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ABSTRACT

Background: Obesity prevalence in México is of public health concern with approximately 
1/3 of children under age five categorized as overweight or obese. Obesity is influenced 
by a multitude of factors. Understanding those factors in children’s home and neighbor-
hood environments is important. The nutritional socioecological model captures behav-
iors, nutritional practices, and family and community characteristics considered support-
ive or unsupportive of children’s weight.

Objective: To identify factors supportive and unsupportive of a healthy weight in families 
with young children using the nutritional socioecological model as a theoretical frame-
work.

Methods: Primary caregivers (n=7) in Guadalajara, México with a child 2-5 years of age 
participated in systematic and researcher field observations of their home and commu-
nity, structured one-on-one interviews, a demographic questionnaire, and anthropomet-
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ric measurements. Descriptive data were 
tabulated, and qualitative data from ob-
servations and interviews were analyzed 
for content. Major themes were identi-
fied using the nutritional socioecological 
model and pertinent literature.

Results: Three overarching themes cat-
egorized characteristics supportive or 
unsupportive of child weight based on 
the nutritional socioecological model: 
1) child characteristics (dietary intake, 
mealtime schedule, and child feed-
ing practices); 2) family characteristics 
(mealtime feeding practices, available 
foods, nutrition knowledge, family struc-
ture, and socioeconomic status); and 3) 
community and societal characteristics 
(neighborhood conditions, accessibility 
and availability of convenience foods, 
schools and school meal programs, and 
community education programs).

Conclusions: Influential factors were 
identified as both supportive and unsup-
portive of children’s weight as related 
to an obesogenic environment. Further 
research is needed to confirm prevalence 
of these factors across populations in 
México and to target efforts to optimize 
child health.

INTRODUCTION

México is experiencing the challenge of 
managing conditions of undernutrition 
and overnutrition in young children, pre-
senting a complexity to health recom-
mendations.1,2 While recent data indicate 
México’s rates of child stunting and wast-
ing are declining,3 its rates of childhood 
overweight and obesity have steadily 
risen with one-third of México’s children 
under five years of age currently consid-
ered overweight.4 Additionally, México’s 
rates of adult overweight and obesity 

rank second in the world, just behind the 
United States.5 With seventy percent of 
adults classified as overweight or obese5 
and diabetes the leading cause of death,6 
the public health concern of obesity in 
México is evident.

Myriad factors are involved in this shift 
from undernourished to overnourished 
children. They run the gamut from 
growing urban populations, increasing 
sedentary lifestyles, greater access to 
calorie-dense foods, and genetic suscep-
tibility.7 To slow the progression of child-
hood obesity in México, the government 
has enacted national health campaigns, 
including more nutrition education and 
physical activity in schools,8 food label-
ing regulations,9 and responsible food 
advertising to children.10 Moreover, a 
2014 tax on sugar-sweetened beverages 
(SSB) resulted in a six percent decrease 
in national SSB consumption in the 
first year of its implementation.11 These 
efforts have likely contributed to the 
plateauing of México’s childhood obe-
sity rates;12 however, the prevalence of 
obesity continues, and the need to both 
define and abate the trend is complex.13,14 
Thus, examining childhood obesity 
through the lens of the obesogenic en-
vironment precipitating the epidemic is 
important.12

Influences on the etiology of childhood 
obesity and its relation to the surround-
ing environment are depicted in the 
Davison and Birch (2001) nutritional so-
cioecological model,15 adapted from the 
Bronfenbrenner (1977) socio-ecological 
model.16 The multilevel model empha-
sizes a systematic approach to evaluate 
and assess a child’s nutritional health 
through child characteristics (i.e. dietary 
intake, sedentary behaviors, gender, 

and age), family characteristics (i.e. child 
feeding practices, foods available in 
the home, and caregiver dietary intake 
and food preferences), and community 
characteristics (i.e. accessibility of con-
venience foods and restaurants, crime 
rates and neighborhood safety, and 
socioeconomic status).15 The model high-
lights how each individual characteristic 
influences multiple factors , creating an 
interconnected picture of a child’s nutri-
tional environment and its relationship 
to a child’s weight status.15 While various 
factors influencing obesity prevalence 
in México are known, gaps exist in the 
understanding of the comprehensive 
obesogenic environment surrounding 
early childhood. 

