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Abstract
Background: Childhood obesity disproportionately affects low-income minority populations, yet there is a paucity of literature

about effective interventions in this population. This study sought to understand the experience of low-income majority Hispanic
families engaged in obesity treatment.

Methods: We conducted six focus groups (2 = English, 4 = Spanish) with families who completed a community-based, family-
oriented obesity treatment program, using standard qualitative focus group interview methods. Transcripts were recorded, tran-
scribed, and analyzed for thematic content. Two coders using the software program ATLAS.ti (v.7.0; Scientific Software Devel-
opment GmbH, Berlin, Germany) coded each transcript independently; reflexive team analysis with three study team members was
used to reach a consensus.

Results: Participants (n = 37) indicated high program satisfaction. Parents reported buying less junk/fast food, increased con-
sumption of fruits and vegetables, preparing and eating more meals as a family, and increasing their families’ physical activity (PA).
Four barrier and facilitator themes emerged. Barrier themes were time and financial cost, parent’s lack of time and energy, influence
of family members, and challenges regarding physical environment. Facilitator themes were skill building around healthy eating and
parenting, family involvement, and long-term health concerns. Unanticipated findings, parents reported, were that changes resulted
in children sleeping better, feeling happier, and less irritability.

Conclusions: Despite low-income families experiencing barriers to lifestyle changes to manage obesity, they made positive
dietary changes and increased PA by learning specific skills and including the whole family in those changes. Additionally, some
unexpected benefits were noted, including improved sleep, less irritability, and children appearing happier. Future studies should
consider using these parent-identified outcomes as secondary measures of program effectiveness.

Introduction

C
hildhood obesity is an epidemic with widespread
consequences, including increased risk of adult
obesity and increased severity of obesity in adult-

hood.1,2 Though this epidemic has been a major focus of
public health efforts, obesity rates remain high.3 Significant
disparities in obesity prevalence by ethnicity affect a large
proportion of American children. In 2009–2010, 21.2% of
Hispanic children and adolescents were obese, compared to
14% of non-Hispanic white children.4 Hispanic children are

also disproportionately affected by medical conditions
caused by obesity, such as type 2 diabetes and fatty liver
disease.5 In addition to increased risk associated with eth-
nicity, childhood obesity prevalence is higher in households
with lower income.6 Effective, culturally relevant childhood
obesity treatment could play a critical role in limiting long-
term health risks in low-income minority children with
disparately high prevalence and persistence of obesity.7

Lifestyle modification remains the most well-established
type of intervention for childhood obesity, with some ev-
idence supporting long-term efficacy.8 Systematic reviews
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and meta-analyses of effective interventions for childhood
obesity have noted that effective treatment strategies have
combined dietary, physical activity (PA), and behavioral
components.2,8–11 However, current evidence for the effi-
cacy of lifestyle modifications has been based on primarily
white, middle class, mild-to-moderately obese school-aged
children.5 In addition, effect sizes for these treatments remain
modest, and long-term maintenance is challenging. Notably,
the efficacy of these interventions in medically underserved
or culturally diverse populations, especially those with pre-
school-aged children, is largely unknown.2,10,12 The most
widely disseminated intervention in Britain, MEND, was
recently found to yield inferior results for low-income and
minority participants.13 Methods to support lifestyle changes
and their efficacy for BMI reduction in low-income minority
populations have not been well established, and additional
studies are warranted.5

Studies of childhood obesity interventions have fre-
quently noted issues of nonadherence to recommendations,
noncompletion of therapy, and modest effect sizes.2,10,12

Researchers of a Cochrane systematic review concluded
that qualitative research within interventions would pro-
vide critical insight into the views of participants, which
may lead to more successful adherence, completion, and
stronger effects of treatment.10 Understanding which life-
style changes are feasible for participants in a childhood
obesity intervention, what skills families perceive as use-
ful, and what factors families believe facilitate healthy
habits may allow more positive outcomes.

