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Abstract

Background: Childhood obesity has been shown to impair psychological health.

However, psychological factors are often overlooked in both research evaluations

and treatment interventions, and children's perspectives on managing obesity are

underexplored. Neglecting psychosocial factors might undermine interventions. This

research explored the psychological beliefs, expectations and experiences of

children living with obesity (range 7–13) and attending a weight management

programme (WMP).

Methods: Thirty‐four participants (19 females, 15 males, average age 9.5 years)

completed a semistructured interview. Recorded interviews were transcribed

verbatim and analysed using thematic analysis.

Results: Four overarching themes were developed: (1) defining health and self‐

recognition; (2) external influence; feedback, stigma and comparison; (3) recognising

emotions and (4) future expectations: obesity is a reality. These themes interact to

influence the children's psychosocial status.

Conclusions: This study highlights a range of psychosocial and emotional difficulties

that children living with obesity experience and suggests that these remain

regardless of their attendance at a WMP. Interventions for children living with

obesity should address psychosocial factors, including stress management, peer

victimisation and handling feedback from others.

Patient or Public Contribution: As proposed by the two young people acting as

patient and public involvement and engagement representatives, the utilisation of

scrapbooks as a preinterview tool was particularly helpful in aiding discussion during

the interviews. This innovative approach could be considered a valuable methodo-

logical technique for investigating sensitive topics with children in future research.
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1 | INTRODUCTION

Childhood obesity is linked to various physical health issues,1

significantly impacting both morbidity and mortality.2,3 Additionally,

it is associated with adverse psychological health.4–6

Children living with obesity are more likely to engage in bullying or

face bullying at school and experience social discrimination,7 leading to

an increased risk of depression, relationship issues and behavioural

challenges.8 Compared to their normal‐weight peers, they are more

likely to experience low self‐esteem,9 depressive symptoms during

adolescence10 and reduced quality of life, similar to children diagnosed

with cancer.11,12 Moreover, the longer a child is overweight, the higher

the risk for mental health disorders.13 Childhood obesity has been

associated with increased experiences of mental health diagnosis

including anxiety, depression and experiences of suicidal thoughts,

body dissatisfaction and hopelessness.14,15

The majority of childhood obesity treatment interventions are

conducted by multidisciplinary teams, offering multicomponent

behavioural treatment.16 These interventions typically include diet,

physical activity (PA) and behavioural components, but their success

rates vary across studies.16–19 A review16 analysing 217 childhood

obesity interventions found that most studies focused on reporting

weight change as the primary outcome (various metrics were used to

assess relative adiposity, including body mass index [BMI], BMI

standard deviation score, absolute weight, BMI percentile, percent-

age over median BMI and other measures). Despite offering a

behavioural treatment intervention, only half (48%) of the studies

reported behavioural outcomes, such as assessing changes to

moderate‐to‐vigorous PA, reductions in television viewing and

improvements in dietary intake (e.g., reduced fast food and calorie

intake, increased consumption of fibre, fruits and vegetables).

Noteworthy, however, that only 20% of the studies systematically

reported psychosocial outcomes, with the most common being

quality of life, and only 5% of the studies recorded mental health

outcomes (such as depression).16 Despite the relationship between

obesity and psychological variables and the increased risk of

psychological comorbidities in individuals living with obesity,20 there

is a lack of attention given to psychological variables as part of

obesity treatment,21 especially within UK guidelines.22–24 This lack of

focus on psychological variables is partly due to insufficient research

on interventions that systematically assess psychological factors.

In 2011, the National Obesity Observatory report on obesity and

mental health in the UK stated that ‘there is an urgent need for

evaluation of interventions, both in terms of the weight loss and

psychological benefits’.25 However, more than a decade later, the

prevalence of childhood obesity continues to increase. In England, by

the time children reach eleven years old, over a third (37.8%) are

already categorised as being overweight or obese.26 The United

Kingdom has one of the highest rates of childhood obesity among

European countries, although similar statistics are reported across

other countries27,28 and worldwide.29

Despite this continual increase in children living with obesity,

‘little is known about the psychological effects on children of

increasing their awareness of their condition of obesity’.16,30 In

summary, there is a lack of information on how or if interventions

address the psychological needs of children living with obesity. This

research explored the psychological beliefs, expectations and

experiences of children living with obesity and attending a weight

management programme (WMP). The research objectives were to

examine the psychosocial issues children experience and highlight

ways in which services may improve to meet the needs of these

children.

