
Parent Involvement in Adolescent
Obesity Treatment: A
Systematic Review
Melanie K. Bean, PhD,a Laura J. Caccavale, PhD,a Elizabeth L. Adams, PhD,a C. Blair Burnette, MS,b Jessica Gokee LaRose, PhD,c

Hollie A. Raynor, PhD, RD, LDN,d Edmond P. Wickham, III,, MD, MPH,e,a Suzanne E. Mazzeo, PhDb,a

abstractCONTEXT: Family-based lifestyle interventions are recommended for adolescent obesity
treatment, yet the optimal role of parents in treatment is unclear.

OBJECTIVE: To examine systematically the evidence from prospective randomized controlled and/or
clinical trials (RCTs) to identify how parents have been involved in adolescent obesity treatment
and to identify the optimal type of parental involvement to improve adolescent weight outcomes.

DATA SOURCES: Data sources included PubMed, PsychINFO, and Medline (inception to July 2019).

STUDY SELECTION: RCTs evaluating adolescent (12–18 years of age) obesity treatment
interventions that included parents were reviewed. Studies had to include a weight-related
primary outcome (BMI and BMI z score).

DATA EXTRACTION: Eligible studies were identified and reviewed, following the Preferred Reporting
for Systematic Review and Meta-Analyses guidelines. Study quality and risk of bias were
evaluated by using the Cochrane Collaboration risk of bias tool.

RESULTS: This search identified 32 studies, of which 23 were unique RCTs. Only 5 trials
experimentally manipulated the role of parents. There was diversity in the treatment target
(parent, adolescent, or both) and format (group sessions, separate sessions, or mixed) of the
behavioral weight loss interventions. Many studies lacked detail and/or assessments of
parent-related behavioral strategies. In ∼40% of unique trials, no parent-related outcomes
were reported, whereas parent weight was reported in 26% and associations between parent
and adolescent weight change were examined in 17%.

LIMITATIONS: Only RCTs published in English in peer-reviewed journals were eligible for
inclusion.

CONCLUSIONS: Further research, with detailed reporting, is needed to inform clinical guidelines
related to optimizing the role of parents in adolescent obesity treatment.
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More than one-third of children in the
United States have overweight or
obesity; rates are even greater among
adolescents and racial and ethnic
minorities.1 Youth with obesity face
a significant lifelong burden of
cardiometabolic disease, including
type 2 diabetes2–5; thus, the need for
effective adolescent obesity treatment
is urgent. Family-based lifestyle
interventions are recommended for
pediatric obesity treatment, and
clinical guidelines consistently
emphasize the importance of
including parents in these
interventions.6–10 Indeed,
a systematic review of evidence-
based clinical practice guidelines,
position, and consensus statements
on the management of pediatric
obesity found that all of the included
statements recommended that
parents be involved in an adolescent
lifestyle intervention.11 More recently,
the American Psychological
Association published evidence-based
clinical practice guidelines for the
behavioral treatment of obesity in
children and adolescents and
recommended family-based
multicomponent behavioral
interventions for children and
adolescents with overweight or
obesity. Specifically, the policy states,
“the intervention is not solely
provided to the…adolescent;
rather…involves the parents and
potentially other family members as
active participants.…”12 Similarly, the
American Academy of Pediatrics
recommends involving parents in
obesity treatment through strategies
such as parental monitoring, limit
setting, reducing barriers, managing
family conflict, and modifying the
home environment.13 However,
despite these clear recommendations
to involve parents in their
adolescents’ obesity treatment, there
are limited data to support which
specific parental involvement
strategies should be used, and there
is even less information about which
strategies are most effective in

improving adolescent weight
outcomes.11 Evidence-based guidance
addressing the optimal role of parents
in adolescent obesity treatment is
needed to inform empirical
investigations, enhance treatment
effectiveness, and provide clear and
consistent guidance to providers.