Qualitative research methods are particularly well suited
to understanding an intervention’s effectiveness as perceived
by participants.14 There have been only minimal qualitative
studies, which discuss the perspective of minority or low-
income participants.15–17 The few qualitative studies that
have incorporated low-income families with an obese or
overweight child have focused on barriers to making healthy
lifestyle changes.18,19 Yet few qualitative studies to date have
identified factors that participants perceive facilitate the
successful implementation of lifestyle changes. No identified
studies have focused on the perspectives of low-income
minority families attempting lifestyle change for their over-
weight or obese child. Understanding these perspectives may
promote better effectiveness and less attrition in these pop-
ulations. In order to address these gaps in the literature, this
study aimed to understand how low-income, predominantly
Hispanic, families accepted a family-based, lifestyle-change
intervention and how they integrated treatment goals into
daily life. The study explored perceptions of both facilitators
and barriers to lifestyle changes using a qualitative approach.

Methods

Data Collection
Focus groups were conducted with parents who partic-

ipated in the Healthy Living Program (HeLP), a commu-
nity-based, family-oriented childhood obesity treatment
program serving low-income, predominantly Hispanic,

families in the Denver, Colorado, metropolitan area. Pri-
mary care providers were trained to use motivational in-
terviewing skills to refer pediatric patients above the 85th
percentile BMI to the HeLP. The entire family is invited to
attend the program, which consists of 12 educational and
experiential sessions, including parenting skills training,
cooking classes, and nutrition and fitness education. Fa-
milies set and track goals each week in these areas.

Parents who participated with their children in the HeLP
were recruited to participate in focus groups if they had
completed at least 2 of the 12 program sessions. Parents
were contacted by telephone and given a description of the
purpose and structure of the focus group. Parents who
agreed to participate were offered several possible focus
group dates and selected the option most convenient to
them. Reminder calls were conducted 1 day before each
focus group. Four focus groups were conducted in Spanish
and two focus groups were conducted in English, a dis-
tribution intended to proportionally reflect the language
preferences of the larger HeLP participant population.
Each focus group lasted approximately 1.5 hours, was
conducted by a member of the research team fluent in both
Spanish and English and trained in qualitative methods,
and was digitally recorded and transcribed verbatim by a
professional transcriptionist. The focus group facilitator
employed a semistructured guide developed by the re-
search team and designed to elicit parents’ experiences
with the HeLP and identify barriers to, and facilitators of,
healthy lifestyle change. Data collected in Spanish were
transcribed in Spanish and then translated to English. Each
focus group participant received a $30 gift card to com-
pensate them for their time, child care was provided, and
dinner was offered during each group. The Colorado
Multiple Institutional Review Board approved this study.

Data Analysis
Data were analyzed in an iterative process involving

established qualitative content methods and reflexive team
analysis.20,21 Focus group transcripts were independently
read multiple times by three members of the research team
in order to achieve immersion. Code categories were de-
veloped independently using an emergent, rather than a
priori, approach and then compared and discussed until
code agreement was achieved.21 Two members of the team
then applied the resulting codes to the transcripts, and the
third confirmed the coding. The analysts met regularly to
check new findings, discuss emergent new codes and
themes, and assess the preliminary results of the analysis
process.22 Throughout the analytic process, the qualitative
data software program ATLAS.ti (v.7.0; Scientific Soft-
ware Development GmbH, Berlin, Germany) was used for
data organization and management.

Results
Seventy-six families who participated in the HeLP be-

tween 2010 and 2012 were contacted to participate in this
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study. Of these, 37 parents from 33 families were recruited
to focus groups. Participants attended a mean of 8 of 12
HeLP sessions. Participants’ characteristics are presented
in Table 1, and HeLP curriculum components noted in
Table 2.

Overall Reactions to the Healthy Living Program
One of the common themes that emerged from the focus

groups was that participants stated consistently a high sat-
isfaction with the HeLP. A parent reflected one example:

[The] kids really liked class and [when] it finished they were

kind of like, ‘‘I want to go.’’ They did not want it to be over .

In addition, participants reported liking the relatable
material, the convenient location of the classes, and that
the program was free. Most of all, they liked that the
program involved the entire family and encouraged family

activities around food and exercise. Participants reported
that the lifestyle changes facilitated by the HeLP also
helped their children sleep better, be less irritable, and their
children seemed happier. Participants, when prompted, did
have some recommendations for improvement to the pro-
gram. They preferred that the classes and program be
lengthened for continued learning and possibly having
additional hands-on components, such as gardening, added
to the curriculum. They also requested information about
physical activities to engage in during winter months.

Barriers to Implementing Diet and Physical
Activity Recommendations

Four main themes emerged from the analysis of tran-
scripts regarding barriers to implementing diet and PA
recommendations. These included cost, parents’ lack of
time and energy, influence of other family members, and
challenges with physical environment.