Therefore, this exploratory ethnographic 
pilot study sought to capture the multi-
factorial obesogenic influences in a 
convenience sample of Mexican families 
with a young child in their natural home 
environment. The nutritional socioeco-
logical model was used as the theoretical 
framework to capture behaviors, nutri-
tional practices, and family and commu-
nity characteristics considered support-
ive or unsupportive of a child’s weight 
related to an obesogenic environment 
(See Figure 1).

METHODS

Participants for this pilot study were 
a convenient sample of families (n=7) 
living in two neighborhoods in Guada-
lajara, México. Families were identified 
through established relationships with 
research colleagues and faculty mem-
bers at the Universidad Autónoma de 
Guadalajara (UAG). To avoid researcher 
bias, the UAG colleague involved in se-
lecting the families did not participate 
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in the observations, and researchers had 
neither contact with the families nor 
prior knowledge of the families’ char-
acteristics before beginning the study. 
Inclusion criteria for the families included 
having at least one child 2-5 years of age 
(n=4 male; n=3 female) who was consid-
ered the primary child to which all ob-
servations and questions were directed. 
All participants were primarily Spanish-
speaking. An interpreter fluent in both 
Spanish and English was provided for 
each family, and all written material was 
translated into Spanish by professional 
translators as well as reviewed by col-

leagues at UAG for cultural fluency and 
precision. Prior to data collection, adult 
participants signed an informed consent, 
and child participants signed an assent 
giving voluntary participation in the 
observations. A compensation of $50 
USD (in equivalent Mexican pesos) was 
given to each family upon completion of 
data collection, and the families were un-
aware they would be compensated when 
they agreed to participate. The study was 
approved by the University of Idaho and 
UAG Institutional Review Boards. 

Data collection was conducted following 
highly detailed protocols developed for 

a larger ethnographic research project 
examining mealtimes, feeding, and the 
food environment in multiple interna-
tional settings of families with young 
children.17 The study protocol is outlined 
and published elsewhere17 and included: 
a demographic questionnaire, system-
atic observations of the family’s home 
and community, structured one-on-one 
interviews with the primary caregiver, 
anthropometric measurements, and 
researcher field observations of the fam-
ily’s built environment, mealtime interac-
tions, and indicators of socioeconomic 
status18 (see Table 1). The data collection 
served to identify food systems, food 
access and availability, beliefs, attitudes, 
and knowledge about nutrition, family 
dynamics, and the mealtime behaviors of 
young children and their relationship to 
obesogenic environments (see Figure 1).

DATA ANALYSIS

Upon completion of data collection, 
anthropometric measurements were 
used to calculate primary caregiver body 
mass index (BMI) and primary child BMI 
z-scores and analyzed for mean and 
standard deviation. Descriptive statistics 
were gathered from categorical ques-
tions on the demographic question-
naire, such as education level, income 
level, and caregiver perceptions of child 
weight. All calculations were analyzed 
using Microsoft Excel for Mac 2011 ver-
sion 14.6.0 (151221). 

Videotaped interviews were first tran-
scribed verbatim into Spanish by a fluent 
Spanish speaker, and then translated 
to English; a second fluent Spanish 
speaker back-translated the transcribed 
interviews for accuracy. Two researchers 
(first and third authors), experienced in 

Table 1:  Summary of research instruments used and examples of data collected

Research 
Instruments:

Examples of Data Collected:

Demographic 
Questionnaire

Gender; age; education level; income range; caregiver percep-
tions of primary child’s level of physical activity and weight 
status; family mealtime practices; consideration of nutrition 
and health in the selection of foods offered to children; and 
factors influencing the foods offered to children.