2 | METHODS

2.1 | Design

Qualitative methodology was utilised to explore children's reality of

attending a community WMP. We considered their experiences of

being defined as living with obesity and the meanings attached to

them. An inductive data‐driven reflexive thematic analysis (TA) has

been applied to this study as it provides a theoretically flexible

approach capable of providing detailed accounts and exploring

patterned meaning across the whole data set.31,32 TA has been used

extensively across health and well‐being research and is particularly

relevant to applied research settings, such as weight management.33

The WMPs were commissioned by Public Health‐Local Authorities

and conducted in community settings. Therefore, Liverpool John

Moores University, United Kingdom, approved the research ethics

and completed a full independent peer review and monitoring

process.

2.2 | Participants

Fifty‐nine children living with obesity (BMI > 95th percentile) and

who attended one of three independent community WMPs during

2018, were eligible and invited to participate in this research study.

The WMPs, although independent of each other, adopted a range of

behavioural change techniques34 to improve the children's lifestyles.

They typically addressed eating, shopping, PA and sedentary

behaviour by promoting self‐monitoring, providing instruction and

demonstrating new behaviours. The programmes were family‐

orientated and delivered in community venues after school. Staff

on these programmes were from dietetic, leisure or sports services

and reported receiving training in motivational interviewing. The

interventions did not claim specifically to evaluate or treat specific

aspects of psychological distress or the child's well‐being. However,

many of these programmes aimed to teach the children to make

sustainable lifestyle changes and thus improve the quality of life for

these children. The programme outcomes focused on slowly reducing

BMI percentiles over time, and secondary outcomes aimed to

improve eating, PA behaviours and quality of life and well‐being.

The programmes are deemed as being broadly representative of

community WMPs. According to the health profiles for the areas,
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WMPs 1 and 2 were located within areas of high deprivation,

whereas WMP 3 had lower‐than‐average deprivation.35

To establish a relationship with participants and build rapport,36

the first author attended the first two sessions of each WMP as a

volunteer and was introduced to the families as a researcher and

psychologist. These sessions helped build rapport and familiarisation.

Conversations during these introductory sessions were not consid-

ered part of the research data collection. Forty‐one families were

introduced to the first author during this time and were subsequently

provided with information about this research study and initial

consent to take part. As part of the research study preinterview

process, the children were given a scrapbook which contained blank

paper and some pre‐selected exercises.

2.2.1 | Patient and public involvement and
engagement (PPIE): The scrapbook

PPIE was conducted with two young people in preparation for the

study materials and interview process. The scrapbook idea was

developed in consultation with these young people who had

previously attended a WMP and considered themselves living with

obesity. The purpose of the scrapbook was to help the children think

about the interview topics in advance to help them process their

thoughts before the interviews.37 As children were invited onto the

study, they were given a scrapbook with pre‐populated questions/

activities from the interview schedule and told: ‘before we do an

interview, please look in the scrapbook; if you want to do the

suggested activities that would be great, or if you want to write

anything down to talk about when we meet you can do so. If you

want to use the scrapbook but not share the contents that's also

okay. If you are happy to bring the scrapbook to the interview, we

can talk about what you have put in it’. The children had these

scrapbooks for a minimum of 4 weeks before the interview.

2.2.2 | Interviews

Interviews were arranged fromWeek 6 of the intervention onwards at a

convenient time for the children and conducted in the family home or at a

community venue. Written parental consent and verbal child assent were

sought before the interviews, which included consent for recording the

interview using selected quotations in the analysis. If the participant

offered extracts from their scrapbooks, we also copied these to use any

written data in the analysis. The children did not have to answer

questions or could stop the interview anytime. One‐to‐one interviews

were deemed most appropriate as the children were asked to talk about

their feelings, opinions and experiences of obesity.38

Thirty‐four children (see Table 1) agreed to complete interviews,

19 females and 15 males; mean age 9.5 years old (range 7–13). Of

these, 29 brought along the scrapbook to the interview. The

scrapbooks were scanned, and content was copied for 21 of the

children (5/29 children brought along the scrapbook which had

nothing in, and 3/29 had added to the scrapbook but asked for it to

be kept private and not shared as part of the research interview). Of

the 21 children who had used the scrapbook and were happy for this

to be used, 17 referred directly to the scrapbook to help them

TABLE 1 Participant characteristics.