Obesity during adolescence is likely
to persist into adulthood.14 This
developmental stage is a unique, yet
vital, opportunity for family-based
treatment. In general, family-based
adolescent obesity treatment yields
modest improvements in BMI and
metabolic risk factors.15–17 Parental
involvement in treatment is
associated with even better health
outcomes,18,19 with results of a meta-
analysis suggesting that it accounts
for ∼20% of the variance in child
weight.18 Most studies targeting
obesity in youth were conducted with
school-aged children; less is known
about adolescent populations.
Adolescence can present substantial
challenges to family-based care
because it is marked by
a developmentally normative period
of opposition to authority, role
transformations, and increasing
personal responsibility.20,21

Adolescents experience an increased
desire for independence and
autonomy, yet they still rely on
parents for many needs.21 Given
these challenges, it is not surprising
that research investigating specific
clinical paradigms for parent
involvement in adolescent obesity
treatment is inconsistent, with mixed
findings regarding the ideal level of
parental involvement and the specific
parenting strategies that can optimize
treatment.11,22

A focus on parents is vital for
childhood obesity treatment for
numerous reasons. For example,
parental obesity is associated with
child overweight,8,23 parents are
powerful role models of eating and
exercise behaviors,24,25 parent
feeding behaviors influence children’s
eating habits and weight,26–29 and the

home environment strongly
influences children’s lifestyle
choices.30,31 Yet a closer examination
of the literature reveals that few
studies have investigated the role of
parents in adolescent
treatment.22,32,33 In addition, there is
no consensus regarding how to
optimize parental involvement across
developmental stages.11,13,18,19,34–36

In an integrative review of parent
participation in obesity interventions
with African American adolescent
girls, the authors noted the lack of
data regarding the ideal type of
parental involvement; they further
highlighted the need for evidence
regarding which parent variables are
associated with adolescent BMI
reduction.32 Although clinical
guidelines consistently emphasize the
importance of including parents in
pediatric behavioral weight loss
interventions, the optimal way in
which to operationalize this
involvement is unknown. As such, our
goal for this article is to
systematically review the research on
behavioral lifestyle interventions (ie,
those that address diet, physical
activity, and/or behavior change to
achieve weight loss) for adolescent
obesity that involve parents to
identify (1) how parents are included
in treatment and (2) the optimal role
of parents within treatment to
enhance adolescent weight loss (eg,
BMI), specifically, which elements of
parental involvement are positively
associated with adolescent
weight loss.

METHODS

The conduct and reporting of this
review adhered to the Preferred
Reporting Items for Systematic
Review and Meta-Analyses.37 This
review was deemed exempt from
institutional review board review.

Study Selection

Randomized controlled and/or
clinical trials (RCTs) (either active
comparator or control group) used to
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evaluate a behavioral weight loss
intervention (ie, addressed diet,
physical activity, and/or behavior
change) among adolescents aged 12
to 18 years without major intellectual
or developmental disabilities were
considered. Trials had to be
conducted in the United States (given
that the obesogenic environment,
parenting roles, and family structure
vary geographically) and had to
include some degree of parental
involvement with a weight-related
primary adolescent outcome (eg, BMI,
BMI z score). Published articles had
to be peer reviewed, had to be
written in English, and had to have
full text available. Studies were
excluded if the trial did not include
a control or comparison group, was
focused on obesity and/or weight
gain prevention or weight within the
context of a medical condition (eg,
diabetes), or tested a drug and/or
surgical intervention.

Information Sources and Search
Strategy

The search strategy was developed in
consultation with an information
specialist (Mrs Nita Bryant, Virginia
Commonwealth University). A
comprehensive literature search was
conducted through the electronic
databases PubMed, Medline, and
PsychINFO. The following search
terms were included to retrieve
studies based on participants and
outcomes, with the Boolean phrase
“AND” used between groups and “OR”
used within groups, to maximize the
search’s sensitivity: (adolescent* OR
teen*) AND (obes* OR overweight OR
weight loss OR weight management
OR weight control) AND (parent* OR
caregiv* OR family) AND
(intervention OR trial OR treatment
OR behavior therapy OR randomized
controlled trial). Searches were
limited to “English,” “human,” and
“RCT” when appropriate. Reference
lists of systematic reviews, meta-
analyses, and related articles were
hand searched for potential citations.
Searches were conducted

independently by 2 authors (L.J.C. and
C.B.B.) in April 2018. An updated
search was conducted in July 2019 by
using the same search terms and
databases above to identify any
studies published in the previous
year that met inclusion criteria.