Systematic 
Observations

Foods in the home; meal preparation techniques; amount and 
types of foods consumed by primary child; family mealtimes; 
community characteristics such as the condition of the roads 
and sidewalks; proximity and content of markets and conve-
nience stores; access to transportation.

One-on-One 
Interview with the 
Primary Caregiver

Caregiver beliefs, attitudes, and knowledge about child feed-
ing practices.

Anthropometric 
Measurements

Height and weight of primary child and primary caregiver.

Researcher Field 
Observations

School schedules of older school-age children; diet of all fam-
ily members; mealtime schedules; community resources such 
as access to nutrition information; interactions between the 
primary child and family members during mealtimes; eco-
nomic assets such as cars, kitchen appliances, and type and 
condition of the family home.
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qualitative research and analysis,19,20 com-
pleted content analysis of the translated 
interviews, systematic observations, 
demographic questionnaire, anthropo-
metric measurements, and researcher 
field observations guided by the specific 
categories defined in the nutritional 
socioecological model.15 Procedures 
for analysis followed that of Margot Ely 
(1991)21 for continuous data review and 
Kathy Charmaz’s (2006)22 grounded 
theory approach. Coded and categorized 
data were reviewed multiple times by the 
authors individually and twice discussed 
jointly to evaluate coding discrepancies 
until 100% agreement was reached.23 
Data triangulation24 generated emergent 
themes within the framework of the nu-
tritional socioecological model.15 

RESULTS AND DISCUSSION

PRIMARY CAREGIVER AND PRIMARY 
CHILDREN SOCIODEMOGRAPHIC RESULTS 

Seven families with a child 2-5 years of 
age participated in the research. The pri-
mary caregivers consisted of four grand-
mothers, aged 53-70 years with BMIs of 
overweight (n=1) and obese (n=2) (one 
declined being measured) and three 
mothers aged 22-34 years with BMIs clas-
sified as obese (n=3). The highest level 
of education attained ranged from pri-
mary school (grades 1-6) (n=2) to senior 
high school (n=1). Household incomes 
(in USD) ranged from less than $123 
per month (n=2) to more than $837 per 
month (n=2) (see Table 2). The primary 
children (n=4 male; n=3 female) were 
2-5 years of age with BMI z-scores of 
-0.17±0.78 (see Table 3). Caregiver weight 
status, nutrition knowledge, and SES are 
included in the nutritional socioecologi-
cal model as factors influencing caregiv-

er parenting and feeding practices, and 
thus potentially influencing children’s 
weight.15

Closed-ended questions on the demo-
graphic questionnaire were used to cap-
ture information about the caregivers’ 
perceptions of the children’s weight (per-
ceived as normal weight n=6; perceived 
as underweight n=1), and the caregivers’ 
reported level of the children’s physi-
cal activity (PA) (more physically active 
than most children of the same age and 
gender n=4; equally physically active 
as most children of the same age and 
gender n=3). Perceptions of children’s 
weight status and PA level have been as-
sociated with the development of eating 
behaviors and inclination towards PA.25 
Parents’ correct perceptions of children’s 

weight has been associated with greater 
encouragement of PA,25 and greater PA 
levels may decrease children’s risk of 
weight gain.15

Close-ended questions regarding meal-
time practices revealed the majority of 
caregivers sit with their child and help 
him/her to eat (n=4). Family mealtime 
is a practice consistent with children’s 
maintenance of a healthy weight.26 Fam-
ily mealtimes also allow children to de-
velop the fine motor skills necessary for 
self-feeding, an important child feeding 
practice.27 Caregivers noted they often 
or always consider nutrition and health 
in the selection of foods offered to the 
children (n=6) and consider time to be 
the largest factor influencing the foods 
offered to the children (n=4). Other influ-

Figure 1: An adaptation of the socioecological model* to reflect factors influencing 
mealtimes with young children17

*Adapted from socioecological models by Davison and Birch (2001) and Bronfenbrenner (1977).
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ences included finances (n=2), personal 
food preferences (n=2), and convenience 
(n=1). 