Participant
number

Gender—
male (m)/
female (f)

Age
(years)

Weight
management
programme
attended

Parent/
guardian
present during
interviews

1 m 8 1 Yes

2 m 7 1 Yes

3 f 9 1

4 m 12 1

5 f 10 1

6 f 11 2

7 f 7 1 Yes

8 m 8 2 Yes

9 m 11 2 Yes

10 f 10 1

11 m 10 2

12 m 7 2 Yes

13 m 9 1

14 m 10 2

15 f 8 3 Yes

16 f 7 3

17 f 9 3

18 f 10 2

19 m 12 1

20 m 13 3

21 f 12 2 Yes

22 f 11 3

23 f 8 1

24 f 9 1

25 f 8 2 Yes

26 f 11 3

27 f 13 1

28 f 9 1

29 f 11 3

30 m 8 2

31 m 10 2

32 m 10 2

33 m 8 2

34 f 7 2 Yes

NEWSON ET AL. | 3 of 11



express their feelings during the interview. The children were able to

opt out at any stage of the study.

2.3 | Interview procedure

To offer a reassuring and supportive environment, the children were

asked if they would like their parent or another person with them

during the interview. Four children had their parents with them, and

six asked if their parents could be in the room but not next to them.

The interview was intended to be open and exploratory, led by the

participants, and not influenced by a preconceived theoretical view of

the interviewer. All participants were presented with the same initial

questions (Table 2). Depending on their responses, further questions

were asked to help them expand on their answers.

2.4 | Research team

The first author conducted the digitally recorded semistructured

interviews. She was a registered health psychologist and a qualitative

researcher. As a practitioner psychologist, she had experience

providing NHS clinical support regarding weight management to

children and families. She was sensitive to the needs of the children

during the interviews, although she was not involved with the

intervention linked to any children recruited into this study.

Additionally, every fourth interview prompted discussions among

the authors about the interview process and content and initiated the

initial analytical reflections. At the time of this research, the second

author was a weight management practitioner on a national

programme, although not linked to the interventions investigated in

this study. The third author, a chronic diseases nurse, experienced

promoting lifestyle and changing behaviour.

2.5 | Data analysis

The length of interviews averaged 37min (range 6–74min). One child

(Participant 21) provided 6min of interview and then stated she was

bored and wanted to watch her favourite TV programme; therefore,

the interview ended, though she also provided written text

(answering all prequestions with additional comments and drawings)

within her scrapbook. The interview was included in the analysis due

to her unique and thoughtful insights spoken during the interview

and the relevant feedback written in her scrapbook, as deemed valid

by the research team. Another interview (Participant 25) ended early

at 29min due to the parent having other commitments. All other

interviews came to a natural ending, and participants were debriefed

and encouraged to reflect on their research experience. The digital

recordings were transcribed verbatim, and the second author

checked transcripts against recordings for accuracy. Written notes

from the scrapbooks were appended to each participant's transcripts.

All personally identifiable material (e.g., names) were replaced with

alternatives.

Data included both the verbatim transcript and notes made from

the scrapbooks, and therefore data was considered within a

contextualist approach, allowing the flexibility of combining multiple

sources of data for each participant.31,32,39 The data were subjected

to reflexive TA,31 and the analysis adopted an inductive approach,

working with the data from the bottom‐up.40 This involved exploring

the participants’ perspectives within the context of attending the

WMP. The analysis aimed to identify patterns within and across the

data, seeking to construct a narrative that captures the experiences

of the children. We applied reflexive TA,31,39 incorporating its six

phases in an iterative manner as follows: First, the authors read and

reread the transcripts to become familiar with the breadth and depth

of data being discussed; next, data were entered into NVivo.41 Initial

codes were generated, by the lead researcher, across the whole data

set relevant to the research question. Codes and the attached data

were then arranged into potential themes, and the relationships

between codes, sub‐themes and themes were considered and

reworked. Subsequent creation and discussion of themes occurred

through conversations between the authors, ensuring those themes

were applied to the related coded extracts and the data set. We, the

authors, recognise our active role in the analytical process and

interpretation of the data.42,43 Care was taken to reflect on the

analytical process throughout. Our analytical strategy was inductive

and data‐driven, identifying and discussing the salient themes

repeated across and within transcripts. Themes were reworked and

subsequently validated across the data. Finally, a thematic map was

generated, themes were defined, and transcript quotations were

selected to illustrate the themes identified. Within the quotes chosen

… represents a pause in speech, and the authors have added words in

brackets to aid readability. At the end of each quote, the participant's

identifiers are provided: for example (P6f, 11 yrs, WMP2) refers to

participant number 6, gender (female or male), age, WMP 1, 2 or 3.

