman et al., 2015; Rubio et al., 2017; Goh & Jacob, 

2012; Trofolz et al., 2017). However, none of these earlier studies has specifically 

explored the emotional impact on caregivers as a stand-alone phenomenon. In the 

present study, caregivers frequently reported feelings of self-blame, guilt, stress, 

sadness, fatigue, frustration, fear and worry. Furthermore, they also shared how their 

interactions with family, health professionals and the general community often led them 

to feelings of embarrassment and of being judged. This is critical information for those 

working in the field, as it may be that these feelings act as barriers to caregivers 

accessing services. In some instances, these barriers are likely to be internal to the 

caregivers, in that they do not want to seek help because they blame themselves for 

their child’s feeding difficulty or fear judgment from frontline services. Those who do 

seek help are indeed often confronted with judgmental responses.  

6.10 Service Access 

Access to services permeated many of the interviews, with most caregivers reporting 

significant difficulty in identifying and accessing appropriate services, such as 

occupational therapy, dietetics, and speech pathology. Caregivers reported mixed 

experiences, in terms of whether their interactions with health professionals had been 

positive or negative, or indeed whether they had been able to access a service at all. 

Caregivers reported inconsistent knowledge on the part of health professionals they 

approached when first seeking assistance, with nurses and general practitioners often 

turning families away. There is preliminary evidence that there is a correlation between 

parental report and later avoidant restrictive intake disorder (ARFID, see Chapter 1) 

diagnosis and poor growth status (Iron-Segev et al., 2020; Lee et al., 2019). It is, 

therefore, imperative that frontline health professionals develop the knowledge 

required to support families at the point of initial contact.  

The experiences of caregivers of children with sensory-based feeding difficulties in this 

study appear similar to those of caregivers of children with other eating difficulties, 

given that the implications of both conditions are often hidden. Robinson et al.’s (2020) 

results in their study titled ‘‘If she had broken her leg she would not have waited in 
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agony for 9 months’: caregivers’ experiences of eating disorder treatment’ 

unfortunately appear to replicate those of many of the caregivers in this study. 

In an attempt to overcome the barriers to services discussed above, several caregivers 

sought support online. This is a new phenomenon in the literature, with just a single 

study exploring parents’ online support-seeking for fussy eating in toddlers (Fraser et 

al., 2020). The caregivers in the study by Fraser et al. (2020) who sought support from 

online services related positive experiences that provided them with both emotional 

support from other caregivers with similar difficulties, as well as more practical advice 

about what services exist locally. 

6.11 Strengths and Limitations 

As previously discussed, Cresswell and Poth (2018) provide an evaluative framework 

within which validation of qualitative research can occur. To ensure the validity of this 

study, the researcher selected one strategy from each of Creswell and Poth’s (2018) 

researcher, participant, and reader lenses. These strategies were:  

1. Clarifying researcher bias or engaging in reflexivity;  

2. Prolonged engagement and persistent observation in the field; and  

3. Generating rich and thick description.  

The reasons for these selections will now be discussed.  

Throughout this study, the researcher disclosed both her own previous experiences, as 

a child with sensory-based feeding difficulty, as well as her role as an occupational 

therapist. This assisted in developing rapport with participants, which ultimately led to 

a high level of disclosure on their part. This in turn resulted in a rich and thick description 

of the experience of sensory-based feeding difficulty from the perspective of the 

caregiver, the third strategy the researcher selected to ensure valid outcomes. 

Development of rich and thick description improves the transferability of the findings 

(Cresswell & Poth, 2018; Lincoln & Guber, 1985; Merriam & Tisdell, 2016). The 

researcher also had prolonged engagement and observation in the field, having worked 

for five years in an interdisciplinary feeding clinic.  



160 

A final strength of this study was the data analysis method. Data collected during 

interviews were analysed via three rounds of wholistic and selective reading. This 

extensive analysis provided both a thick and rich description of the phenomenon but 

also worked to ensure that identification of essential and overarching themes did not 

occur prematurely. 

