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Abstract

Objective—To examine the association between healthcare provider communication quality and 

child obesity status, and the role of parent obesity and child race/ethnicity regarding this 

association

Methods—We conducted a cross-sectional secondary data analysis with the 2011–2013 Medical 

Expenditures Panel Survey of parents with children ages 6–12 (n = 5,390). We used multivariable 

logistic regression to examine the association of parent-reported healthcare provider 

communication quality (explaining well, listening carefully, showing respect, and spending 

enough time) with child obesity status, and effect modification by parent obesity and child race/

ethnicity.

Results—Parents of obese children were more likely to report that their child’s healthcare 

provider listened carefully (OR=1.41, p=0.002) and spent enough time (OR=1.33, p=0.022) than 

parents of non-obese children. Non-obese parents of obese children experienced better 

communication in the domains of listening carefully (p<0.001) and spending enough time 
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(p=0.007). Parents of obese non-Hispanic Asian children and non-Hispanic Black children were 

more likely to report that providers explained things well (p=0.043) and listened carefully 

(p=0.012), respectively.

Conclusion—Parents of obese children experienced better communication if parents were non-

obese or children were non-Hispanic Black or Asian.

Practice implications—Healthcare providers should ensure effective communication with 

obese parents of obese children.
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1. Introduction

In the last few decades, rates of childhood obesity have increased substantially. 

Approximately 18% of elementary school aged children (ages 6 to 11) are now obese [1], 

compared to 7% in 1980 [2]. Children with obesity typically have greater medical needs as 

they are more likely to have adverse health conditions as a result of their excess body weight 

[3] such as dyslipidemia and impaired glucose tolerance [4]. Healthcare providers play an 

important role in preventing and managing child weight gain [5] by helping parents identify 

and understand the risks of their child’s weight [6].

Given the key role healthcare provider play for children with obesity, high-quality 

communication is particularly important for parents of children who are obese. High-quality, 

patient-centered healthcare provider communication has been linked to weight loss in both 

adults [7] and children [8, 9] with obesity. Additionally, in adult patients with obesity, the 

quality of patient-healthcare provider communication is associated with increased patient 

satisfaction [10], motivation to eat better and exercise regularly [11], and consumption of 

fruits and vegetables [12]. However, it is possible that healthcare providers may have biases 

against pediatric patients with obesity and their parents that result in negative provider 

interactions and impaired communication quality. Prior research among adults suggests that 

patients’ body weight may negatively affect the relationship and communication with their 

own healthcare providers [13–19]. Some studies have found that obese adult patients feel 

that by physicians and nurses stigmatize them because of their weight [13, 14], and 

experience negative interactions with their primary healthcare providers [15–18].

Less is known about how a child’s weight can influence healthcare provider communication. 

The limited research that does exist has focused specifically on weight-related discussions 

[20–23]. These studies have found that parents often experience negative interactions with 

their child’s healthcare provider during weight counseling sessions, including a lack of 

sympathy and insensitive or offensive comments from healthcare providers [20, 22]. Parents 

of overweight (defined by body mass index > 25), or obese children (as informed by child’s 

healthcare provider), or who had concerns about their child’s weight report feeling that their 

child’s healthcare providers blamed them for their child’s weight [20, 23]. They express 

feeling stigmatized by healthcare providers as inadequate in understanding and unable to 
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address their child’s weight [24]. As a result, some have avoided consulting their child’s 

healthcare provider on weight management because of fear of judgment from their child’s 

healthcare provider [23]. However, some parents note more positive experiences where 

healthcare providers listened, were empathetic, and provided helpful advice [20].

Absent from the literature on child weight and healthcare provider communication are 

studies of parent-healthcare provider communication during routine pediatric office visits. 

Understanding interactions during routine visits is important because negative experiences of 

children with obesity and their parents may result in reduced quality of care during these 

encounters [19] and avoidance of future routine care [25, 26].