Screening and Data Extraction

All retrieved citations were screened
by 2 independent authors following
predetermined inclusion criteria
(L.J.C. and C.B.B.). Duplicates were
removed; multiple articles published
from the same trial were included if
the outcome measure, follow-up time
frame, or parent variables differed.
Titles and abstracts of all articles
were reviewed, followed by full-text
articles if inclusion could not be
determined from the title and
abstract. In the case of disagreements
at each stage of the selection process,
consensus was reached through
discussion with a third author
(M.K.B.). A data extraction template
was then developed to meet the aims
of this review. This form was pilot
tested on a sample of studies and
revised before use. Two authors
(L.J.C. and C.B.B.) independently
extracted data from each included
article, including bibliographic
information, population
(demographics, sample size, and
baseline characteristics), parent
involvement, study design (duration,
contact, and format), adolescent
intervention approach, parent
intervention approach, adolescent
weight outcomes, and parent
outcomes (if reported).

Quality Assessment

The Cochrane Collaboration risk of
bias tool was used to assess the risk
of bias among the RCTs in this
review.38,39 Two authors (L.J.C. and
C.B.B.) independently applied these
criteria. Discrepancies were
discussed, and if consensus could not
be reached, a third author was
consulted (M.K.B.). Each study was
given an overall rating of low risk,

high risk, or unclear risk by using
guidelines from the Cochrane tool.

RESULTS

In the initial PubMed search, we
retrieved 1070 articles. Search results
from all databases were filtered to
include only RCTs and were
consolidated to remove duplicates,
resulting in 356 unique articles
(Fig 1). An additional 9 articles were
retrieved from bibliographies of
relevant reviews. Ultimately, 32
articles met criteria to be included in
this systematic review (n = 30 from
the original search; n = 2 from the
updated search conducted in July
2019). Of these 32 articles, there
were 23 unique trials, with 6 trials
having .1 published article included
in this review.

There was strong consistency in bias
ratings between raters (99.1%);
100% of discrepancies were resolved
by consensus. Of the 23 unique trials,
56.5% were rated as low risk, 34.8%
were rated as unclear risk, and 8.7%
were rated as high risk of bias
(Table 1). Of the studies with an
unclear risk, most did not report
when randomization occurred, how
procedures were applied, and/or if
participants were masked (although
it is typically not feasible to keep
participants masked in behavioral
treatment).

Overall Description of Included
Studies

Most trials contained ,100
participants (n = 31–209). In all but 1
trial,64 the majority of adolescent
participants were female
(∼60%–80%); 5 trials only enrolled
girls.36,45,55,63,68 In 11 trials,* the
majority of participants were white
(55%–100%); in 8
trials,36,40,46,57,58,63,66,68 the majority
of participants were African American
(in 7 trials, only African Americans
were enrolled).

* Refs 43,45,47–49,51,53,55,56,64,67.
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Most interventions had a 4- to 6-
month treatment duration.† The
remaining had a treatment duration
of ,4 months56,66,67 or
1 year.40,42,47,62,65 Twelve trials had
no follow-up to assess weight loss
maintenance.‡ Of the trials that did
assess maintenance, follow-up
periods varied at 3,64 6,36,45,48,49,63

8,51 9,44 and 1243,56,67 months in
duration.