The raw data supporting this study's findings are available as

quotations within the article; examples of text from the scrapbooks

TABLE 2 Example interview questions.

▪ How was that scrapbook? Did you make any notes or drawings in
the scrapbook which you want to tell me about? Would you show
me? Did you draw in the scrapbook?—What did the past,
present and future picture look like? (Its ok if you didn't use the
scrapbook/Its ok if you don't want to show me/share).

▪ What does the word healthy mean to you?

▪ Why did you come on this (WMP insert), what was it for and how

do you feel about it?

▪ Tell me about coming to this WMP (name of the programme) what
happens.

▪ How does this programme make you feel? What has been good or
not so good about this WMP?

▪ How would you describe the WMP to your friends?

▪ If we waved a magic want and tomorrow you woke up and things
were different, what would that look like, how would you know?
(What would it be like for you?)

Abbreviation: WMP, weight management programme.
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have been included where appropriate. Due to the nature of this

research, in line with legal and ethical processes, participants did not

agree for their full transcripts to be shared publicly, so supporting

data beyond the sample data extracts is not feasible.

3 | RESULTS

Four themes were developed: Defining health and self‐recognition;

external influence—feedback, stigma and comparison; recognising

emotions and future expectations—obesity is a reality (see Figure 1).

These themes were not isolated concepts but overlapped and

influenced each other. Together they influenced the psychosocial

world of the children.

3.1 | Defining health and self‐recognition

The first theme explored how children conceptualised obesity.

Drawing comparisons between what it means to be healthy or

obese, while exploring their coping mechanisms. Children generally

portrayed a negative image of obesity, contrasting it with an idealistic

image of health associated with physical attractiveness and the

absence of disease:

To be healthy is looking fresh, fit, you knowwhat I mean,

attractive, so you would say. Your body works perfectly;

you can run a marathon proper fit. Your skin glows, and

your hair is shiny; you don't take Paracetamol every day

or get on the scales (P6f, 11 yrs, WMP2).

The children were able to acknowledge the behavioural progress

they had made to become healthier:

I'm getting better, I'm eating fruit and stuff now not as

many jellies (jelly sweets), and I do like like like doin'

games, and jujitsu is a good one. (P7f, 7 yrs, WMP3)

However, nearly all the children reported practical barriers in

their ability to become healthy.

I like strawberries, and melon, and raspberries, but I

can just go to the shop and buy chocolate which I love

love love it's so easy, but I have to go to the

supermarket to get the fruits, and my pocket money

isn't that good. (P22f, 11 yrs, WMP3)

Barriers were also related to their perceived ability to be good at

something:

I'm not very fit; I don't dos very good at PE (physical

education class), I like chips, but I am trying a bit. I

could do a bit more, don't tell my mum I said that.

(P1m, 8 yrs, WMP1)

F IGURE 1 Thematic representation. The psychological experiences of children living with obesity.
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And

nice people gets me doing things. Sometimes I just

want to be good at something. I am very good at

Minecraft (computer game), so if people do it with me,

then I do it. (P18f, 10 yrs, WMP2)

While these physical and behavioural barriers were presented,

they also represent the children's internal (high) expectations and the

children's acknowledgement of wanting ‘to be good’. The children

often described obesity as a negative trait, associating it with a less

appealing physical appearance:

being overweight, is lazy, not the best looking, not fit.