Several limitations of this study have been identified. The sampling method was 

purposive in nature which, while essential in that knowledge of the phenomenon is 

required, may also have led to a belief on the part of participants that taking part in the 

study might have led to therapeutic support for their children. Indeed, in some instances 

the researcher did facilitate referral to third party therapy services. The sample size of 

this study is considered typical for a hermeneutic phenomenological approach but 

remains small, limiting transferability of the findings. Finally, the issue of researcher 

influence cannot be discounted, despite the use of a social constructivist perspective, 

and the full and open disclosure of the researcher before and during data collection. It 

remains the case that the researcher has a long and extensive relationship with sensory-

based feeding difficulties, and whilst this may have supported the collection of rich and 

thick description, it may also have influenced interpretation of the strength of the 

essential themes. However, this could also be viewed as a strength in that it allowed for 

facilitation of quick rapport-building, and access to contextual information which may 

not have been as forthcoming if the caregivers had not been aware of the researcher’s 

own long-standing history with sensory-based feeding difficulties.  

6.12 Chapter Summary 

This chapter discussed the overarching themes identified in Chapter 5. These findings 

were related to the current literature, and current gaps in knowledge were identified. 

The implications of new understandings of the impact of sensory-based feeding 

difficulties have also been discussed. These implications are significant and have added 

to the current understanding of sensory-based feeding difficulties. The chapter 

concluded with the strengths and limitations of the study. 
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The next and final chapter will discuss these findings in relation to the study’s overall 

research questions, as well as provide recommendations for future research and 

implications for current practice. 
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Chapter 7: Conclusion 

Sensory-based feeding difficulty is more than a case of fussy eating that the child will 

simply outgrow. The impact of this condition is far-ranging and long-lasting, and affects 

the child, the caregiver, and the wider family. This final chapter will provide a summary 

of the findings of this study. It will also examine whether the research questions have 

been answered. The chapter will close with a discussion of the professional implications 

of these findings and propose several recommendations for future research. 

7.1 Answering the Research Questions 

Three specific research questions formed the core of this study: 

1. Do children with sensory-based feeding difficulties also experience wider 

impacts on their physical, social, psychological, and emotional domains of 

health and wellbeing? 

2. Do children with sensory-based feeding difficulties also experience difficulties 

with other activities of daily living such as teeth brushing, hair washing and 

dressing (all of which require high levels of tactile input)? 

3. How does the presence of a sensory-based feeding difficulty affect a child’s 

siblings and caregivers? 

Each of these questions will now be addressed individually. 

7.1.1 Do children with sensory-based feeding difficulties also experience wider impacts 

on their physical, social, psychological, and emotional health and wellbeing? 

Many of the findings of this study complement previous literature particularly in terms 

of the physical impact of sensory-based feeding difficulty. Previous studies, however, 

have been quantitative in nature (Antoniou et al., 2015; Brown et al., 2016; De Barse et 

al., 2015; Elkstein, Laniado & Glick, 2010; Hegazi et al., 2015; Taylor & Northstone, 2016; 

Volger et al., 2017; Xue et al., 2015b; Chang et al., 2013, Taylor et al., 2016; Tharner et 

al., 2015) and have not been specific to sensory-based feeding difficulty. Instead, the 

children in these studies have been defined simply as ‘fussy/picky’ eaters. Previous 
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studies have described the presence of these impacts, rather than explore the depth of 

the impact on the child and his/her family. Take, for example, the essential theme of 

constipation. Nearly all caregivers in this study describe an ongoing problem with 

constipation, but what has not previously been discussed are the many ways this affects 

the child. Caregivers in this study shared how their children’s constipation was so 

significant that they required ongoing medication, days home from school, baths run to 

assist in reducing the associated pain and, in some instances, trips to hospital emergency 

departments. For the families in this study, constipation was not just a passing health 

condition but a way of life that often prevented their child from participating in other 

activities, including schooling.  

Additionally, caregivers described their concerns about the growth and nutrition of their 

child, as well as their appearance and levels of fatigue. Again, previous literature (Brown 

et al., 2016; Antoniou et al., 2015; De Barse et al., 2015; Elkstein, Laniado & Glick, 2010; 

Hegazi et al., 2015) exists describing these impacts, particularly in relation to growth, 

but none describes the emotion and fear linked to this. There are long-term implications 

associated with distorted nutrition and weight patterns. Both health professionals and 

researchers need to explore these associations further—as this chapter later formally 

recommends. 

The second effect found in this study was the psychological impact of sensory-based 

feeding difficulty on children’s health and wellbeing. This theme appeared generally 

weaker than the physical impact, but was identified by many caregivers throughout the 

interviews. Several caregivers reported anxiety, which would complement previous 

larger studies that reported high levels of anxiety, depression, and symptoms of ADHD 

in relation to picky/fussy eating (Cano et al., 2016; Micali et al., 2011; Zucker et al., 

2015).  