All of the interventions included
a lifestyle modification program
targeting diet and exercise behaviors
to promote healthy weight loss.
Studies varied in their description of
the adolescent intervention, but most
described using self-monitoring,x

stimulus control,‖ and problem-

solving or goal setting{ to promote
behavior change. Other behavioral
strategies included relapse
prevention and/or
maintenance,49,51,53,65,67 stress
management,40,42,49,53,66 contingency
management,40,42,65 cognitive
restructuring or managing beliefs
about weight loss,40,42,43,53,57,65

depression management,45 promoting
social support,40,42,43,45,55,62,64,67

managing cravings,53,57,58 use of
incentives and/or
rewards,36,44,46,58,64,67 sleep
education,66 and addressing
disordered eating or promoting
a healthy body image.45,53

BMI was the most common variable
used to measure adolescent
treatment outcomes, yet it was
operationalized in different ways
across studies, including change in
BMI percentage,40,42

BMI,36,47,51,57,63,65,69 and BMI z
score.45,47,48,55,62,64,66,67 A few studies
that reported BMI outcomes also
reported kilograms of weight lost36,69

and/or body composition, body fat
percentage, or other measures of
adiposity.57,65,68,69 Studies that did
not report BMI outcomes tended to
report change in weight (kilograms or
percentage) instead,43,49,56 whereas
one trial reported percentage change
in overweight as the primary
outcome.58 In 11 trials, intervention
group differences in weight outcomes
were found,# and in 1 trial, a trend for
group differences on BMI reduction
was found.53 In 10 trials, no
intervention group differences in
weight outcomes were found,** but of
these, 6 trials resulted in weight loss
for all study groups.36,42,47,51,58,67

Description of Parent Involvement

Intervention Format

In some trials (n = 8), the
intervention was delivered to parents
and adolescents
separately,40,44,45,48,51,53,56,68 and in
other trials (n = 6), parents and
adolescents were together in joint
group sessions.46,47,55,57,58,66 In fewer
trials (n = 4), 1 experimental
condition was tested with joint group
sessions and another experimental
condition was tested with separate
sessions for parents and
adolescents.36,42,43,64 Five trials
included at least 1 experimental
condition in which parents and
adolescents attended both separate
and joint group sessions; for example,
parents and adolescents attended
separate group sessions each week,
with joint dyad meetings
biweekly.49,62,63,65,67

Behavioral Techniques Involving Parents

All studies listed the behavioral
components or strategies taught to
parents, but few described them in
detail. These parent behavioral

FIGURE 1
Preferred Reporting Items for Systematic Reviews and Meta-Analyses flow diagram.

† Refs 36,43–46,48,49,51–53,55,57,58,63,64,68.
‡ Refs 40,42,46,47,53,55,57,58,62,65,66,68.
x Refs 36,40,42,43,45,46,48,49,51,53,55,58,62,64,68.
‖ Refs 40,42,43,46,49,51,53,58,64,65,67.

{ Refs 40,42,46,48,49,51,53,55,62–68.

# Refs 40,43–45,48,49,56,57,64,65,68.
** Refs 36,42,47,51,55,58,62,63,66,67.
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techniques included managing the
home environment (eg, limiting high-
calorie and/or high-fat foods in the
home, increasing family
meals),36,40,42,45,47,53 parental role
modeling of health
behaviors,36,40,42,44,65 positive
reinforcement of weight loss goals
and behaviors,†† activities to improve
adolescent-parent
communication,53,55–57,66 and
involving parents in shared decision-
making,55 conflict resolution,55 and
goal setting.48,55,65,67,68 Some
interventions taught parents the
same content that adolescents were
learning so parents could support
their adolescent and reduce potential
barriers.36,45,49,51,58,62,63 Parent group
sessions also provided opportunities
for parents to discuss successes,
concerns, and coping strategies and
to receive peer support.36,42,43,55 The
direct associations between parent
behavioral techniques and adolescent
weight outcomes were examined in
few studies (Table 1); thus, possible
mechanisms of action cannot be
inferred. Among the trials that found
between- and/or within-group
differences on adolescent weight loss,
the parent behavioral strategies used
included positive
reinforcement,36,40,42,49,53,64

managing the home
environment,36,40,42,45,47,51 goal
setting,48,65,67,68 parent-adolescent
communication,51,56,57 role
modeling,36,40,42,44,65 teaching
parents the same content as
adolescents,36,45,49,53,58 and parent
group sessions to discuss successes,
concerns, and coping strategies and
to provide peer support.36,42,43 Of
note, many of these same strategies
(eg, goal setting, positive
reinforcement, and activities to
improve parent-adolescent
communication) were also used in
the trials that did not find significant
differences on adolescent weight
outcomes.55,62,63,66