(P28f, 9 yrs, WMP1)

Humour and downplaying the severity of their situation

presented as coping mechanisms, revealing the children's awareness

and management of their obesity status:

You can die of fat, you know. It stops your heart working

and makes your liver fatty, and it makes your joints ache. I

need to nip this in the butt, ha‐ha, right now before it's

too late and I explode ha. (P19m, 12 yrs, WMP1)

Internal conflicts were managed through a mix of humour and

minimising the perceived severity of their situation, showcasing the

complexity of how children navigate and define their experiences

with obesity. In the quote which follows, the child is referring to his

weight percentile chart and feedback from his father:

I'm only a little bit on the chart, not really (overweight),

not a big deal. My dad says I don't need to come here,

so I probably am quite healthy. (P31m, 10 yrs, WMP1)

3.2 | External influence; feedback, stigma and
comparison

Children's perceptions of their obesity status were significantly

influenced by external feedback, particularly from family and friends.

While some parents downplayed the reasons for attending WMPs:

My mum just says don't worry, we will sort it, but

to be honest, I'm not sure what that means. (P12m,

7 yrs, WMP2)

children were generally aware of their purpose, linking it to

healthy eating and trying new activities:

Mum says I'm here to learn about eating healthily and

to try out new activities. I say I'm here because I have

a wobbly tummy. (P18f, 10 yrs, WMP2)

Some children were able to process feedback from family

members:

granny thinking that it really good I'm comin' here, and

taking ‘responsibility’ for what am eatin' and not

playing on the computer. (P13m, 9 yrs, WMP1)

Mixed communication from family members created anxiety for

some children, who expressed a desire to please everyone:

I'm here because said so. I'm just trying to please

everyone. My dad won't come here. He not liking me

come here, so I can be a tinsey (tiny) bit sad. (P30m,

8 yrs, WMP2).

And

I come here cause I have to. Yes, I do like some of the

stuff, but OMG (oh my god), sometimes I just want to

stay at home. My mum makes me come, and I hate

her, not really, but arrrhhh, so makes me. (P20m,

13 yrs, WMP3)

The concept of receiving safe feedback from family and friends

was acceptable, but it was important for the children to ‘fit in’ and not

be different from their peers. The children were very aware of the

negative social judgement they may receive if other people knew

they were attending:

Some of my friends know bout this that I come here,

and so, yep, they are good. But sometimes, people

don't know, and I don't want them to… I don't want

them to think I'm, you know, I'm not nice. (P18f,

10 yrs, WMP2)

Positive feedback was acknowledged to increase their confi-

dence and self‐worth:

what I like about it here is that name, is really nice

and encourages me even when I don't want to do

something, cause I think I'm a bit rubbish at it, but

then she says come on, let's try and I do and its

great, so now I know I can do it. (P30m,

8 yrs, WMP2)

and

My teacher told me the other day that I'm doing well,

that's a first, and she put me in the first team for

netball. I was well pleased. (P6f, 11 yrs, WMP2)

These comments demonstrate how the children's self‐esteem and

self‐confidence are fragile. In addition to feedback from others, children
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made direct comparisons to significant others around them. The older

children (10 yrs+) were able to normalise weight loss behaviour in adults:

Why not? Everybody does this sort of thing at one

time or another, errm like right, going to Weight

Watchers, Slimmer's World, I think this should be a bit

more like that, then I know I will be losing weight each

week. (P18f, 10 yrs, WMP2)

Comparison to those trying to lose weight were expressed with

negative language:

Why do I need to come here? Well, I think we all know

the answer to that. I am hashtag F. A. T., and I need to

do something about it. Otherwise, I will end up like her

(a reference to mother) … ‘oh, she's always on a diet,

complaining she don't look good in stuff, always

aching. (P10f, 10 yrs, WMP1).

The impact of external influences on children's self‐perception

and attitudes towards weight management reflects the complexity of

their experiences within the context of family, peers and societal

norms.

3.3 | Recognising emotions

Many of the children reported negative feelings due to living with

obesity. The children described experiencing some form of bullying

(verbal or physical) as a result of their obesity:

My nickname is Chubbs; it means fatty, right? thing is,

even when I get thin, my nickname might still be fatty

chubb chubbs, and then I'm old, right, like thirty‐

something, maybe I will be still be called it, and if not, I

will think back to when I was (called it)… I don't mind it

sometimes cause everyone knows me, but I would like

a nicer name, like Griff; he's the cool kid gets all the

best. (P19, male, 12 yrs, WMP1)

The children described avoidance and emotional coping tech-

niques to deal with peer victimisation and the realisation of their

obesity:

I get angry, no, not sure of the word when I don't

know what to do, I get a bit cross, so I sometimes stay

away from the others, and sometimes I try not to think

about it and join in, I hope that I get picked (for the

team at school sports). (P4m, 12 yrs, WMP1)

It is noteworthy that some of the children did not believe that

their psychological well‐being was being directly addressed while

attending the WMP:

I thought this was going to sort me out, but not really.