OVERARCHING THEMES AND SUBTHEMES 
BASED ON THE NUTRITIONAL 
ECOLOGICAL MODEL AS RELATED TO 
THE OBESOGENIC ENVIRONMENT AND 
CHILDREN’S HEALTHY WEIGHT

Analysis of the systematic observations, 
transcribed interviews, and researcher 
field observations categorized char-
acteristics supportive or unsupportive 
of a child’s healthy weight into three 
overarching themes based on the nutri-
tional socioecological model.15 The three 
overarching themes and subthemes 
were: 1) child characteristics (including 
dietary intake, mealtime schedule, and 
adult practices of child feeding); 2) family 
characteristics (including mealtime feed-
ing practices, available foods, nutrition 
knowledge, family structure, and socio-
economic status); and 3) community and 
societal characteristics (including neigh-
borhood conditions, accessibility and 
availability of convenience foods, schools 
and school meal programs, and commu-
nity education programs) (see Table 4). 
The following three sections will explain 
each overarching theme and subtheme 
in detail.

Child Characteristics Supportive or 
Unsupportive of a Healthy Weight

Child characteristics supportive of 
healthy weight as related to an obeso-
genic environment are detailed in Table 
4. Three subthemes were identified: 
dietary intake, mealtime schedules re-
inforcing hunger and fullness cues, and 
children’s self-regulation of food intake 
as related to adult practices in child feed-
ing.

Children’s observed dietary intake in-
cluded foods considered supportive and 
unsupportive of a healthy weight. The 
dietary intake supportive of a healthy 
weight included a variety of foods from 
all food groups and the consumption 
of fruit, including citrus fruit, as snacks. 
Offering children a variety of nutrient 
dense foods and providing fruit and veg-
etables as snacks reinforces dietary qual-
ity28 and is associated with a lower risk 
of child obesity.29 While a varied intake 
of healthy foods was observed, children 
also were offered and consumed foods 
of less nutritional value such as sugar-
sweetened beverages (i.e. juice, yogurt 
drinks, smoothies, and aguas frescas 
made with added sugar), lard or butter 
in cooked meals, and cookies and chips 
as snacks, all of which do not support a 
healthy weight.30 

Mealtime schedules reinforcing internal 
cues of hunger and fullness were another 
child characteristic subtheme support-
ive or unsupportive of a child’s healthy 
weight. Many families reported regular 
mealtimes at least three times a day, stat-
ing regular meals provided the nutrients 
necessary to a child’s normal growth and 
development: “Well, I know it’s impor-
tant to feed him multiple times during 
the day. This way I can give him different 
things. A little bit of everything.” Regular 
mealtimes reinforce children’s internal 
cues of hunger and fullness as children 
find stability in being able to predict 
their next meal.31 Research suggests chil-
dren’s weight status may be affected by 
food insecurity;32 however, other factors, 
such as the amount of physical activ-
ity and sedentary time, may be bigger 
predictors.33 The families observed also 
demonstrated the practice of irregular 

mealtimes and sporadic eating (such as 
eating breakfast late in the morning), 
which has been associated with in-
creased weight.34

Children’s self-regulation of food in-
take as impacted by adult practices of 
child feeding were both supportive and 
unsupportive of a healthy weight. For 
example, some children had leftover 
food on their plates at the end of a meal, 
exhibiting the child feeding practice of 
adults allowing children to decide when 
they are full and reinforcing internal 
cues of hunger and fullness to support a 
healthy weight.27,31 Other children, how-
ever, were repeatedly asked to eat more 
of an offered food, such as vegetables, 
and finish their meals . Forcing children 
to eat certain foods, like vegetables, can 
inhibit long-term consumption of the 
food.35