Additionally, existing studies have not considered whether other parent or child 

characteristics might potentially influence and even exacerbate issues with communication 

quality among parents of children with obesity. Two potentially important characteristics are 

parent obesity status and child race/ethnicity. First, parent behaviors towards food 

consumption and physical activity influence their child’s weight and dietary and activity 

behaviors [27–29]. Healthcare providers may perceive parents to be more responsible or at 

fault for their child’s weight if they are themselves obese, or anticipate greater difficulty in 

addressing weight management among their children. As a result, pediatric healthcare 

providers may also have weight-related biases towards parents with obesity that affect how 

they communicate with parents about their child. However, no study has examined whether 

parent obesity influences parent-healthcare provider communication. Second, research in 

adults has found differences in patient-healthcare provider communication quality among 

adults when both patient weight and race/ethnicity are considered, where obese Non-

Hispanic (NH) Black patients experience worse communication quality [30]. Similarly, 

parents of obese minority children may also experience poor healthcare provider 

communication quality. To our knowledge, only one study has examined the healthcare 

provider communication experiences of parents of minority children with obesity during 

weight management conversations. This study, conducted among Latino parents, found that 

pediatricians frequently use stigmatizing terms like “fat” to describe the child’s body and 

rarely discuss culturally relevant dietary recommendations [31].

Our primary objective was to examine the association between child obesity status with four 

domains of parent-healthcare provider communication quality (how frequently healthcare 

providers explained things well, listened carefully, showed respect, and spent enough time) 

reported after routine pediatric care among parents of children 6 to 12 years of age. We 

hypothesized that parents of children with obesity would be more likely to report worse 

communication quality with their child’s healthcare provider in all four domains compared 

to parents of children who are not obese. We had 2 secondary objectives. First, we aimed to 

determine whether parent obesity status modified the association between child weight and 

parent-healthcare provider communication quality. We hypothesized that if either parent or 

child were obese, parents would report worse communication quality compared to non-obese 

parents of non-obese children, and that obese parents of obese children would report the 

worst communication quality. Second, we aimed to determine whether child race/ethnicity 

modified the association between child weight and parent-healthcare provider 

communication quality. We hypothesized that parents of obese Hispanic, NH Asian, and NH 
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Black children would report worse healthcare provider communication quality compared to 

parents of non-obese NH White children.

2. Methods

2.1 Data Source

For this secondary data analysis, we pooled 2011 to 2013 data from the Medical Expenditure 

Panel Survey’s (MEPS) Household Component to increase power in our cross-sectional 

analysis. MEPS, which is conducted by the Agency for Healthcare Research and Quality 

(AHRQ), collects data from a nationally representative sample of U.S. non-institutionalized 

and non-military families and individuals. Our study sample included parents with a child 

aged 6–12 who had at least one visit with their healthcare provider in the past 12 months. 

For each child, one parent, identified as the head of the household, responded to survey 

questions about communication quality with the child’s healthcare provider. We limited our 

study sample to parents of pre-adolescents, as healthcare providers direct more of their 

communication towards parents of younger children, while they may communicate more 

directly with adolescent pediatric patients [32]. We excluded parents of underweight 

children from our analysis due to significant heterogeneity in the underlying reason for their 

child’s weight status (e.g., underweight due to illness) (n=693).

2.2 Measures

Our dependent variables were four validated measures of parent-healthcare provider 

communication quality from the health plan version of the Consumer Assessment of 

Healthcare Providers and Systems (CAHPS) survey. CAHPS is a family of AHRQ-

sponsored survey instruments designed to measure patient perspectives on the quality of 

their health care. These questions asked how frequently in the past 12 months parents 

thought that their child’s healthcare provider 1) explained things so that the parent 

understood, 2) listened carefully, 3) showed respect, and 4) spent enough time during visits. 

Responses were on a 4-point scale of never, sometimes, usually, and always. We 

dichotomized the responses to each question into always versus less than always, which is 

consistent with public reports of other CAHPS measures [33].

Our primary independent variable was child obesity status. Body mass index (BMI) was 

calculated from parent-report of child’s height and weight. We classified children as being 

obese if they were at or above the 95th percentile among children of the same age and sex, as 

defined by Center for Disease Control and Prevention [34].