Cost. Participants identified both financial and time costs
as barriers to implementing lifestyle changes. These costs
included investment in purchasing and preparing fruits and
vegetables (FV):

Sometimes it seems like the healthier stuff is more expensive.

It’s the preparation.getting out the grater and setting up the

carrots.

You know, do you really want to go home and mess up the

kitchen to cook all this stuff when you could run through [the]

drive thru? It’s really hard.when you are in a rush.

In addition to food-related costs, participants also identi-
fied the expense of enrolling children in organized sports as
a barrier to PA. One parent relayed the fact that her child
wanted to participate in a particular sport, but the cost was
prohibitive.

It’s really difficult. I’ve done some research on different places

that they want, like Karate, which is a couple hundred dollars a

month.

Parent’s lack of time and energy. Focus group partici-
pants identified their own lack of energy and available
time to be physically active with their children as a barrier
to PA.

To me, my job [is a barrier to physical activity], because I work

even Saturdays and Sundays, and I do not have any resting day.

Influence of other family members. Focus group partici-
pants reported family members being resistant to new,
healthier foods. Some reported challenges with other
caregivers providing junk food. This resistance to change
among people in the home environment was noted as a
barrier to implementing lifestyle changes:

[Other family members] are pretty much set in their ways.So

they balk at kale, and minestrone not having potatoes in it ..‘‘

Why are you putting that in there? What do you use it for?’’

Table 1. Patient Characteristics

Variable
Participants
(n537) (%)

Gender

Women 35 (95)

Ethnicity

Hispanic 28 (85)

Parents of a preschool-aged child 20 (54)

Parents of a male overweight child 18 of 33 (55)

Parents of a female overweight child 15 of 33 (45)

Parents with 1 minor child 3 (8)

Parents with 2 minor children 12 (32)

Parents with 3 minor children 11 (30)

Parents with 4 or more minor children 8 (22)

No. of children not reported 3 (8)

1 adult in home 4 (11)

2 adults in home 20 (54)

3 adults in home 3 (8)

No. of adults not reported 10 (27)

Income (per month)

< $1900 18 (49)

$1900–3500 7 (19)

> $3500 2 (5)

Maternal educational attainment

Did not complete high school 12 (32)

High school diploma 7 (19)

Some college/completed college 9 (24)

Missing data 9 (24)
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[He] goes with his dad and I ask what he’s had [to eat] and he had

2 sodas, French fries, chicken nuggets, pizza, and it’s like, What? I

look at my husband and I think, why aren’t you watching him?

Another quote from a Spanish-speaking participant illus-
trated difficulty with healthier changes and traditional foods:

They do not fit with our traditions. Our tradition is taquito and

everything fried. The ‘‘Vitamin T’’.tortas, taquitos.

Physical environment. Participants’ barriers to PA in-
cluded lack of a safe place for PA; the concern is evident in
one parent’s quote below:

When I was younger, I was always outside. But now the way

people are, I have to be outside with [my kids]. If I can’t see

them.I’ll run after them. I used to walk to school [but] I’m afraid

to have them walk to school.unless I’m driving behind them.

Participant’s also noted difficulty with having alternative
activities during the colder months:

It seems like it was easiest [to exercise outside] in spring and

summer. And then once fall and winter hit, it is so hard because it

gets dark sooner. It cut out our daylight. And then the kids start

getting.they get real fussy and argue.

Facilitators to Implementing Diet and Physical
Activity Recommendations

Four main themes emerged from the analysis of focus
group transcripts regarding facilitators to implementing
diet and PA recommendations. These included skill
building for healthy eating, skill building for parenting,
family involvement, and concerns about quality of life.

Skill building for healthy eating. Participants reported
learning several important skills that led to healthy changes
in the family’s nutrition, such as learning to understand
nutritional labels and offer appropriate portion sizes. One
quote, which was illustrative of this point, came from a
parent who relayed the story of an interaction in the gro-
cery store with her 4-year-old son:

When we go to the store and he (4 year old son) sees that I’m

reading.He says: ‘‘Mom, how much sugar does it have.it has a

lot right? That is not right for you.’’