Family characteristics supportive or 
unsupportive of a healthy weight

Family characteristics supportive of chil-
dren’s healthy weight as related to an 
obesogenic environment included meal-
time feeding practices, available foods 
in the home, nutrition knowledge of the 
primary caregiver, family structure, and 
socioeconomic status (see Table 4). Re-
sponsive and authoritative child feeding 
practices have been shown to reinforce 
positive eating habits and support over-
all child nutritional health.36 The families 
observed demonstrated responsive and 
authoritative child feeding practices 
at mealtimes allowing children to self-
serve some food items such as tortillas 
and having fruit available as a self-serve 
snack, making child-size utensils avail-
able at meals, serving one meal to the 
entire family (i.e. no short order cooking), 
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Table 2: Summary of Demographic Information of Primary Caregivers

N %
Relationship to Primary Child

     Grandmother
     Mother

Total

4
3
7

57%
43%
100%

Age (years)
     Grandmothers 53-70 
     Mothers 22-34

Total

4
3
7

57%
43%
100%

            Education Level 
     Primary School (grades 1-6)
     Secondary School (grades 7-9) 
     Senior High School (grades 10-12)

            Total

2
4
1
7

29%
57%
14%
100%

            Household Income (USD)
                  Less than $124/month
                  $125-$279/month
                  $280-500/month
                  More than $837/month

            Total

2
2
1
2
7

29%
29%
14%
28%
100%

BMIa Mean SD
     Normal 
     Overweight 
     Obese

-
25.8
34.2
Total

-
-
3

0
1
5
6b

0%
17%
83%
100%

aBMI classifications based on CDC definitions for adults.49 
bOne (1) primary caregiver declined to be measured.

Table 3: Summary of Demographic Information of Primary Children

N %
Gender

     Male
     Female

Total

4
3
7

57%
43%
100%

Age
     2 years
     3 years
     4 years
     5 years

Total

1
5
0
1
7

14%
72%
0%
14%
100%

             BMI Classificationsa 

     Normal (5th-85th percentiles)
     Overweight (85th- <95th percentile)
     Obese (>95th percentile)

                                                                                                                           Total

5
1
0
6b

83%
17%
0%
100%

BMI Z-Scores Mean SD
-0.16 1 6b 100%

aBMI classifications based on CDC definitions for children aged 2-18 years.50 
bOne (1) primary child declined to be measured.
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Table 4: Overarching themes, major themes, and subthemes based on the nutritional socioecological model13 as related to the 
obesogenic environment and child nutritional status for families (n=7) with one child 2-5 years of age in Guadalajara, Mexico

Child Characteristics Family Characteristics Community and Societal 
Characteristics

Characteristics 
Supportive of 
Child Nutrition-
al Health

Dietary intake of nutri-
ent dense foods: eggs, 
meats (chicken, beef, 
pork), tortillas, fruit 
(citrus fruits consumed 
regularly, papaya, banan-
as, apples), vegetables 
(mixed veggies, toma-
toes, cilantro, onions), 
beans, milk, yogurt.

Mealtime schedule re-
inforcing internal cues 
of hunger and fullness: 
regular mealtimes three 
times per day.

Adult practices of child 
feeding supportive of 
intake of nutrient dense 
foods, reinforcing eat-
ing competency and a 
child’s hunger and full-
ness cues: child stopped 
eating when full (food 
left on plate).

Mealtime feeding practices supportive of healthful 
food behaviors: self-serve fruit available; parents sit-
ting at table with children; family meals on Sundays; 
older children help with food prep and purchasing; 
older children self-serve; child-size utensils available; 
serving one meal to the entire family. 

Available foods in the home to support the intake 
of nutrient dense foods: variety of food offered and 
available.

Nutrition knowledge of the primary caregiver on 
healthful eating: stated understanding of the impor-
tance of offering children a variety of foods; stated 
understanding of eating multiple times a day to ob-
tain necessary nutrients for children’s growth and de-
velopment; skilled in food prep; offering new foods 
multiple times.