Two effect modifiers, parent obesity status and child race/ethnicity, were examined. Parents 

were classified as being obese or not obese based on BMI calculated from their self-reported 

height and weight, which we classified according to standard NIH categories; parents were 

considered obese if their BMI was 30kg/m2 or above [35]. Parent-reported child race/

ethnicity was categorized as NH White, NH Black, Hispanic, NH Asian, and NH other.
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2.3 Statistical Analysis

For our primary objective, we conducted multivariate logistic regression to examine the 

association between child obesity status with each of the four healthcare provider 

communication quality domains, controlling for child and parent confounders. Our reference 

group for this analysis was parents of non-obese children. We controlled for the confounding 

effects of several child characteristics: age, sex, race/ethnicity, insurance coverage, number 

of visits in the past 12 months, perceived health status, whether child had a usual source of 

care, and geographic region. We also controlled for parent characteristics including: obesity 

status, sex, educational attainment, household income, and whether English was the most 

common language spoken at home. Parent race/ethnicity demonstrated high concordance 

with child race/ethnicity (percent agreement = 89%) and was excluded.

For our secondary objectives, we examined whether parent obesity and child race/ethnicity 

modified these associations by including interaction terms between child obesity status and 

parent obesity status, and child obesity status and child race/ethnicity in separate models. We 

did not control for adult obesity status or child race/ethnicity, respectively, in these models, 

as we were interested in exploring their role as effect modifiers. These models controlled for 

all remaining parent and child confounders listed above. We calculated the predicted 

probabilities of parents reporting high-quality communication for each of the 4 domains.

We accounted for the MEPS’s complex survey design by using specified survey weights to 

produce nationally representative estimates of the 2011–2013 U.S. non-institutionalized 

civilian population. All analyses were conducted in Stata/IC 14.1 (College Station, TX).

3. Results

Table 1 presents our study sample characteristics overall and stratified by child obesity 

status. 5,390 parents of children between the ages of 6–12 were included in the analysis. 

Approximately one-quarter of children were obese. The mean age for all children was 9.25 

years. Non-obese children were more likely to be NH White, have excellent or very good 

health and have private insurance coverage compared to obese children. Obese children were 

more likely to be Hispanic or NH Black. Approximately one-third of all parents were obese 

and 63% were female. While 70% of non-obese children had non-obese parents, only 54% 

of obese children had non-obese parents. Parents of obese children were less educated, had a 

lower household income, were less likely to be born in the U.S., and were less likely to 

report English as the most commonly spoken language at home. A large proportion of 

parents reported high-quality communication with their child’s healthcare providers: 

“always” responses ranged from 76% for healthcare providers spending enough time to 83% 

for always showing respect to parents. The proportion of parents responding that they always 

experienced high-quality healthcare provider communication was similar for both obese and 

non-obese children in all 4 communication domains.
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Association between parent-reported healthcare provider communication and child 
obesity status

Table 2 presents adjusted associations between each of the 4 communication domains and 

child obesity status as well as parent obesity status and child race/ethnicity. After controlling 

for parent and child confounders, parents of obese children were significantly more likely to 

report that their healthcare providers always listened carefully (OR = 1.41, 95% CI: 1.14, 

1.74) and spent enough time with them (OR = 1.33, 95% CI: 1.04, 1.69). We did not find 

associations between child obesity status with parent reports of healthcare providers 

explaining well or showing respect. Full results of associations between parent-reported 

communication quality and all covariates are available in Appendix Table A1.

Differences by parent obesity status

Non-obese parents of obese children (86%) were more likely than non-obese parents of non-

obese children (79%) to report that healthcare providers always listened to them (p < 0.001) 

(Figure 1). Similarly, non-obese parents of obese children (81%) were more likely than non-

obese parents of non-obese children (75%) to report that healthcare providers always spent 

enough time with them (p = 0.007).

Differences by child race/ethnicity

Parents of NH Asian obese children were more likely to report that healthcare provider 

explained things well (Figure 1). In predicted probabilities from the adjusted models, 91% of 

parents of obese NH Asian children reported that healthcare providers always explained 

things compared to 81% of parents of non-obese NH White children (p = 0.043). Parents of 

obese NH Black children were more likely (86%) than parents of non-obese NH White 

children (79%) to report that healthcare providers always listened carefully (p = 0.012).