Behavioural impacts discussed by the caregivers in this study also complement the 

findings of Micali et al. (2011) and Zucker et al. (2015). Two essential themes identified 

in this space are new to the literature: mood and self-esteem. Several caregivers 

reported that they observed changes in their child’s mood depending on their 

acceptance of food. This is an important observation and has longer term implications 
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for how a child participates during the day and, indeed, how mood may impact 

performance in other activities of daily living, such as education and friendships. One 

caregiver identified self-esteem as an issue. Further, more specific exploration of this 

impact is warranted, given the possible long-term implications of poor self-esteem for 

the developing child. 

The third issue that emerged from this study was the social impact. Many essential 

themes were identified within this overarching theme. The social impacts of sensory-

based feeding difficulty appeared quite specific to the individual child, but generally 

centred on school-based activities, such as camps, and typical activities of childhood, 

including play dates and birthday parties. These findings are new to the literature, with 

little exploration. Most previous studies have focused on the social impact in terms of 

sibling relationships and caregiver stress (Trofholz, Schulte & Berge, 2017; Greer et al., 

2008; Goh & Jacob, 2012). The role of peer pressure was also discussed by several 

caregivers in this study, another theme that has not previously been identified in the 

literature. This is an important concept and has implications for both development of 

positive peer relationships, as well as for the delivery of therapy programs, as discussed 

later in this chapter.  

7.1.2 Do children with sensory-based feeding difficulties also experience difficulties 

with other activities of daily living? 

The second research question related to whether children who have sensory-based 

feeding difficulties also have difficulties in other domains of self-care. This was an area 

of interest given that these tasks also require high levels of sensory input (both tactile 

and oral), similar to feeding. During the interviews, it became apparent that many of the 

children also experienced difficulties in domains of self-care and sleep. Indeed, nearly 

all caregivers reported some level of dysfunction in relation to personal hygiene. A large 

number of caregivers also reported difficulties with dressing, whilst several also 

discussed the difficulties their child experienced with sleep and taking medication. Some 

studies have explored the impact of sensory modulation disorder and/or autism 

spectrum disorder on children’s participation in occupations (Bar-Shalita, Vatine & 

Parush, 2008; Bagby, Dickie & Baranek, 2012; Hertzog, Cermak & Bar-Shalita, 2019; Loh, 
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Ee & Marret, 2021). However, none of these studies specifically explored self-care and 

sensory-based feeding difficulty. This difference is important, as it contributes to the 

overall picture of what it means to have a sensory-based feeding difficulty. This difficulty 

may also affect other domains of self-care due to the underlying sensory nature of the 

feeding difficulty. Understanding that children with sensory-based feeding difficulties 

also have difficulties with other aspects of self-care is core knowledge for those working 

in the field to ensure that all aspects of the child’s participation is explored at the time 

of assessment, not just the feeding difficulty presented. 

7.1.3 How does the presence of a sensory-based feeding difficulty affect a child’s 

siblings and caregivers? 

The study’s final question was whether a child’s sensory-based feeding difficulty had any 

impact on those around them, specifically siblings and caregivers. This question led to 

the strongest theme of this study: caregivers of children with sensory-based feeding 

difficulties reported high levels of stress, sadness, guilt, and self-blame. These findings 

are similar to those reported in the general fussy/picky eating literature (Harris et al., 

2018; Jarman et al., 2015; Rubio et al., 2017). They also reported being socially isolated 

and reluctant to engage at mealtimes outside the family home due to the perceptions 

of others who did not understand sensory-based feeding difficulties. This lack of 

understanding often led caregivers to feel judged by both their peers and health 

professionals. Limited evidence exists in the literature about the emotional impact of 

sensory-based feeding difficulties on caregivers of children with these difficulties. 

Further work in this space is warranted. 

The impact of a child’s sensory-based feeding difficulties on their siblings has not been 

sufficiently explored during this study, and therefore this question remains only partially 

answered. Further specific exploration of this impact is recommended in future studies.  