Family structure supportive of healthful behaviors: 
mothers care for children when not working; children 
raised in family home with family as caregivers.

Socioeconomic status supportive of healthful behav-
iors: higher SES families (n=2) had outdoor spaces for 
children to do PA and more working kitchen appli-
ances.

Neighborhood conditions 
supportive of healthful be-
haviors: fair to good road 
and sidewalk conditions for 
children’s PA.

Accessibility and availability 
of convenience foods that 
reinforce healthy eating: 
nearby small corner stores of-
fering fruits, vegetables, and 
eggs.

Schools and school meals 
that support healthful be-
havior: children able to eat 
meals at home prior to or 
after a half day of school; chil-
dren sent to schools offering 
school lunch.

Community education pro-
grams that support healthful 
behaviors: nutrition educa-
tion and information avail-
able through doctors and 
television programs. 

Characteristics 
Unsupportive 
of Child Nutri-
tional Health

Dietary intake of fewer 
nutrient dense foods 
and foods with added 
sugar and fat: blended 
drinks (aguas frescas and 
smoothies) made with 
sugar; lard and butter 
used for cooking; cook-
ies and chips as snacks.

Mealtime schedule 
doesn’t reinforce inter-
nal cues of hunger and 
fullness: children eating 
first meal late in the day; 
irregular mealtimes.

Adult practices of child 
feeding unsupportive of 
intake of nutrient dense 
foods, not reinforcing 
eating competency and 
a child’s hunger and 
fullness cues: children 
forced to finish plate of 
food; children repeat-
edly asked to eat more 
of a certain item, such as 
vegetables.

Mealtime feeding practices unsupportive of health-
ful food behaviors: minimal child involvement in 
food preparation, food purchasing, and table setting; 
pre-plated meals; children eating alone; parents eat-
ing at a later time; adult-sized utensils; short order 
cooking or offering only preferred foods to children; 
“begging” child to eat certain foods or meals; older 
children having first access to foods; TV on during 
mealtimes.

Available foods in the home unsupportive of nutri-
ent dense food intake: variety of foods less available 
when finances are lacking; snack foods often are 
cookies, chips, and fried foods; ready-prepared foods 
sometimes preferred. 

Nutrition knowledge of the primary caregiver un-
supportive of healthful eating: lack of knowledge 
surrounding what foods to eat to maintain fitness; 
caregiver not making the time to eat regular meals; 
feeding children only preferred foods. 

Family structure unsupportive of healthful behaviors: 
Grandmothers as caregivers (less physically active, 
more permissive/indulgent in feeding practices).

Socioeconomic status unsupportive of healthful be-
haviors: lower SES families (n=5) with no safe access 
for outdoor play; non-working kitchen appliances 
primarily used for storage.

Neighborhood conditions 
unsupportive of healthful 
behaviors: General feeling 
by some caregivers that 
neighborhood is unsafe and 
children should not do PA 
outside.

Accessibility and availability 
of convenience foods unsup-
portive of healthy eating: 
neighborhood corner stores 
stocked with a large variety 
of snack and convenience 
foods. 

Schools and school meals 
unsupportive of healthful 
behaviors: Children eating 
vended foods or snack foods 
at school due to schools not 
offering a lunch program.

Community education 
programs unsupportive of 
healthful behaviors: few 
families mentioned any com-
munity education programs 
as resources for nutrition or 
health education.
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and maintaining a tradition of family 
meals on Sundays. 