It's fun, but I still get bullied at school, I still cry

sometimes … psss don't tell my mum I said that, okay?

Yes, they do games and things on food and they tell us

how to do things, but I just want to feel happy, and

sometimes when I gets on my own, I'm not. (P14m,

10 yrs, WMP2)

Children acknowledged that the WMPs were helping them to

improve their lifestyles, and it helped build their confidence in trying

new activities and foods:

this (WMP) helps me eat more fruit, do assault course. I

like talking to people about my things, but but most

people don't have the time to make me feel good about

things though, or let's be honest, it can be a bit too much,

and then they overdo it. (P27f, 13 yrs, WMP1)

They reported that the WMP provided a safe and motivating

environment for them to try new activities. However, they reported

that this confidence and motivation was not present in their daily

lives:

Okey‐dokey, so yes, I'm happy to do the games and play

sports, you know, not really sports but the exercises while

I'm at ‘programme name’, but defo not when I'm at school

and no way would I do an afterschool club, I would look

hashtag horrendous. (P10f, 10 yrs, WMP1)

Again, the children acknowledge how the WMP encouraged

them to talk about how they felt about trying new foods and

activities, although they thought that the programmes did not help

them deal with their emotions:

We don't talk about feelings on their own; we just talk

about how I feel about doing activity, that's different.

(P28f, 9 yrs, WMP1)

3.4 | Embracing the future: Obesity is a reality

Some of the very youngest children (aged 7) held idealistic views

about their future, focusing on their body image:

I will be lots thinner and happy'. (P7f, 7 yrs, WMP3)

However, overall, the concept of managing obesity in the future

was a reality for many of the children. Most recognised their positive

progress but acknowledged the ongoing effort required for sustained

health benefits. This is consistent with the aims of the WMPs, which

are to encourage long‐term sustainable lifestyle changes. Children

envisioned their future involvement in WMPs, foreseeing continued

engagement as a positive aspect:
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I will be in high school then, realistically I will probs be

still doing this stuff, but this is all good. We are much

healthier now as a family, so in a years time, we can all

be. (P14m, 10, WMP2)

Despite wishes for instant health transformations, children

acknowledged the ongoing journey of self‐improvement, the children

were also able to attach reality to the concept of managing obesity

over time, identifying how they would still differentiate themselves

from children who do not manage their weight:

I'm not sure. Maybe I will be coming to this still; I

definitely won't be going to any other clubs after

school. I just will never fit in with them sorts. (P18,

female, 10 yrs, WMP2)

And

If I could make a wish so that tomorrow I was super

healthy and everything was good. I would be cool, like

really pretty and have the best clothes. I would laugh a

lots, and like, have loads of friends and be able to do

loads. …you think?… I would be able to play all the

sports games, and I could eat whatever I wanted

without being fat, hehe, I would be really thin and, is

that ok? But it's not going to happen. My mum won't

win the lottery either, but you gotta be in it to win it.

(P6f, 11 yrs, WMP2)

4 | DISCUSSION

This study provided an opportunity to interview several children of

different ages and genders, all with shared beliefs, experiences of

living with obesity and reflecting on their engagement with a WMP.

The qualitative nature of this study allowed new insight into the

psychosocial world of children living with obesity and attending a

WMP; these insights are progressively recognised as a valuable

component in developing the evidence base for public health. The

children in this study benefited from attending the WMP and

recognised positive changes in their lifestyle behaviours related to

dietary improvements, reducing sedentary activity and trying out new

PAs. They also acknowledged the long‐term life goal of achieving a

healthy weight over time and managing obesity over their life course.

These are considered positive outcomes and align with the goals of

the intervention, as recommended in clinical guidelines.