7.2 Professional Implications 

7.2.1 Assessment of children with sensory-based feeding difficulties 

Mealtimes were discussed at length by many of the participants. They shared the 

difficulties, with respect to meal preparation and accommodations required to support 
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their children to eat. They recalled frequent meltdowns affecting all family members 

during mealtimes. This contextual information is key for occupational therapists and 

others working with families of children with sensory-based feeding difficulties, as this 

understanding can assist in tailoring services to families. Currently, in clinical practice, 

therapists invite the child and the family to clinic-based appointments. The assessment 

is completed in an unfamiliar room full of strangers. The child and caregiver are then 

asked to demonstrate a mealtime. One of two things generally happens: the child 

refuses to eat, or the child eats every item put in front of them, leading to the caregiver 

feeling even worse because ‘they won’t eat that at home’. Paediatric feeding clinics and 

services need to take a more holistic approach to feeding assessment and support. The 

difficulties associated with a sensory-based feeding difficulty occur across the day and 

at home and, as such, feeding assessment and intervention should occur either at home, 

or through the provision of online support to parents during periods of high stress, 

including mealtimes.  

7.2.2 Access to services 

Caregivers in this study repeatedly discussed access to services. Several caregivers 

reported feelings of judgement when raising concerns about their child’s feeding 

difficulties, with many others reporting an inability to access services altogether. It is 

essential that frontline health service professionals, such as child health nurses and 

general practitioners, develop a greater understanding of sensory-based feeding 

difficulties, especially in relation to the potential long-term outcomes associated with 

sensory-based feeding difficulties. These same services need to learn to trust the 

caregiver’s reports of sensory-based feeding difficulties, as there is a clear link between 

parental report of feeding difficulty and reduced dietary intake (Cooke et al., 2006; 

Ekstein et al., 2010; Harvey et al., 2015). The continued use of the term ‘fussy’ or ‘picky’ 

eating also serves only to act as a barrier to service, with many health professionals 

continuing to suggest to parents that their child will simply outgrow the difficulty. 

Although this study has not demonstrated lifelong implications of sensory-based feeding 

difficulties previous studies have demonstrated this link (Kauer et al., 2015; Zickgraf & 

Schepps, 2016) and that sensory-based feeding difficulties contribute to poorer 

indicators of health, such as reduced fruit and vegetable intake, symptoms of obsessive 
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compulsive disorder in adulthood (Kauer et al., 2015; Zickgraf et al., 2016), and 

increased risk of anorexia nervosa (Herle et al., 2020). The full long-term impact of 

sensory-based feeding difficulties is yet to be determined. It is therefore the essential 

role of occupational therapists and others working in this space to provide education to 

those frontline health professionals from whom these families first seek support. In 

addition to the knowledge barriers encountered by many of the participants in this 

study, recent evidence on the number of occupational therapists in Tasmania suggests 

a further barrier to service for children with sensory-based feeding difficulties. Indeed, 

Tasmania has only 52.8 occupational therapists per 100,000 people, which is 

significantly less than the national average of 73.8. This figure is even worse for those 

living in the North (49.6) and North West of the state (33.9) (Department of Health, 

2020). 

7.2.3 Feeding history 

Most caregivers in this study reported a history of feeding difficulties, often from birth. 

As previously discussed, frontline health professionals have continued to push back 

against parents, suggesting that these difficulties are phasal. This pushback has led to 

the feeding difficulties becoming even more significant for the child, and may also 

increase the likelihood of the development of problems associated with sensory-based 

feeding difficulty. In the health care industry, early intervention for any condition is 

considered best practice (Jha, 2016; Wise et al., 2005). However, many children with 

sensory-based feeding difficulties continue to miss this opportunity, even though the 

presence of a sensory-based feeding difficulty is often apparent even before the child 

begins to eat solid foods. Again, further education on the key indicators of sensory-

based feeding difficulties in the nursing and medical professions is indicated to ensure 

that the best clinical outcomes for these children can be achieved.  

7.2.4 Emotional impact for caregivers 

This study has highlighted the significant emotional impact on the caregivers of children 

with sensory-based feeding difficulties. This theme was present in nearly all the 

interviews, yet there remains little recognition of this, either within the literature or in 

clinical practice. Occupational therapy espouses a family-centred approach, yet it is 
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evident in the interviews for this study that this has not been achieved. Occupational 

therapists and others supporting children and their families with sensory-based feeding 

difficulties need to spend time understanding the emotional impact and exploring 

options of support for caregivers. Otherwise, caregivers will become more socially and 

emotionally isolated, increasing the likelihood of worse mental health outcomes. 

Possible options to support caregivers may include individual counselling and/or access 

to support groups. Support groups would allow caregivers to come together to share 

their stories, as well as to problem solve together. It is evident that many of the 

caregivers in this study were looking for answers, and would find them in a group of 

other caregivers sharing the same experience. Such a support group would also provide 

the opportunity for further caregiver education and skill development. This 

recommendation is supported by the comments several caregivers made about their 

desire to find more information and comprehend their child’s sensory-based feeding 

difficulty.  

