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Abstract

Problem: Interventions for children with obesity lead to only modest improvements in BMI and 

long-term outcomes, and data are limited on the perspectives of families of children with obesity 

in clinic-based treatment. This scoping review seeks to answer the question: What is known about 

the perspectives of families and children who receive care in clinic-based child obesity treatment?

Eligibility Criteria: Studies were eligible for inclusion in this review that 1) reported parent, 

family or child perspectives of obesity treatment; 2) addressed concepts identified in the obesity 

literature as barriers or facilitators to success in obesity treatment from the perspective of the 

parent/family/child, including reasons for failure to return to clinic and satisfaction with care.

Sample: Twelve studies qualified for final inclusion in this scoping review.

Results: Families report a lack of interventions tailored to their unique needs and resources. 

Barriers and facilitators encompass 1) structural issues (e.g., clinic location and scheduling); 2) 

financial issues; 3) patient and family issues; and 4) personal behaviors, motivation, and 

expectations.

Conclusion: Data are lacking on the clinic-based treatment of children with severe obesity, and 

few studies report on non-maternal perspectives.

Implications: Clinical practice must be tailored to individual family needs. Future research 

should concentrate on identifying missing variables which impact successful treatment outcomes 

through more rigorous qualitative studies, standardized outcome measures, focus on children with 

severe obesity, and fathers’ and siblings’ perspectives.
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Childhood obesity is a complex chronic disease affecting families with increasing prevalence 

both in the United States (U.S.) and globally. Currently, 18.5% of U.S. children ages 2 to 19 

years are obese (Hales, et al., 2017; Skinner, et al., 2018). Obesity disproportionately affects 

children of lower socioeconomic status and minority status (Hales et al., 2017; Lee, et al., 

2014; Skinner et al., 2018). The economic cost of childhood obesity is high: Total projected 

direct medical costs over the lifetime for the current number of 10-year-olds with obesity is 

approximately $14 billion above projected medical costs for their healthy weight peers 

(Finkelstein, et al., 2014).

Childhood obesity treatment strategies include a focus on nutrition, physical activity and 

behavior change (Janicke et al., 2014; Katzmarzyk et al., 2014). Reviews of obesity 

intervention trials report minimal body mass index (BMI) improvement and results of 

interventions provide little data or understanding of why outcomes are poor and short-lived 

(Peirson et al., 2015; van Hoek, et al., 2014). There is an increasing awareness that 

successful childhood obesity treatment must be directed at the family and identify and 

understand how genetic and prenatal risks, mental health issues, and the social determinants 

of health (e.g., living environment, education, resources) may impact the success of behavior 

change interventions (Al-Khudairy et al., 2017).

Childhood obesity care is varied, ranging from individualized patient and family care 

provided by a multidisciplinary team at episodic visits, to participation in structured group 

programs with pre-determined content and visit frequency (Al-Khudairy et al., 2017; Oude 

Luttikhuis et al., 2009). Family perspectives for those seeking care for their child with 

obesity in individualized, clinic-based treatment settings may differ from those attending 

program-based interventions. Additionally, the treatment structure may impact clinician’s 

ability to identify and address barriers to behavior change. Clinic-based treatment for this 

review is defined as care provided in an outpatient or tertiary care clinic with at least one 

primary care provider: Medical Doctor (MD), an Advanced Practice Registered Nurse 

(APRN), or a Registered Dietician (RD). The primary goal of the clinic is to treat children 

diagnosed with obesity and who are either experiencing or are at risk for obesity-related 

comorbidities.

There is a dearth of data describing the perspectives of families in individualized, clinic-

based obesity treatment or in program-based obesity treatment. Past studies focus on reasons 

for attendance/nonattendance, barriers/facilitators to program adherence, and satisfaction 

with program components (Kelleher, et al., 2013). Program-based obesity treatment, in 

contrast to clinic-based obesity treatment, is typically more intensive (i.e., meeting more 

than once per week), delivered over a short period of time (i.e., over 3– 6 months), and has a 

defined start and stop time (Golley, et al., 2007; Janicke et al., 2014; Taveras et al., 2017). 

Though these interventions may include a clinic visit, the typical design includes group 

meetings, social work visits, nutrition classes and an exercise component.
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Children referred to clinic-based obesity treatment are at the highest risk of and/or already 

exhibit signs of cardiometabolic sequelae related to their weight (i.e., hypertension, insulin 

resistance, and hyperlipidemia) (Chung, et al., 2018; Freedman, et al., 2007). Describing and 

understanding the perspectives of families with children in clinic-based obesity treatment 

will inform research and practice and potentially improve outcomes for children with 

obesity. Family for this review will be defined to include any parent, caretaker, or sibling, 

whether in the child’s home (nuclear) or outside of the home (extended).

This review aims to explore the scope of perspectives reported by families of children with 

obesity who have received individualized outpatient clinic-based obesity treatment. 

Specifically, we aim to answer the following question: What is known about the perspectives 

of families and children who receive care in clinic-based child obesity treatment?

Methods

Scoping Review

A scoping review was conducted using the framework described by Arksey and O’Malley 

(2005). The framework employs an iterative process to comprehensively identify and review 

relevant literature, identify key concepts, and identify gaps in existing research. We 

employed Arksey and O’Malley’s (2005) five-step process for scoping reviews: a) 

identification of the research question; b) identification of relevant studies; c) study 

selection; d) charting the data; and e) collating, summarizing and reporting the results.