However, the children reported challenges with self‐esteem,

body image and body dissatisfaction, self‐efficacy, social support,

coping strategies, autonomy, motivation and idealistic future ex-

pectations. Negative emotions impacted their perception and

expectations of current and future weight management. While this

study did not evaluate the children for mental health diagnosis. It

does, however, highlight those children experienced a range of

subclinical psychological challenges, which individually or collectively

may have impacted the child's overall well‐being and internalisation

and subsequent management of obesity. This research analysis does

not suggest that the obesity intervention had a negative impact on

the children's psychological well‐being itself; rather, it acknowledges

that the children were experiencing and recognised some challenges

which should be addressed (but at that time were not). Indeed,

while there is a lack of research on psychosocial experiences of living

with obesity in children, the research that is available suggests that

WMP, like these studies within this research, does not have a

detrimental impact on psychological well‐being.16,30

The children reported various negative emotions and psycho-

social difficulties, which may have contributed to or exacerbated their

obesity status and thus impacted their weight management. The

children were concerned about being judged by others, particularly

peers, the consistent prejudice they have experienced, and how this

negatively impacts their overall well‐being. The children experienced

weight‐related stigmatisation and societal biases involving bullying

and peer teasing, which impacted their psychological well‐being and

possibly motivation and/or engagement with the WMP.44 Previous

research also suggests that experience of stigma contributes to

negative effects such as binge eating, social isolation, avoidance of

health care services and decreased PA.45 Research has shown that

weight stigma and internalised weight bias diminish mental and

physical health with increasing BMI,46,47 which may be the case for

the children who participated in this research. Some children

described avoidant approaches and coping strategies to manage

their negative emotions, including downplaying their obesity status

and using humour as a distraction and mask the true extent of the

emotional impact of weight stigmatisation. Such approaches have not

been explored previously, so further work is needed to understand

how to help these children regulate their emotions. Peer bullying

interventions that tackle body shaming and weight‐related stigmati-

sation in children are also warranted.

The children who participated in WMP believed that they had

made positive steps towards becoming healthy, trying new foods and

activities. These steps made them feel more capable of becoming

healthy and increased their self‐esteem and self‐confidence. Consist-

ent with the previous literature,48 the strongest evidence was found

for improvements in PA, and changing diet was accompanied by

enhanced self‐esteem. Despite attending WMPs, some children felt

that their psychological well‐being was not directly addressed. While

they acknowledged the positive impact of WMP on their lifestyle and

confidence in trying new activities, this confidence often did not

extend to their daily lives outside the programme.

4.1 | Clinical implications and future research

The findings from this study have implications for WMPs, in terms

of understanding their client's needs (children living with obesity)

and how to offer treatment services. There appears to be a gap in

the provision regarding supporting these children's psychosocial and
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emotional well‐being (which may be subclinical mental health).

Children living with obesity require support to recognise and

manage their feelings and emotions healthily and positively. For

example, psychological issues, such as shame (as identified in this

study), can be targeted with techniques to build self‐esteem and

body acceptance, and children should be supported to develop

practical coping skills to manage the effects of stigma and bullying.

Obesity services may consider reviewing the behaviour change

techniques adopted within the intervention to encourage children

to adopt self‐talk, provide stress management sessions, opportuni-

ties for social comparison and information about others' approval of

the WMP. Families need to be engaged in communication skill

development to understand the emotional burden and experiences

that children with obesity may experience. Future research should

explore parents' (families) perspectives of living with obesity and

develop tailored support to resolve conflicts, helping families to

recognise their children's psychological and emotional needs and

foster positive affect. Services which provide obesity interventions

need to skill up staff beyond that of basic behaviour change (e.g.,

goal setting and motivational interviewing techniques) and should

consider employing a psychological practitioner to enhance the

programme. Health professionals involved in WMP need to reflect

on their implicit and explicit bias and potential stigma that might be

transferred to the children living with obesity.49 WMP needs to help

the children manage experiences of internal bias and external

stigma from family, friends, schoolteachers, health professionals or

other.50 Further research may be helpful to explore the children's

perceptions of change, as they journey through a WMP, and how

such change impacts their school experiences and the social support

around them.