7.2.5 Therapy 

Positive peer pressure was a concept discussed by several caregivers in this study. They 

relayed that their children tried hard to eat specific foods and to fit in with their peers. 

Often in feeding therapy, children develop significant barriers to novel foods, 

irrespective of the sensory components of that food, most likely due to previous 

negative experiences. Facilitation of group therapy programs that include children, both 

with and without sensory-based feeding difficulties, may be one way in which this 

positive peer pressure can be harnessed.  

7.2.6 Cultural Perspectives on Children’s Feeding 

The participants and indeed the researcher in this study were all from white Anglo-Saxon 

backgrounds and all living in small cities and towns across the state of Tasmania. The 

perspectives of the participants on children’s nutrition, and the cultural expectations of 

parents were reflective of their western scientific beliefs. These beliefs often related to 

the notion that children are required to eat a certain variety of foods to maintain health 

and that parents should not feed their children “junk food”. These beliefs often led the 

caregivers to experience feelings of embarrassment, judgement and shame when 
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discussing their child’s difficulties with their peers and health professionals. Providers of 

feeding therapy services must acknowledge these beliefs and indeed provide supports 

which are reflective of these beliefs. Additionally, providers should seek ways in which 

the implications of these beliefs in relation to service access can be overcome. One 

possible option for providers is the use of a peer workforce such as that commonly 

occurs within a mental health setting in which clients are supported by professionals 

who have personal experience of the condition and/or have cared for a person with the 

condition. 

7.3 Recommendations for Future Research 

7.3.1 Family connections 

An early theme identified in this study, and one often observed in clinical practice, is the 

apparent link between a relative with a sensory-based feeding difficulty and a child with 

a sensory-based feeding difficulty. There is no research to support this link, and further 

exploration is warranted. Two caregivers in this study reported family histories of eating 

disorders. There is some evidence linking maternal eating disorders and infant feeding 

difficulties (Micali et al., 2011), and fussy/picky eating in childhood and later diagnosis 

of anorexia nervosa (Herle et al., 2020), but there has not been any consideration of a 

link between a family history of eating disorders and sensory-based feeding disorders. 

Although the primary mechanism of impairment is very different—body image versus 

sensory defensiveness—further exploration is needed.  

7.3.2 Identification and early screening of sensory-based feeding difficulty 

As discussed previously, there continues to be limited use of the term sensory-based 

feeding difficulty in the literature. This lack of a clear link between sensory modulation 

dysfunction and reduced dietary variety and volume acts as a significant barrier to 

service access. It also supports the incorrect and unhelpful belief that children will grow 

out of a sensory-based feeding difficulty because it is simply a case of fussy/picky eating. 

This incorrect belief also contributes to the judgement that parents describe when 

attempting to seek help. Future research should explore opportunities for the 

development of standardised assessment tools to support frontline health professionals 
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to screen for sensory-based feeding difficulties at early childhood checks, and/or upon 

a caregiver’s call for help. This early identification would facilitate earlier access to 

specialist services, and, in doing so, may reduce the impacts described in this study. 

7.3.3 Long-term implications 

Evidence within the literature, and supported by this study, suggests that sensory-based 

feeding difficulties have significant physical, psychological and social impacts  (Antoniou 

et al., 2015; Brown et al., 2016; De Barse et al., 2015; Chang et al., 2013; Elkstein, Laniado 

& Glick, 2010; Hegazi et al., 2015; Micali et al., 2011; Taylor et al., 2016; Taylor & 

Northstone, 2016; Tharner et al., 2015; Volger et al., 2017; Xue et al., 2015a; Zucker et 

al., 2015). However, the long-term implications remain unknown. Future longitudinal 

studies should focus on whether a sensory-based feeding difficulty in childhood results 

in a greater risk of chronic disease in adulthood; specifically, conditions such as obesity, 

diabetes, anorexia nervosa, and bulimia nervosa. Additionally, meta-analysis of existing 

longitudinal studies may also assist in identifying long term implications of sensory-

based feeding difficulties. Retrospective case studies may also assist in establishing pre-

condition markers which may assist clinicians in the future in determining risk factors 

for children with sensory-based feeding difficulties. If these risk factors can be identified 

early in a child’s life, then perhaps longer-term consequences can be avoided.  