Parent Outcome Measures

Of the 23 unique trials, 9 did
not report any parent-related
outcome measures.36,42,44,45,62–65,67

Six trials reported parent
weight-related outcomes, such
as change in parent weight or
BMI41,43,48,52,53,69; half of these
trials found significant decreases
in parent weight or BMI, and
half did not. There was no clear
pattern in the behavioral strategies
used for trials that resulted in
parent weight loss versus trials
that did not. In addition, of the 6
studies that measured parent
weight, 2 studies found significant
associations between parent and
adolescent change in BMI over
the intervention period,41,52 2
studies found no significant
association,43,48 and 2 studies
did not measure associations
between parent and adolescent
change in BMI.53,69

Other parent-related outcome
variables reported included family
dynamics (eg, family encouragement,
nurturance, conflict, and
communication)46,50,54,55,59,66

and treatment adherence or
satisfaction.49,56–58 For example,
adolescents with greater weight
loss reported having higher
levels of self-motivation and
noted that their family members
worked with each other to
mutually adopt new behaviors.59

Adolescents with less weight loss
reported that parents tried to
influence change (eg, force, pushing)
and that parents were less engaged in
the behavioral intervention (eg, not
interested, inconsistent).59

Surprisingly, one study found that
a decline in parent-adolescent
communication quality was related to
better adolescent weight outcomes
for those receiving a standard
behavioral treatment,54 although St
George et al66 found no association
between parent-adolescent
communication and adolescent
weight change.

Interventions That Manipulated the
Role of Parents

We highlight here the 5 trials that
experimentally manipulated the role
of parents, given their greater
scientific rigor with respect to our
central research questions, which
enhances confidence in conclusions
drawn regarding parent involvement
in adolescent obesity
treatment.36,43,44,48,53

Brownell et al43 and Wadden et al36

both tested a similar lifestyle
management program delivered 3
ways: (1) to adolescents only, (2) to
mother-adolescent dyads in joint
group sessions, and (3) to mother-
adolescent dyads in separate but
concurrent group sessions.
Brownell71 developed this
intervention and delivered it to
a sample of white adolescents,43

whereas Wadden et al36 adapted the
intervention for Black adolescents.
Brownell et al43 found that
adolescents had greater weight loss
when the intervention was delivered
to mother-adolescent dyads in
separate but concurrent group
sessions, concluding that the nature
of the parental involvement mattered.
In contrast, Wadden et al36 found no
differences in child weight loss
between groups (with significant
weight losses observed in all 3
groups). Moreover, the mother’s
attendance appeared to be more
important than the format, such that
superior weight losses were observed
among girls whose mothers had
better attendance (in either treatment
arm) compared with girls whose
mothers had low or no (eg, child-
alone group) attendance. Although
different sample demographics might
explain these discrepant findings,
Wadden et al36 posited that the
dynamics of the mother-child joint
group sessions could also explain
these differences; Brownell et al43

reported that mothers and
adolescents in joint group sessions
were “reluctant to voice negative
feelings about the problems of†† Refs 18,36,40,42,46,49,51,62,64.
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dealing with each other,” whereas
Wadden et al36 reported that mother-
child joint group sessions tended to be
“more animated, fun, and supportive
than were meetings [with children
alone or mothers alone]” and that
“children and mothers appeared
comfortable together in the same
group.” Importantly, both samples
were small (fewer than 38 individuals
in the analysis samples, with no intent-
to-treat analyses conducted), limiting
generalizability. Similarly, both Janicke
et al48 and Coates et al44 tested
lifestyle management programs
delivered to parent-adolescent dyads
(in joint sessions or in separate
sessions, respectively) versus delivery
just to adolescents44 or just to
parents.48 In both studies, the
involvement of both parents and
adolescents, rather than just one of
these groups individually, resulted in
greater adolescent weight loss post
treatment, suggesting that involving
parents in obesity treatment is
beneficial. Specifically, in post hoc
analyses, Janicke et al48 reported that
parent-only treatment was superior
for children,11 years, with combined
treatment yielding greater weight loss
for adolescents $11 years.