4. Discussion and Conclusion

4.1 Discussion

This study examined parent-healthcare provider communication during general pediatric 

care experiences. Contrary to our hypothesis, we found that, parents of obese children 

reported better communication quality with their child’s healthcare provider in the domains 

of healthcare providers listening carefully and spending enough time with them compared to 

parents of non-obese children. However, among parents of obese children, higher 

communication quality seemed to be limited to parents who were not obese. Communication 

quality among obese parents of obese children was similar to non-obese parents of non-

obese children. Contrary to our hypothesis, we found that parents of obese minority children 

did not experience worse communication. In fact, parents of obese NH Black and Asian 

children were more likely to report that that healthcare providers listened carefully and 

explained things well, respectively.

To our knowledge, our study is the first to examine whether a child’s obesity status is 

associated with parent-healthcare provider communication quality during routine pediatric 

care. Our results suggest that the relationship between obesity status and healthcare provider 

communication quality may differ for pediatric and adults patients. Research among adults 
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has reported that the communication and relationships of obese patients with their healthcare 

providers are either similar [30, 36], or worse when compared to their healthy weight 

counterparts [14, 15, 18, 37]. One possible explanation for this difference is that healthcare 

providers may be more sympathetic towards parents of obese children because they perceive 

a higher likelihood of successfully addressing weight issues compared to obese adult 

patients.

Our findings also differ from experiences documented between parents of obese children 

specifically within the context of pediatric weight-related discussions. Although previous 

studies have found that some parents experience positive and helpful interactions with their 

healthcare providers during these encounters, most report negative experiences [20, 22, 23]. 

The poor experiences during weight loss conversations might stem from healthcare 

providers discomfort with weight management discussions, rather than being driven by 

weight stigma. Previous studies have often documented healthcare providers’ limited 

training and confidence in delivering weight loss counseling [38, 39]. In contrast, our 

analysis, which focused on more general clinical interactions, suggest that these negative 

experiences may occur less frequently when the child’s weight is not necessarily the central 

focus. In fact, healthcare providers may actually be more conscious of how they 

communicate with parents of obese children, resulting in these parents reporting comparable 

or better communication quality compared to parents of non-obese children.

To our knowledge, no other study has considered whether parent obesity status modifies the 

association between healthcare provider communication quality and child obesity status. 

While among parents of obese children, non-obese parents experienced better 

communication, obese parents experienced similar communication as non-obese parents of 

non-obese children. It is possible that healthcare providers may be more sympathetic 

towards and willing to listen to non-obese parents of obese children, because they perceive 

these parents as less likely to engage in obesity-promoting behaviors, and less culpable for 

their child’s weight gain. It is also possible that non-obese parents of obese children are 

more willing to partner with their child’s healthcare provider and, in fact, may initiate 

clinical communication about their child’s weight and health. They may be more motivated 

and engaged in discussions about their child’s health because they recognize the health risks 

of obesity. They may also be less likely to feel stigmatized for their own weight.

Our finding that parents of obese NH Asian children were more likely to report that explain 

things well is surprising. Prior research has consistently found that parents of NH Asian 

children with limited English proficiency report worse interactions with their child’s 

healthcare provider, while English proficient parents of NH Asian children report similar 

experiences compared to parents of NH White children [40–42]. However, in multivariable 

regression analyses that controlled for parental socioeconomic status and whether English 

was spoken at home, we found that parents of obese NH Asian children reported better 

communication quality compared to parents of non-obese NH White children. There was no 

difference for parents of non-obese NH Asian children. One possible explanation for this 

unexpected finding is that since NH Asian children have the lowest prevalence of obesity 

[1], healthcare providers may be more inclined to explain things well to parents when they 

do encounter an obese child in this subpopulation. Given the complicated relationships 
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among language, child obesity status, and parent-healthcare provider interactions in this 

subgroup, more research on parent-healthcare provider communication among NH Asians is 

needed.

Our finding that parents of obese NH Black children were more likely to report that 

healthcare providers always listened carefully compared to parents of non-obese NH White 

differs from a previous study among adults, which found that obese NH Black patients 

experience worse communication quality than non-obese NH Whites [30]. Taken together, 

these findings suggest that relationships among race, weight, and healthcare provider 

communication quality differ in pediatric and adult patient populations. While healthcare 

providers may have biases against NH Black overweight and obese adult patients that results 

in these patients experiencing worse healthcare provider communication quality, NH Black 

race does not seem to negatively impact healthcare provider communication in pediatric 

populations. We are encouraged by this finding because NH Black children are at a higher 

risk for childhood obesity [1], and obesity-related chronic diseases in adulthood [43]. High-

quality communication with these pediatric patients can yield significant future health 

benefits.