Family mealtime practices unsupportive 
of children’s healthy weight as related 
to an obesogenic environment included 
permissive and indulgent child feeding 
practices.37 The permissive child feeding 
practices demonstrated were minimal to 
no child involvement in meal prepara-
tion or table setting and children eat-
ing alone at meals. The indulgent child 
feeding practices demonstrated were 
serving children only preferred foods 
and “begging” children to eat certain 
foods. As one caregiver reported: “It’s 
not difficult [to feed the child several 
times a day]. Well, sometimes it’s difficult 
because sometimes he doesn’t want to, 
but if I beg him to eat he will.” Common 
in Latino culture is the belief that a chub-
bier child is a healthier child,38 a belief 
that may contribute to the indulgent 
feeding practice of offering children only 
preferred foods to encourage children 
to eat.36 Caregivers also were observed 
pre-plating all meals which did not allow 
children to choose their meal portion 
based on their internal cues of hunger 
and fullness and can encourage overeat-
ing.39 Additionally, low levels of child in-
volvement in meal preparation decreases 
opportunities for caregivers to speak 
with children about food and nutrition.40 
Communication about nutrition and 
healthful eating practices is an important 
tool caregivers can use to create positive 
mealtime environments and reinforce 
healthful eating practices.41,42

The available foods in the family home 
for child consumption and the nutrition 
knowledge of the primary caregiver 
were both supportive and unsupportive 
of children’s healthy weight. Researcher 

observations documented a variety of 
foods from all food groups in the family 
homes, and caregivers reported con-
fidence in their abilities to prepare the 
children’s food. Caregivers also stressed 
the importance of offering a variety of 
foods to children to meet macro- and mi-
cronutrient needs for normal growth and 
development, demonstrating their nu-
tritional knowledge. A caregiver stated: 
“Well, I know that it is important [to offer 
a variety of foods] so that he can get all 
the nutrients to grow stronger and have 
better development.” On the other hand, 
poor food choices also were observed, 
including failing to offer nutrient-dense 
foods as snacks. Children learn lifelong 
eating habits and preferences from ob-
servations of their caregivers. 27 Thus, 
caregivers are important role models of 
healthful nutrition practices support-
ive of children’s healthy weight15 such 
as limiting intakes of sugar-sweetened 
beverages (SSB) and following regular 
mealtime schedules.11,27 Researchers 
observed some caregivers consuming 
sodas throughout the day, and one care-
giver stressed how “difficult” and “not 
important” it was for her to eat three 
meals a day.

The familial structures were both sup-
portive and unsupportive of healthful 
behaviors. Many households were com-
prised of multiple families living under 
the same roof. While this structure could 
contribute to a child’s stable home envi-
ronment, it also demonstrates a societal 
norm of working parents leaving grand-
mothers to care for, and in effect, raise 
the children. As the grandmothers were 
older and less physically active, they ex-
pressed feelings of exhaustion, difficulty 
in keeping up with the grandchildren, 

and a tendency towards leniency in their 
parenting practices, especially regarding 
food and mealtimes. Lenient structure 
can inhibit a child’s ability to adopt and 
manage healthy eating practices.37 

Socioeconomic status can be both sup-
portive and unsupportive of healthful 
behaviors.43 Two families who reported 
the highest monthly incomes had out-
door spaces in which the children could 
be active, therefore promoting more 
physical activity. Additionally, the two 
higher income homes contained more 
functioning kitchen appliances, indicat-
ing longer-term financial stability18 and 
a potential to buy, store, and prepare 
more food. The five families in lower SES 
households lived in small homes with 
no enclosed outdoor spaces and little 
access to safe outdoor areas for the chil-
dren’s free play. Many also had broken 
or unusable kitchen appliances used for 
non-food or dry food storage rather than 
food preparation. The lower SES families 
also were observed mainly buying food 
for immediate consumption and report-
ed offering children less variety of foods 
when finances were low, an indicator of 
unstable economic standing.18 

Community and societal characteristics 
supportive or unsupportive of a healthy 
weight