In contrast to the trials described
above, Jelalian et al53 manipulated
intervention content such that one
group received a standard behavioral
treatment, whereas the other group
received the same treatment with an
enhanced parenting component. The
enhanced parenting component was
intended to increase parental modeling
and build parent-adolescent
communication skills around
adolescent weight control. Adolescent
BMI decreased in both groups, yet
there was a trend for greater BMI
reduction and a significant decrease in
maternal negative commentary among
adolescents who received the standard
behavioral treatment rather than
behavioral treatment with an enhanced
parenting component. These findings
suggest that emphasizing parent-
adolescent communication around

weight might not be an effective
behavioral strategy for adolescent
weight loss. However, given the small
pilot nature of this study, additional
research into parent-adolescent
communication is warranted.

DISCUSSION

This review has identified and
described lifestyle interventions for
adolescent obesity treatment that
involved parents. Across studies,
there was a clear shortage of details
regarding parents’ specific involvement
in treatment and few assessments of
parent outcomes. These challenges,
coupled with the lack of diversity in
participant demographics, the variety
of intervention formats, and different
adolescent weight variables, make it
difficult to determine the optimal role
of parents in adolescent weight loss
treatment. As such, we discuss the
results in the context of 5 important
areas for future research that offer
promise in clarifying parents’ optimal
role in adolescent weight management.
These include vital needs for (1)
manipulating experimentally the role of
parents, (2) providing greater detail on
parents’ specific involvement in
treatment and their adherence, (3)
including assessments of specific
parent variables (eg, parent role
modeling of eating and exercise
behaviors, parenting style, feeding
style, and weight), (4) examining the
associations between parent-related
factors and adolescent weight
outcomes, and (5) conducting
additional trials with larger, more
diverse samples and longer follow-up
periods.

Only 5 RCTs experimentally
manipulated the role of parents in
adolescent obesity treatment.36,43,44,48,53

Most of these trials delivered the same
intervention to all experimental
groups while manipulating the target
of the intervention (parent, adolescent,
or both). Although some evidence
suggests that parental involvement
might result in greater adolescent

weight loss compared to interventions
that included parents or adolescents
alone,44,48 the small sample sizes of
most of these studies renders findings
inconclusive. Moreover, there is even
less clarity about the optimal format of
parental engagement.36,43 These
findings are consistent with existing
clinical recommendations citing the
need for the involvement of both
parents and adolescents in adolescent
obesity treatment.6,13 Similar findings
were reported in a meta-analysis of
children aged 2 to 18 years that
demonstrated small treatment effects
for interventions involving parents,
whether targeted individually or with
the child, compared with interventions
without parental involvement.9

However, findings of the current study
differ from those of a recent overview
of 6 Cochrane reviews, which
synthesized evidence on overweight
and obesity treatment among children
and adolescents, including
interventions targeting behavior
change, pharmacotherapy, and/or
surgery.72 This review concluded that
parental involvement in obesity
treatment of children 12 years and
older did not significantly alter the
overall effect estimates on weight
outcomes.72 These discrepant findings
might be due to the variety of
treatment approaches (eg,
pharmacotherapy and surgical obesity
treatment) included in the Cochrane
review,72 compared to the current
review’s exclusive focus on behavioral
lifestyle interventions. It is important
to note that how parents are involved
in obesity treatment likely plays
a significant role in outcomes. Based
on the studies included in this review,
the optimal intervention format
(parent-adolescent separate group
sessions versus joint group sessions)
remains unclear,36,43 and
intervention content emphasizing
parent-adolescent communication
around weight appeared ineffective
in reducing adolescent weight loss in
a small pilot study.53 With only
a handful of studies on which to base
these conclusions, it is apparent that
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more robust RCTs that manipulate
the ways in which parents are
involved in adolescent obesity
treatment are needed. It is also
important to note that in this
review, we examined studies
that involved parents, but we did
not systematically compare studies
that included parents with those
that did not. In future studies,
investigators could consider
directly comparing RCTs involving
parents with those that do not do
so to assess support for clinical
recommendations.