Previous research highlights that 30%–60% of overweight children

display symptoms of mental health disorders,51,52 while this study did

not evaluate the participant's psychological clinical significance, given

the range and number of psychological issues highlighted from these

participants, we would recommend children with obesity receive a full

psychological assessment as part of standardised care. Age and

developmentally appropriate psychometric measures can be used to

assess psychological well‐being, tailoring interventions to individual

needs and demonstrating changes throughout the programme. These

measures may assess stress, mindfulness and self‐compassion, emotion

regulation, self‐efficacy for healthy food choices,53 self‐efficacy for

being physically active,54 depressive symptoms, quality of life, stigma,

internal bias, bullying or resilience. Utilising such measures can help

track effective clinical outcomes. Moreover, it may be helpful to assess

the attitudes, beliefs, experiences and skills of parents in relation to

obesity, weight stigma, teasing and bullying, as well as their techniques

to promote behaviour change and lifestyle decisions relating to diet and

PA. Ultimately psychological support should be personalised towards

the child and family and integrated within the obesity intervention to

help the child manage the challenges associated directly with the label,

stigma and subsequent management of obesity.

Finally, the children within this study described themselves using

negative words such as ‘fat’. Previous literature suggests the terms

‘fat’ and ‘obese’ were viewed to be undesirable, offensive and the

least motivating at the point of weight management, stopping

children from adopting a healthy lifestyle.55,56 Therefore, children

should be supported to develop positive body images, and the use of

positive language should be promoted. Moreover, for health

professionals, person‐first language (i.e., ‘child living with obesity’ as

opposed to ‘obese child’) should be adopted throughout the

service.45,57

4.2 | Strengths and limitations

As recognised within the obesity literature,58,p.368 there is a need to

understand the ‘perspectives and preferences of consumers’ in this

context to consult with the service users of the obesity intervention,

that being the children and their families. A strength of this study, and

its trustworthiness, was that the interviews were conducted with

children living with obesity, and the findings within this study may

help shape futureWMPs. Due to the nature of the interviews, careful

consideration of the interviewing techniques was applied so as not to

cause any distress to the children, demonstrating a commitment to

ethical conduct during data collection, which enhances the credibility

of the study. Providing a scrapbook to encourage the children (as

suggested by the young people in the PPIE study design process) to

think about the interview questions and draw their feelings before

the interviews was a novel and successful way to help engage the

children and take ownership of the interview content. This is a

methodology which would be useful to use in future research given

the scrapbooks worked as a tool to aid the children's flow of

conversation, the scrapbook use was especially helpful when the

topics were sensitive—such as asking the children to talk about their

feelings, or how they thought others perceived them, because they

were living with obesity.

It is important to highlight that a parent or significant other was

present in the room for 10 of the participants during the interviews.

While the interviewer thought that the children provided rich and

honest information, it may be that the presence of this significant

other influenced some of these interviews.

Participants were selected from three independent but similar

WMPs; they adopted behaviour change techniques to improve their

lifestyles. Behaviour change techniques34 employed by the WMPs

included self‐monitoring, providing instruction and demonstrating

new behaviours while attending the programmes. The WMPs

themselves may have already improved the children's quality of life

and emotional well‐being before being interviewed, and the children

may not have recognised this influence. However, the children in our

study revealed various psychosocial challenges, though these were

not assessed for clinical significance.

With reference to the dependability of data and analysis, the

participants in this study reflected the inclusion criteria for theWMPs

and comprised both males and females across the valid age range.

Data has not been analysed separately according to gender, though it

is possible that males' and females' psychological needs do differ.
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Two of the programmes were delivered within areas of high

deprivation, and one was within an affluent area. The individual

socioeconomic characteristics of individual participants were not

recorded, and the findings have not made comparisons of data across

theWMPs specifically. However, quotes used as evidence within this

article have been taken from several participants recruited across all

three of the WMPs. Children's experiences of obesity depend on the

social context and environment in which they live, and their

expectations and experiences of any WMP will depend on the

delivery, content and context, which varies across programmes.

Nevertheless, to help our readers assess the transferability of the

findings to other contexts, we offer a comprehensive description of

the methodology and analytical process, with a selection of

representative raw data quotes as evidence from across the data

set to support our analysis.

5 | CONCLUSION

This study highlights a range of psychosocial and emotional

difficulties that children living with obesity experience and suggests

that these remain regardless of their attendance at a WMP.

Improving treatment for children living with obesity should address

psychosocial factors, including stress management, peer victimisa-

tion and handling feedback from others. The novel use of scrapbooks,

as suggested by the PPIE as a preinterview tool, was particularly

helpful to aid discussion during the interviews and may be a

methodological technique to explore in future research on sensitive

topics with children.
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