Our results that parents of obese children did not report worse parent-healthcare provider 

communication is encouraging. Healthcare providers have a key role in addressing 

childhood obesity, so it is important that they communicate effectively with these patients. 

However, our findings highlight the need to consider parent-healthcare provider 

communication quality in a particularly high-risk group: obese children whose parents are 

also obese. High quality communication may be especially important for this group. Since 

parental behaviors can strongly influence child weight status [27–29], healthcare providers 

may need to foster stronger partnerships with these parents to address behavior changes for 

both child and parents. Care should be taken to ensure that healthcare providers provide 

high-quality communication with parents of obese children, regardless of parent weight. 

Additionally, there are substantial racial/ethnic disparities in childhood obesity [1]. 

Healthcare providers can potentially play a role in addressing these disparities through high 

quality communication with parents of obese children from subgroups disproportionally 

affected by obesity.

Gaps still exist, though, in the communication experienced by obese children and their 

parents. Since obese children are more likely to have suboptimal health [3], these patients 

can benefit from consistent high-quality of care, including effective communication in all 

four domains. We found that parents of obese children experience better communication in 

some but not all domains. Studies among parents of overweight Latino children and during 

sick-child visits, have noted that during weight-management sessions, parents would like 

healthcare providers to give specific, easy-to-follow guidance on healthy diet and family 

lifestyle changes and clearly explain weight-related health-issues [23, 44]. Furthermore, 

other gaps in quality of care for obese children remain, including a failure to diagnose 

obesity [45], and the need for consistent follow-up [46].

Our study had a number of limitations. Our analysis relied upon parent-reported height and 

weight for their child and themselves, which may underestimate both child [47] and parent 
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BMI [48]. Our analysis was cross-sectional, making us unable to make conclusions about 

causality. We used report of healthcare provider communication quality from one parent, the 

head of the household, but it is possible that the other parent’s rating of communication 

quality may differ. We were also unable to control for healthcare provider characteristics that 

have previously been found to influence healthcare provider communication quality, such as 

healthcare provider weight and race/ethnicity [49–51]. We also could not determine which 

healthcare provider parents considered or the setting in which children received care when 

parents rated healthcare provider communication quality. If children saw multiple healthcare 

providers over the course of the year, their parents may have experienced different 

communication quality among healthcare providers. Our analysis only considered parent 

reported experiences of communication. However, previous studies in adults have found that 

healthcare providers and patients may differ in their expectations for quality of care, 

including communication [52]. Our analysis was only conducted among parents of children 

age 6 to 12, and our results may not be generalizable to parents of children in other age 

groups.

4.2 Conclusion

Our analysis of a large nationally representative dataset of the U.S. suggests that parents of 

obese children experience better communication quality, specifically in healthcare providers 

listening carefully and spending enough time with them. However, these benefits for parents 

of obese children were higher when parents themselves were not obese. Contrary to the adult 

literature, we did not find impaired healthcare provider communication among parents of 

obese minority children; in fact for obese NH Black and NH Asian children, parents actually 

reported better communication quality compared to parents of non-obese NH White 

children.

4.3 Practice Implications

High-quality communication between parents and their child’s healthcare provider is 

important for maintaining a strong relationship with parents, achieving high-quality patient 

care, and improving parent satisfaction. Based on our finding that overall, parents of children 

with obesity experience high-quality communication, healthcare providers should continue 

to maintain high-quality communication with parents of children with obesity. However, 

among parents of children with obesity, higher communication quality seemed to be limited 

to parents who were not obese, emphasizing the need for healthcare providers to be 

cognizant of potential biases towards parents with obesity and aim to communicate 

effectively with all parents regardless of parent obesity status. While efforts have been made 

to make healthcare providers aware of biases towards obese adult patients and improve 

communication (e.g., motivational interviewing), these same efforts with pediatric healthcare 

providers can improve communication quality with obese parents of obese children. These 

patients likely have greater medical need and require strong healthcare provider-parents 

collaboration to manage the child’s weight and obesity-related comorbidities.