Most trials in this review did not
describe in detail how parents were
involved in treatment or include
measures of parents’ adherence,
making it challenging to draw
conclusions regarding the relative
impact of specific behavioral
techniques on adolescent weight loss.
Clinical guidelines recommend
parents’ involvement in adolescent
obesity treatment through strategies
such as monitoring, limit setting,
reducing barriers, managing family
conflict, and modifying the home
environment.13 These behavioral
techniques were used in some studies
included in this review, in addition to
other strategies, such as positive
reinforcement of adolescent weight
loss goals, shared decision-making,
and goal setting. Interventions using
these parenting approaches generally
revealed significant reductions in
adolescent BMI, yet without direct
assessment of the specific parent-
related behavioral strategies, it
cannot be determined if these specific
interventions are effective in
modifying these behaviors (or,
subsequently, if these parent
behaviors are related to adolescent
weight loss). Of the trials included in
this review, ∼40% did not include any
parent-related outcome measures,
similar to an earlier review of
adolescent obesity interventions.32

This previous review also highlighted
a lack of specific measures of parental
involvement.32 Moving forward, it is

important to determine which parent-
related behavioral strategies are
effectively targeted and modified
within obesity interventions. As such,
we recommend that future
interventions include specific
assessments of parent-related
behavioral strategies (eg, stimulus
control, feeding styles, and role
modeling) and an examination of how
these strategies relate to treatment
outcomes.

Previous research among younger
children has shown that parent
weight change is associated with child
weight change during family-based
obesity treatments,31,73–75 yet far less
is known about this association in the
adolescent population. In this review,
only ∼20% (n = 4) of unique trials
quantified associations between
parent and adolescent weight change,
and findings were mixed (revealing
both positive and null associations).
Most interventions did not include
parent weight loss as a specific
intervention target; rather, parents
were encouraged to support their
adolescents’ weight loss goals and
behaviors. Two studies did report
that adolescent weight loss was
greater when parents also lost
weight.41,52 Perhaps these
associations were due to factors such
as parental role modeling of positive
weight loss behaviors (eg, self-
monitoring by using food logs),52

environmental changes in the home,
and/or greater parental motivation
and commitment to the intervention.
For example, 3 studies in this review
found that when parents were more
engaged in treatment (ie, greater
attendance or Web site usage),
adolescents were also more
engaged.36,56,69 These findings
identify directions for future
research examining parent weight
loss and/or engagement for impact
on adolescent weight loss within
controlled trials.

This review is limited by the inability
to conduct a meta-analysis,76 given
the limited number of studies

identified and the diverse nature of
investigations addressing our specific
research question, no a priori
registered protocol, and concerns
regarding the generalizability to trials
conducted internationally or among
non–English-speaking cultures. This
review is strengthened by its focus on
a unique, understudied population
(ie, adolescents) that has been
previously combined with younger
children or not included at all in
obesity treatment review articles. We
conducted a comprehensive search to
identify high-quality studies (RCTs),
with at least 2 independent reviewers
assessing all possible articles for
inclusion criteria. We adhered to the
Preferred Reporting Items for
Systematic Reviews and Meta-
Analyses guidelines37 and rated each
article for risk of bias using
a standardized tool.38,39

CONCLUSIONS

The optimal approach to involving
parents in adolescent obesity
treatment is unclear because few
RCTs have experimentally
manipulated parent involvement.
There are many opportunities for
additional research to clarify the role
of parents in adolescent behavioral
weight loss trials. In future
investigations, researchers should
thoroughly describe how parents are
involved in obesity treatment,
measure parents’ adherence to
intervention strategies, assess specific
parent-related behavior change
techniques and outcomes, and
examine associations between parent
and adolescent weight outcomes.
Such efforts will yield knowledge that
can appropriately inform clinical
guidelines and ultimately improve the
health and well-being of this
vulnerable population.

ABBREVIATION

RCT: randomized controlled and/
or clinical trial
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