Specifically, participants also reported that new knowledge
and skills facilitated buying and consuming more whole
grains, as well as FV. Participants stated that they learned
substitutes for higher-fat foods. Specific examples in-
cluded: substituting ground turkey in place of beef; low-fat
milk in place of whole milk; low-fat yogurt in place of sour
cream; and olive oil in place of lard. Participants reported
baking, broiling, and grilling foods rather than frying
foods. They reported that these foods could have just as
much taste as higher-fat foods. A parent describing her
current cooking practices as a result of what she learned
relayed one example of this.

. Now when we cook, we are learning about how to use the

oven, [to cook] things like turkey.Now I peel the chicken, I take
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all the skin [off], chop it, marinate it, and put it in the oven, [and]

I do not put any oil.

Participants also stated learning how to grocery shop
strategically, including (1) preplanning meals, (2) use of a
list, and (3) involving children in the shopping, helped to
avoid purchasing unhealthy foods. Allowing the children
to choose items to be purchased increased their willingness
to eat healthier foods. Some examples of how these skills
were facilitators are shown in the following quotes:

If it’s not on the list, we don’t need it!

One of the big things for me was [learning about] shopping the

outside [aisles] of the store. Stay away from all the processed

foods in the store .

One thing I have changed, instead of not bringing my kids to

the store, I let them come to the store.they are allowed to pick

anything in the produce section.

Skill Building for Parenting
Parents reported practicing several of the parenting skills

taught during the classes in order to implement healthy
lifestyle changes. These parenting skills included modeling
desired behavior, setting limits around food, using positive
reinforcement, increased communication, and parenting as
a team. Parents made the following statements that illus-
trate how these skills were used:

I tell him: if you do not eat it now, you will eat it later .

. experiencing it in the classroom and then.just talking in

the car ride home, it kind of got us communicating about

something we just never talk about

. the good thing is he [husband] came to some classes. Be-

cause if I had gone alone it would have been very difficult for me.

Family Involvement
Participants reported that involving family members

facilitated lifestyle changes. Participants reported planning
meals, cooking, and eating together as a family.

Now we got everybody chopping vegetables.We got people

working now in the household.

Family member involvement also facilitated PA. After com-
pleting the program, participants reported more frequently
being active as a family through walks to the park, roller
skating, dancing, parking further away from stores to increase
walking distance, taking the stairs, and enrolling children in
organized sports. Participants discussed parent involvement as
an important factor in helping their children to be active:

The children feel more motivated with mom and dad.walking,

swimming, or doing a sport; they feel more motivated [with us]!

Long-term health concerns. Focus group participants
identified the desire to avoid chronic diseases, such as di-
abetes, high cholesterol, and fatty liver disease, motivated
them to implement changes. In the quotes noted below, one
can begin to understand the significant concerns these
families had for their children, which contributed to the
motivation to make lifestyle changes.

I want for my kid not to suffer in the future with illnesses that I

can prevent now.

I was told that if he stayed overweight, he could get [higher]

cholesterol and diabetes and all of that, I got scared. I said no.

And then when I came to you guys, the Healthy Living Program,

I learned a lot ..

Discussion and Conclusions
This study adds to the understanding of the experience of

a low-income minority population engaged in a weight
management intervention. The topic of how low-income
families might find success in weight management has not
been explored in the literature thus far. Overall, families
expressed a high satisfaction with the program. Responses
suggest that the practical knowledge and hands-on skill
building during the intervention were well received and
were used. By including the entire family and emphasizing
skills to improve family functioning, the intervention
achieved a high level of acceptance and supported low-
income, mostly Latino, families in overcoming barriers to
healthy lifestyle change.

Both parents and children were interested in extending
the length of the program. This finding is consistent with
the high level of attendance—on average, 8 of 12 ses-
sions—completed by participants. Responses suggest that
participants would accept a program of longer duration or
with additional maintenance contacts.