7.3.4 The child’s perspective 

This study has focused on the caregivers’ perspective of sensory-based feeding 

difficulties. Future qualitative studies should explore the impact of sensory-based 

feeding difficulties from the perspective of the child. This will provide valuable insight 

into the true lived experience of a sensory-based feeding difficulty, as well as perhaps 

providing new and innovative ways to work with affected children.  

7.3.5 Autism versus typically developing children 

This study included children both with and without autism spectrum disorder. 

Caregivers of all children reported impacts across domains, and these did not appear to 

be more or less significant between children with and without ASD. However, this was 

also not the focus of the study, so future research may benefit from exploring the level 
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of the impact between these two groups to determine whether areas of intervention 

should differ between the groups.  

7.3.6 Development of a Shared Definition 

One of the initial challenges of this study was identifying current best practice and 

research in relation to children with sensory-based feeding difficulties. The reason for 

this difficulty was that no shared understanding of the condition exists and most of the 

literature is related to fussy/picky/selective eating. The addition of ARFID definition to 

the DSM-V has only added to the confusion about what a sensory-based feeding 

difficulty is as it does indeed meet the ARFID criteria even though this criterion does not 

position the condition in the context of sensory modulation dysfunction. To develop a 

definition that allows a shared understanding of sensory-based feeding difficulties 

across health, medical and educational disciplines further research that includes all 

relevant stakeholders (families, doctors, nurses, teachers and allied health 

professionals) is required. Once developed, dissemination across services will be 

required which will require significant training and resource development-red flags for 

referral, service options etc. In time, this definition and dissemination will hopefully 

provide the families in this study and indeed the many others experiencing a sensory 

based feeding difficulty access to the services that they so desperately require. 

7.4 Chapter Summary 

In conclusion, this study has reinforced previous findings that sensory-based feeding 

difficulties (although not defined as such) affect more than just the child’s feeding 

performance. Sensory-based feeding difficulties result in significant physical, social and 

psychological challenges for the children that experience them, which, prior to this 

study, were not clearly understood. Furthermore, the presence of a sensory-based 

feeding difficulty also emotionally impacts the caregiver, resulting in feelings of being 

judged, stress, guilt, sadness, and self-blame. Families become socially isolated because 

the sense of judgement while attending meals outside the home keeps them away from 

these events. They miss play dates, birthday parties and special family occasions. 

Occupational therapy has a role in both supporting the child and their family to reduce 

the impact of sensory-based feeding difficulty, as well as in working towards a more 
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clearly defined definition of sensory-based feeding difficulty. Development and 

dissemination of this definition will ultimately assist families to receive the support and 

understanding required when first presenting to frontline health services. 
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Appendices 

Appendix 1- Short Sensory Profile 

This assessment has been removed for 
copyright or proprietary reasons. It is the 
following published assessment: Dunn, W. 
(1999). The short sensory profile . San 
Antonio,  Texas: Psychological Corporation
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Appendix 2- Email to Participants 

Hi again XXXX, 

Thank-you for agreeing to participate in our study "The Impact of Sensory Based Feeding 

Difficulties on Children's Health & Wellbeing". 

Please find attached our participant information sheet as well as our consent form which 

we will complete when we meet next week. I have also attached a map of the city 

campuses-Domain campus is listed as number 4 and the address is 71 Brooker Avenue, 

Glebe. I will meet you at the front entrance to that building. 

Our interview is scheduled for XXXX. I will send you a text reminder the day before. 

My phone number is 04...........

Thanks again for you valued participation in this study. 
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Appendix 3—Participant information sheet 

The Impact of Sensory-based Feeding Difficulty on Children’s Health and Wellbeing: 

Caregivers’ Perspective-Information Sheet 

Invitation 

You are invited to participate in a study which is investigating the possible impacts that 

a sensory-based feeding difficulty has on children’s health and wellbeing. This study is 

being completed by Victoria Williams who is an Occupational Therapist who works at 

North West Therapy Services. Victoria has had 18 years’ experience working with 

children with disabilities. In the last 9 years Victoria has specialized in supporting 

children and their families with sensory-based feeding difficulties. Victoria is a student 

with University of Tasmania and is currently completing her Doctor of Health. This study 

is part of the requirements of this degree. 

What is the purpose of this study? 

The aim of this study is to identify the impact that sensory-based feeding difficulty (very 

picky eating due to food smell and texture) has on a child’s health and wellbeing. The 

study aims to explore the impact on their physical, psychological, and social health and 

wellbeing.  

Why have I been invited to participate? 