Healthcare provider communication quality does not appear to contribute to documented 

disparities in obesity prevalence among Hispanic and NH Black children. Healthcare 

providers should continue to maintain high-quality communication with parents of minority 
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obese children in all four communication domains. Additionally, Hispanic children have the 

highest risk of obesity and may require additional attention and partnership, so healthcare 

provider training on culturally appropriate communication may help to improve 

communication quality.

Future research should examine why communication quality differs by parental obesity 

status among parents of obese children, and the complex relationships between child race/

ethnicity, weight, and parent-healthcare provider communication. Future studies can also 

further examine the role of parent language among parents of NH Asian obese children in 

their assessment of healthcare provider communication.

I confirm all patient/personal identifiers have been removed or disguised so the patient/

person(s) described are not identifiable and cannot be identified through the details of the 

story.
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Appendix

Table A1

Full results of adjusted associations for parents reporting high-quality healthcare provider 

communication by child adjusted status adjusted for all covariates

Explain Well Listen Carefully Show Respect Enough Time

OR 95% CI OR 95%CI OR 95% CI OR 95% CI

Child Obesity Status

 Not obese Ref -- Ref -- Ref -- Ref --

 Obese 1.11 (0.88,1.39) 1.40 (1.14,1.73) 1.09 (0.87,1.36) 1.32 (1.03,1.69)

Parent Obesity Status

 Not obese Ref -- Ref -- Ref -- Ref --

 Obese 1.00 (0.78,1.28) 0.93 (0.74,1.17) 0.91 (0.71,1.15) 0.97 (0.75,1.24)

Child race/ethnicity

 NH White Ref -- Ref -- Ref -- Ref --

 NH Black 0.93 (0.69,1.25) 0.93 (0.70,1.23) 1.08 (0.79,1.49) 0.94 (0.71,1.25)

 Hispanic 0.97 (0.68,1.36) 1.01 (0.74,1.36) 1.11 (0.78,1.57) 0.92 (0.66,1.28)

 NH Asian 0.72 (0.38,1.36) 0.63 (0.36,1.11) 0.59 (0.32,1.08) 0.66 (0.38,1.15)

 NH Other 0.84 (0.52,1.37) 1.12 (0.61,2.06) 0.87 (0.52,1.46) 0.82 (0.47,1.43)

Child age 0.99 (0.94,1.04) 1.05 (1.00,1.11) 1.02 (0.97,1.07) 1.03 (0.99,1.07)

Child sex

 Male Ref -- Ref -- Ref -- Ref --

 Female 1.08 (0.88,1.32) 0.86 (0.71,1.04) 0.96 (0.78,1.19) 0.97 (0.79,1.19)

Child Insurance Status

 Any private Ref -- Ref -- Ref -- Ref --

 Public 1.03 (0.77,1.39) 0.98 (0.74,1.31) 1.02 (0.74,1.41) 0.87 (0.63,1.21)

 Uninsured 1.82 (0.96,3.46) 1.53 (0.88,2.69) 2.04 (1.05,3.95) 1.21 (0.64,2.28)

Number of visits in the past 12 months

 1 Ref -- Ref -- Ref -- Ref --

 2 0.96 (0.75,1.22) 0.89 (0.70,1.13) 0.84 (0.67,1.06) 0.78 (0.62,0.98)

 3 0.62 (0.46,0.82) 0.74 (0.54,1.02) 0.72 (0.53,0.98) 0.65 (0.49,0.85)

 4 0.73 (0.51,1.04) 0.77 (0.53,1.12) 0.81 (0.55,1.21) 0.78 (0.55,1.12)

 5 - 9 0.59 (0.39,0.88) 0.55 (0.38,0.79) 0.48 (0.32,0.74) 0.61 (0.41,0.91)

 10+ 0.39 (0.23,0.67) 0.41 (0.26,0.66) 0.34 (0.19,0.58) 0.39 (0.22,0.68)

Perceived Health Status

 Excellent/very good Ref -- Ref -- Ref -- Ref --

 Good 0.66 (0.51,0.84) 0.57 (0.44,0.74) 0.58 (0.46,0.73) 0.55 (0.44,0.70)