Parents in this study who participated in the family-
centered, community-based childhood obesity treatment
program reported barriers to making healthy eating chan-
ges similar to those reported in qualitative studies of non-
treatment-seeking English-speaking parents in Australia
and North Carolina, as well as English and Spanish
speakers in Boston.16,18,19 Barriers centered around themes
of financial and time costs, child food preferences, and lack
of knowledge about healthy foods. A study that sampled
the general parent population noted a few strategies parents
perceived would facilitate healthy changes, including
providing dietary information, involving the child, setting
limits, supporting parents in changing shopping behaviors,
and their own eating behaviors.16

This study reports, for the first time in a treatment-
seeking population, low-income Hispanic parents’ percep-
tions of the facilitators that helped them to overcome or
bypass perceived barriers to healthier eating. Parents de-
scribed that the family used specific skills learned during
the program, such as shopping strategically, using a grocery
list, reading nutrition labels, learning to cook with low-fat
substitutes, eating together as a family, and using strategies
to increase acceptance of healthy foods (e.g., modeling and
involving children in shopping and meal preparation).
These skill-based solutions could be implemented without
an increase in cost to the family or with potential cost
savings from more-efficient shopping and less food waste.

Similar to a study of Hispanic parents not engaged in
treatment, participants discussed lack of support for healthy
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changes from other family members.16 Participants reported
implementing strategies to increase positive parent-child
interactions. Healthy changes were implemented through
modeling and sharing responsibilities of shopping and
cooking. The more-frequent positive interaction between
parents and children may have buffered the child from the
influence of less-supportive extended family. Participants
were guided to set realistic goals to change habits that were
directly under parent and child control and to troubleshoot
external barriers. Parents reported implementing nutrition
changes in a manner inclusive of the immediate family, not
solely targeting the overweight child. Parents also reported
increasing their involvement in modeling and facilitating PA
for children. The values of family togetherness and cohe-
siveness, as well as parent’s perceived responsibility to
safeguard children’s long-term health, were reflected in the
parent’s responses. The only other qualitative study of par-
ents of who participated in an obesity treatment program,
conducted in the UK, also identified the benefits of engaging
the entire family as a key theme for successful change.23

This sample of participants with very low income re-
ported that lack of time and energy owing to long work
hours, sometimes multiple jobs, hindered their ability to be
physically active with their children. Parents also noted
concerns about neighborhood safety and the cost of some
organized sports as barriers to PA. Parents reported over-
coming these barriers using strategies promoted during the
HeLP, including parent modeling of PA, parent engage-
ment in family-based fitness, and exploring a variety of
activities available at low or no cost.

Important themes arose that may help explain the mo-
tivations of low-income families who reported achieving
healthy lifestyle changes despite many barriers reported.
These included health- and non-health-related motivations.
Parents reported that understanding the long-term health
consequences of obesity drove engagement in the program
initially, fostered by primary care providers who had been
trained to discuss weight-related health concerns in a brief
motivational interview at well-child visits. After treatment,
parents reported improved family cohesion, better sleep,
improved mood, and decreased irritability in children.
These secondary benefits may be important to sustaining
motivation to maintain changes.

A notable strength of this study is the focus on the per-
spectives of low-income minority participants, who are at
high risk of obesity and its complications, but in whom
interventions are less well studied. Few treatment protocols
have specifically targeted this demographic group. Even
fewer have included families with preschool-aged children,
who may have a much higher likelihood of responding to
obesity treatment than older children.24 The focus on a
treatment-seeking population adds to the understanding of
motivational factors that can facilitate healthy changes,
types of behavior change strategies, and treatment goals
that were well received. Our findings take a step beyond the
existing literature that predominantly describes barriers to
healthy change in families with obese children.

The study employed rigorous qualitative methodology
with two coders coding 100% of focus group transcripts, in
addition to consensus coding with a qualitative expert
to ensure appropriateness of all analysis. As with most
qualitative studies, the sample size is small, relative to the
population of interest, so generalizability is limited. This
study is also limited, as are qualitative analyses generally,
by the inherent subjectivity of the analysis. While con-
versational encounters afford unique opportunities to un-
derstand participants’ perspectives, they also involve the
inevitable transmission of preconceptions, which influence
how data are gathered and interpreted.25 However, all ef-
forts were made to reduce this subjectivity during the an-
alytic process through rigorous bracketing and reflexive
team analysis. Those parents that participated in the focus
groups were a treatment-seeking population and, as noted
previously, were among the participants who completed
the program (completed at least 8 of 12 sessions). The
small proportion of noncompleters of the HeLP made
separate analysis of their perspectives impractical.

In conclusion, our study offers very rare insight into how
low-income Hispanic families might overcome many bar-
riers to healthy lifestyle change. Insight into the skills and
strategies parents found most useful for change can inform
efforts to develop effective childhood obesity treatments
that may decrease obesity-related health disparities.
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