Community and societal characteristics 
were observed in the families’ neighbor-
hoods as both supportive and unsup-
portive of children’s healthy weight as 
related to an obesogenic environment. 
They included neighborhood conditions, 
availability and accessibility of conve-
nience foods, schools and school meals, 
and community education programs 
(see Table 4). Researchers noted fair to 
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good road and sidewalk conditions in 
the two Guadalajaran neighborhoods. 
These characteristics help promote PA 
in children.44 However, children in urban 
settings often spend more time in sed-
entary activities,7 a practice prohibitory 
of healthy weight. 45 While the caregiv-
ers expressed encouragement of the 
children’s free play, they also expressed 
feelings of unease regarding the safety 
of the neighborhood and preferred 
children to play inside. México’s rates of 
violence have been rising for decades, 
with Guadalajara seeing an increase in 
its rates of intentional homicide, violent 
robbery, and vehicular robbery in 2016.46

Food availability at stores and schools 
were observed to influence healthy 
weight. Multiple corner stores pock-
eted the neighborhoods and were well 
stocked with eggs, fruits, and vegetables. 
However, these same stores also were 
stocked with calorie-dense foods at low 
prices. Convenience foods that are read-
ily accessible and available have been 
shown to contribute to a calorie-dense 
diet, particularly in Latino communities,47 
as well as illustrate how heightened ac-
cessibility of nutrient-deficient foods 
contribute to a regular diet.7,11

School schedules and school meals in-
fluence children’s food intake.48 Some 
of the schools attended by the families’ 
school-aged children (older siblings of 
the primary children) provided lunch, 
and those schools that did not main-
tained a schedule allowing children to be 
home for 1-2 mealtimes either prior to or 
after school, practices supportive of child 
health.27 However, caregivers also noted 
children often brought snacks of chips 
and cookies to school if they were not 
able to eat a meal beforehand or would 

buy convenience foods from vendors po-
sitioned outside the schools, who offered 
fewer nutrient dense foods. 

Few families spoke of community re-
sources or programs for nutrition and 
child feeding information and education. 
Caregivers most often cited family mem-
bers, doctors, and television programs 
as their sources, but there was little evi-
dence of access to ongoing education 
programs. This further illustrates a need 
to both evaluate public health programs 
in México and disseminate important 
nutrition and child feeding information 
in formats accessible to multiple popula-
tions.9,10 

LIMITATIONS

While this study is the first to utilize 
an ethnographic qualitative approach 
and the socioecological framework to 
examine obesogenic factors in a select 
group of families in Guadalajara, México, 
the inherent nature of the study design 
presents limitations. The small conve-
nient sample of families is not represen-
tative of all families within Guadalajara 
or México, and although the families 
were recruited to represent typical fami-
lies in Guadalajara, the results cannot 
be inferred to other families or larger 
populations. Also, while the participants 
were asked to follow their typical daily 
routines, live observations in the partici-
pants’ homes could have impacted their 
behavior.

CONCLUSION AND IMPLICATIONS

This research reinforces the juxtaposi-
tion of supportive and unsupportive 
behaviors embedded throughout each 
level of the socioecological model and 
demonstrates the complexity of fac-

tors influencing obesity. While weight 
status alone does not determine a 
child’s obesity risk, and the caregivers 
were observed valuing and promoting 
health supportive behaviors, obesogenic 
practices also were readily identified. 
In recognition of the multitude of fac-
tors unique to these families in México, 
further research is needed using larger 
populations of families across geographi-
cal locations in México to determine how 
to reform México’s obesogenic environ-
ments. It is important for caregivers and 
governments alike to acknowledge their 
role in shaping child health within the 
immediate and larger environments, and 
community programs to address obesity 
in México must integrate prevention ef-
forts at each level of the socioecological 
model to have a lasting impact on reduc-
ing its childhood obesity rates.

TRIBUTE: The authors would like to dedi-
cate this article to Dr. Samantha Ramsay, 
our professor, mentor, and dear friend, 
who passed away on July 30, 2017. Her 
commitment to progressing the world of 
nutrition research, and specifically child 
feeding research, will forever influence 
our lives and professional careers. Her 
words are embedded throughout this 
paper, and will continue to guide us as 
we push forward in this field without her 
by our sides, but certainly in our hearts.
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