 Fair/poor 0.55 (0.32,0.92) 0.51 (0.31,0.83) 0.48 (0.28,0.82) 0.59 (0.35,1.00)

Has usual source of care

 Yes Ref -- Ref -- Ref -- Ref --
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Explain Well Listen Carefully Show Respect Enough Time

OR 95% CI OR 95%CI OR 95% CI OR 95% CI

 No 0.50 (0.29,0.84) 0.41 (0.20,0.84) 0.47 (0.27,0.83) 0.54 (0.26,1.14)

Region

 Northeast Ref -- Ref -- Ref -- Ref --

 Midwest 1.14 (0.78,1.66) 0.98 (0.69,1.39) 1.11 (0.75,1.65) 1.17 (0.80,1.71)

 South 1.10 (0.73,1.68) 1.27 (0.86,1.88) 0.98 (0.66,1.46) 1.35 (0.91,1.99)

 West 0.92 (0.66,1.30) 0.93 (0.66,1.31) 0.78 (0.56,1.09) 0.93 (0.66,1.31)

Parent Educational Attainment

 < HS degree Ref -- Ref -- Ref -- Ref --

 HS or GED degree 1.01 (0.73,1.39) 0.95 (0.73,1.24) 0.89 (0.66,1.21) 1.13 (0.86,1.50)

 College degree or higher 1.02 (0.63,1.64) 0.94 (0.61,1.45) 0.97 (0.59,1.58) 1.07 (0.70,1.65)

HH income, mean (SD) 1.02 (1.00, 1.05) 1.02 (0.99, 1.05) 1.05 (1.02, 1.08) 1.01 (0.99, 1.04)

Parent US Birth status

 Born in US Ref -- Ref -- Ref -- Ref --

 Born outside of US 0.70 (0.39,1.26) 0.65 (0.40,1.07) 0.73 (0.43,1.22) 0.76 (0.48,1.18)

Parent report of language most commonly spoken at home

 English Ref -- Ref -- Ref -- Ref --

 Spanish 0.85 (0.54,1.35) 0.82 (0.54,1.25) 0.88 (0.56,1.41) 0.89 (0.58,1.36)

 Other 0.80 (0.40,1.58) 1.10 (0.58,2.12) 1.05 (0.52,2.12) 0.96 (0.54,1.71)

Year

 2011 Ref -- Ref -- Ref -- Ref --

 2012 1.12 (0.86, 1.47) 1.25 (0.96, 1.64) 1.2 (0.91, 1.58) 1.38 (1.09, 1.74)

 2013 1.36 (1.02, 1.82) 1.45 (1.11, 2.12) 1.55 (1.12, 2.15) 1.54 (1.18, 2.02)

Notes:

Bold text indicates significance at p<0.05.

ORs calculated using multivariate logistic regression. Model controls for child variables (age, sex, race/ethnicity, insurance 
coverage, # of visits to the doctor in past year, health status, geographic region), parent variables (educational attainment, 
race/ethnicity, obesity status, house hold income, US born, and language spoken at home), and survey year. Estimates 
calculated using survey weights.

Child Obese: at or above 95th percentile among children of the same age and sex. Child non-obese: less than 95th 
percentile among children of the same age and sex.

Parent Obese: BMI ≥ 30 kg/m2. Parent non-obese: BMI < 30 kg/m2

Other race includes: Pacific Islander, American Indian, Aleut, Eskimo.
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Figure A1. 
Predicted probabilities of parent-reported healthcare provider communication in all 4 

domains by child and parent obesity status

Note: Non-obese child/non-obese parent category was the reference group for all models.

* denotes statistical significance at p < 0.05.

Models controlled for child variables (age, sex, race/ethnicity, insurance coverage, # of visits 

to the doctor in the past year, health status, and geographic region), parent variables 

(educational attainment, household income, US born status, and language spoken at home), 

and survey year.

Estimates calculated using survey weights.

Figure A2. 
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Predicted probabilities of parent-reported healthcare provider communication quality in all 4 

domains by child weight and race/ethnicity

Note: Non-obese NH White child category was the reference group for all models.

* denotes statistical significance p < 0.05.

Results from NH Other race/ethnicity group not shown due to significant heterogeneity in 

this group.