You have been invited to participate in this study as you have responded to our 

Facebook recruitment advertisement. You have also identified that you provide care to 

a child who may have a sensory-based feeding difficulty. Participation in this study is 

voluntary and will not affect your child’s access to services.  

What will I be asked to do? 

You will initially be asked to answer four questions over the phone to make sure that 

you meet the study’s inclusion criteria. This will take no longer than 10 minutes. If you 

meet the criteria you will then be asked to participate in a face to face interview with 

Victoria. This interview will last for about one hour. You will be asked questions about 

how you feel your child’s feeding difficulties are impacting upon your child’s health and 
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wellbeing. These questions will be open ended so you can tell us as much or as little as 

you feel comfortable with. The interview will be audio recorded. 

The interview will be completed from North West Therapy Services and the University 

of Tasmania or any other location that is convenient to you. The study is expected to 

take approximately two years to complete. At the completion of the study you will be 

invited to attend a morning tea at which time the results of the study will be made 

available to you.  

If you require assistance to participate, we can arrange support from both an interpreter 

as well as client advocacy. 

Are there any possible benefits from participation in this study? 

This study will help us to better understand the issues faced by children and their 

families who have sensory-based feeding difficulties. Possible benefits to participants 

and the researcher include the development of new evidence to support the ongoing 

provision of therapy services across the North West of Tasmania, and development of 

evidence to support other services in establishing therapy services. Participation in the 

study will not provide access to or constitute any additional therapy. 

Are there any possible risks from participation in this study? 

As a therapist I understand that discussing your child’s feeding difficulties may be 

difficult. I will support you during this discussion and if you do experience distress during 

the interview process, a referral to a psychologist or social worker can be arranged.  

What if I change my mind during or after the study? 

You can change your mind at any time during this study. If you would like to withdraw 

from the study you can do so by emailing the researcher on 

victoria.williams@utas.edu.au. Any data that you have contributed will be withdrawn 

from the study and destroyed.  

mailto:victoria.williams@utas.edu.au
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What will happen to the information when this study is over? 

All information collected as part of this study will be stored in a locked filing cabinet in 

a locked office at either the University of Tasmania or North West Therapy Services. All 

electronic information will be stored on a password protected computer. After five years 

all information collected will be destroyed. All information will be collected in a 

confidential manner and will not be disclosed to third parties. 

How will the results of the study be published? 

The results of this study will be published in the researcher’s thesis. The researcher may 

also seek to publish the results in medical and health journals. You will be provided with 

a written one-page summary of the study’s results at completion of the study, if you 

request it. You and your child will not be identifiable in any results published. 

What if I have questions about this study? 

If you have any questions about this study, you can contact Victoria Williams on 

0417449989. 

Alternatively, you may contact her supervisors, Professor Steven Campbell, Doctor 

Matthew Schmidt at the University of Tasmania. This study has been approved by the 

Tasmanian Medical Human Research Ethics Committee. If you have concerns or 

complaints about the conduct of this study, please contact the Executive Officer of the 

HREC (Tasmania) Network on +61 3 6226 6254 or email human.ethics@utas.edu.au. The 

Executive Officer is the person nominated to receive complaints from research 

participants. Please quote ethics reference number H0018455.  

This information sheet is for you to keep. If you would like to participate in this study, 

please contact either your primary therapist or Victoria Williams on 04......... To 

participate in this study, you will need to sign a written consent form which will be 

provided to you by the researcher.

mailto:human.ethics@utas.edu.au
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Appendix 4—Consent form 

The Impact of Sensory-based Feeding Difficulty on Children’s Health and Wellbeing: 

Caregivers’ Perspectives-Consent Form 

This consent form is for participants of this study. 

1. I agree to take part in the research study named above.

2. I have read and understood the Information Sheet for this study.

3. The nature and possible effects of the study have been explained to me.

4. I understand that the study involves participation in one 60-minute face to face

interview. If I participate in the interview I understand that the interview will be

audio recorded and transcribed. I am aware that I will have the opportunity to

review these transcripts if I wish.

5. I understand that participation involves the risk(s) that I may experience some

emotional distress discussing the impact sensory-based feeding difficulty has

had on my child. I am aware that if this occurs that I will be offered referral to

either psychology or social work for further support.

6. I understand that all research data will be securely stored on a password

protected computer, where applicable for five years from the publication of the

study results, and will then be destroyed.

7. Any questions that I have asked have been answered to my satisfaction.

8. I understand that the researcher(s) will maintain confidentiality and that any

information I supply to the researcher(s) will be used only for the purposes of

the research.