Models controlled for child variables (age, sex, insurance coverage, # of visits to the doctor 

in the past year, health status, and geographic region), parent variables (obesity status, 

educational attainment, household income, US born status, and language spoken at home), 

and survey year.

Estimates calculated using survey weights.
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Highlights

• Child obesity status did not negatively impact parent-provider communication

• Non-obese parents of obese children reported better provider communication

• Parent-provider communication better among obese NH Black and NH Asian 

children

• Providers should be cognizant of potential biases towards obese parents
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Figure 1. 
Predicted probabilities of parent-reported healthcare provider communication quality by 

child obesity status and parent obesity status or child race/ethnicity

Note:

* denotes statistical significance at p < 0.05.

Figure presents models that had significant interactions with parent obesity status or child 

race/ethnicity. Predicted probabilities from all models are available in the Appendix Figure 

A1 and A2.

For interactions with adult obesity status, the non-obese child/non-obese parent category was 

the reference group. For interactions with child race/ethnicity, parents of non-obese NH 

White children was the reference group.

All models controlled for child variables (age, sex, insurance coverage, # of visits to the 

doctor in the past year, health status, and geographic region), parent variables (sex, 

educational attainment, household income, US born status, and language spoken at home), 

and survey year. Additionally, models by parent obesity status also controlled for child race/

ethnicity, and models by child race/ethnicity also controlled for parent obesity status.

Estimates calculated using survey weights.
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Table 1

Sample characteristics by child obesity status

Overall (n = 5,390) Not obese (n = 3,736) Obese (n = 1,654) p-value

Child Characteristics

Age in years, mean (SD) 9.25 (1.95) 9.37 (1.87) 8.92 (2.13) < 0.001

Gender, %

 Female 49.34 50.27 46.6 0.109

Race/ethnicity, %

 NH White 60.62 64.63 48.7 < 0.001

 NH Black 11.8 10.06 16.97

 Hispanic 18.1 15.56 25.62

 NH Asian 4.51 4.6 4.25

 NH Other 4.97 5.15 4.46

Insurance Coverage, %

 Any private 65.99 70.15 53.65 < 0.001

 Public 31.12 27.08 43.11

 Uninsured 2.89 2.78 3.24

Number of visits in the past 12 months, %

 1 37.03 36.22 39.43 0.278

 2 24.88 25.19 23.95

 > 2 38.11 38.59 36.62

Perceived health status, %

 Excellent/very good 81.63 83.5 76.07 < 0.001

 Good/fair/poor 18.37 16.50 23.94

Has usual source of care, % 95.96 95.88 96.2 0.699

Region, %

 Northeast 19.86 20.09 19.16 0.500

 Midwest 22.4 22.53 22.03

 South 37.9 37.01 40.55

 West 19.84 20.37 18.26

Parent Characteristics

Obesity status, %

 Obese 33.75 29.56 46.24 < 0.001

Parent sex, %

 Female 62.7 62.0 62.2 0.893

Educational attainment, %

 < HS degree 9.34 7.44 15.02 < 0.001

 HS or GED degree 5.15 49.76 56.7

 College degree or higher 39.17 42.8 28.28

HH income, mean (SD) 81,100 (63,500) 84,700 (63,720) 64,400 (56,800) < 0.001

US born, % 80.9 82.3 76.6 < 0.001

English most common language spoken at home, %

Patient Educ Couns. Author manuscript; available in PMC 2018 August 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Wong et al. Page 20

Overall (n = 5,390) Not obese (n = 3,736) Obese (n = 1,654) p-value

 Yes 87.81 89.58 82.54 < 0.001

Parent-Reported Healthcare Provider Communication Quality

Explain Well

 Always 80.15 80.21 79.96 0.876

Listen Carefully

 Always 80.36 79.72 82.28 0.094

Shows Respect

 Always 83.1 83.38 82.24 0.446

Enough Time

 Always 76.38 75.85 77.94 0.290

Notes:

Estimates calculated using survey weights.

Obese: at or above the 95th percentile among children of the same age and sex; Not obese: less than the 95th percentile among children of the same 
age and sex

Other race includes: Pacific Islander, American Indian, Aleut, Eskimo
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