9. I understand that the results of the study will be published so that I cannot be

identified as a participant.

10. I understand that my participation is voluntary and that I may withdraw at any

time without any effect.

11. If I so wish, I may request that any data I have supplied be withdrawn from the

research until 30 December 2021.

Participant’s name: _______________________________________________________ 



192 

Participant’s signature: ____________________________________________________ 

Date: ________________________ 

Statement by Investigator 

I have explained the project and the implications of participation in it to this 

volunteer and I believe that the consent is informed and that he/she understands 

the implications of participation. 

If the Investigator has not had an opportunity to talk to participants prior to them participating, 

the following must be ticked. 

The participant has received the Information Sheet where my details have been 

provided so participants have had the opportunity to contact me prior to 

consenting to participate in this project. 

Investigator’s name: 

_______________________________________________________ 

Investigator’s signature: 

____________________________________________________ 

Date: ________________________ 

If you have any questions about this study, please contact Victoria Williams on 

04......... Alternatively, you may contact her supervisors Professor Steven Campbell, 

Doctor Matthew Schmidt at the University of Tasmania. This study has been approved 

by the Tasmanian Medical Human Research Ethics Committee. If you have concerns or 

complaints about the conduct of this study, please contact the Executive Officer of the 

HREC (Tasmania) Network on +61 3 6226 6254 or email human.ethics@utas.edu.au. The 

Executive Officer is the person nominated to receive complaints from research 

participants. Please quote ethics reference number H0018455. 

mailto:human.ethics@utas.edu.au
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Appendix 5—Interview Semi Structure 

The Impact of Sensory-based Feeding Difficulty on Children’s Health and Wellbeing: A 

Caregiver’s Perspective-Interview Semi-Structure 

Questions 

1. Tell me what it’s like caring for a child with sensory-based feeding difficulty?

2. Can you tell me about the challenges you have in caring for a child with sensory-

based feeding difficulty?

3. How do you think your child’s sensory-based feeding difficulty impacts them in

terms of general health?

4. How do you think your child’s sensory-based feeding difficulty impacts them at

home?

5. How do you think your child’s sensory-based feeding difficulty impacts them at

school?

6. How do you think your child’s sensory-based feeding difficulty impacts on their

friendships?

7. How do you think your child’s sensory-based feeding difficulty impacts on their

family relationships?

8. How do you feel about the impact of your child’s sensory-based feeding difficulty

on meaningful social activities usually associated with childhood e.g. school

camps, sleep overs etc.

9. Do you have any other information/thoughts on how your child’s sensory-based

feeding difficulty impacts on his or her health and wellbeing?
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Appendix 6—Ethics Approval 

 

 

Human Research Ethics 
Committee (Tasmania) Network 

Research Ethics and Integrity Unit 
Office of Research Services 

Private Bag 1 
Hobart Tasmania 

7001 
Australia utas.edu.au 

T +61 3 6226 6254 
E human.ethics@utas.edu.au  

ABN 30 764 374 782 /CRICOS 00586B 

17 January 2020 

Professor Steven Campbell 
C/- School of Nursing, University of Tasmania 

Sent via email 

Dear Professor Campbell 

Document Version Date 

Human Research Ethics Application 6Jan2020 

Project Description V4.0 19Aug2019 

Participant Information Sheet V4.0 19Aug2019 

Therapist Information Sheet V4.0 19Aug2019 

Participant Consent Form V4.0 19Aug2019 

THS Letter of Support 15Oct2018 

Cocoon Paediatrics Letter of Support Sep2018 

The Tasmania Health and Medical Human Research Ethics Committee (HREC) considered 
and approved the above documentation on 27 November 2019 to be conducted at the 
following site(s): 

HCA - Mersey Community Hospital 

Please ensure that all investigators involved with this project have cited the approved 
versions of the documents listed within this letter and use only these versions in conducting 
this research project. 

This approval constitutes ethical clearance by the Health and Medical HREC. The decision 
and authority to commence the associated research may be dependent on factors beyond 
the remit of the ethics review process. For example, your research may need ethics 
clearance from other organisations or review by your research governance coordinator or 
Head of Department.  It is your responsibility to find out if the approvals of other bodies or 
authorities are required. It is recommended that the proposed research should not 
commence until you have satisfied these requirements. 

REF NO: H0018455 
TITLE: The Impact of Sensory-Based Feeding Difficulty on Children's 

Health & Wellbeing: Caregivers' Perspectives 
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