Identification of Relevant Studies

A systematic search was conducted by the first author, who consulted a research librarian for 

help in identifying search terms, in February 2018 to identify relevant studies in the 

following databases: PubMed, CINAHL, Scopus, PsycINFO, Cochrane Reviews, and 

Embase. It resulted in 2,011 records. There were no date limits placed on the search. 

Searches were database-specific, as follows. PubMed: (“Health Care Evaluation 

Mechanisms”[MeSH Terms] AND (“pediatric obesity”[MeSH Terms] OR (“pediatric”[All 

Fields] AND “obesity”[All Fields]) OR “pediatric obesity”[All Fields])) AND “Parents”

[MeSH Terms]; ((“pediatric obesity”[MeSH Terms] OR (“pediatric”[All Fields] AND 

“obesity”[All Fields]) OR “pediatric obesity”[All Fields]) AND “Parents”[MeSH Terms]) 

AND “Weight Reduction Programs”[MeSH Terms]; CINHAL: parents AND ( pediatric 

obesity or child obesity ) AND ( treatment or intervention or therapy ) AND ( experiences or 

perceptions or attitudes or views ). Scopus: parent* and child obesity* and experience and 

intervention. PsycINFO: ((SU.exact(“PARENTS PARENTING”) OR 

ORG.exact(“PARENTS”) OR SU.exact(“PARENTS”) OR SU.exact(“PARENTING”) OR 

ORG.exact(“PARENTING”)) AND SU.exact(“PEDIATRIC OBESITY”)). Cochrane 

Reviews: family and experiences and children and obesity treatment programs. Embase: 

parent and childhood obesity and intervention study. An ancestral search of reference lists 

from seminal papers resulted in 26 additional records. To ensure no recent studies were 

missed, an updated search with date limits of 2017–2019 was conducted in January 2019. 

This search found no additional studies.
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Study Selection

Articles were identified, screened, and selected for further review in three stages by the first 

author: titles and citations, abstracts, and full text or article. Figure 1 details study selection 

and exclusion criteria at each stage in the process. Studies were included if investigators 

reported parent, family, or child perspectives on clinic-based obesity treatment, and 

addressed concepts identified in obesity literature as barriers or facilitators to success in 

obesity treatment from the parent/family/child perspective, including reasons for failure to 

return to clinic and satisfaction with care. There was no age limit placed on the child 

involved in treatment. Studies were excluded if they were not in English, did not focus on 

families and children in clinic-based obesity treatment, did not evaluate treatment from the 

family and child perspectives, and did not identify concepts related to barriers and 

facilitators to treatment. Twelve articles qualified for final inclusion in this scoping review.

Charting the Data

Data tables facilitated analysis. Participant characteristics across studies are summarized in 

Table 1: sample size; child age, sex, BMI-related measures and comorbidities; adult/other 

participant relationship to the child; and race/ethnicity of participants. The study design, 

providers and setting, measures, and results are presented in Table 2.

A summative content analysis (SCA) approach was used to identify key concepts during the 

collating and summarizing of the data from the studies by the first author (Hsieh & Shannon, 

2005). In SCA the key words/concepts are derived from both the interest of the researcher 

and review of pertinent literature (Hsieh & Shannon, 2005). The concepts of barriers and 

facilitators were identified during the review process as salient as they impact adherence, 

attrition and outcomes of interventions. Barriers and facilitators to treatment outcomes were 

synthesized into the following categories by the authors after analyzing data reported in each 

study: 1) structural; 2) financial; 3) patient and family; and 4) personal behaviors, motivation 

and expectations. Tables 3 and 4 report study concepts identified to be barriers and 

facilitators to treatment, respectively.

Collating, Summarizing and Reporting the Results

Participant Characteristics

Parents or caregivers were sampled in the majority of studies (Table 1) (Barlow & 

Ohlemeyer, 2006; Campbell, et al., 2011; Hampl et al., 2013; Sallinen Gaffka et al., 2013; 

Stewart, et al., 2008). Five studies provided parent and child perspectives (Banks, et al., 

2014; Bishop, et al., 2015; Owen, et al., 2009; Rhodes et al., 2017; Skelton, et al., 2016), 

five studies provided parent only perspectives (Barlow & Ohlemeyer, 2006; Campbell et al., 

2011; Hampl et al., 2013; Sallinen Gaffka et al., 2013; Stewart et al., 2008), and two studies 

provided child only perspectives (Murtagh et al., 2006; Sousa et al., 2017). Bishop, et al., 

(2015) also sampled siblings of children in treatment.

Ages of children included in studies ranged from 1–20 years old (Table 1). Parent/caregiver 

participants were mainly mothers (Banks et al., 2014; Bishop et al., 2015; Campbell et al., 

2011; Hampl et al., 2013; Owen et al., 2009; Sallinen Gaffka et al., 2013; Skelton et al., 
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2016; Stewart et al., 2008), with no data provided on the characteristics of parents or 

caregivers in three studies (Barlow & Ohlemeyer, 2006; Murtagh et al., 2006; Sousa et al., 

2017). Sampling also included a caregiver other than a parent (i.e., grandparent or ‘other’) 

(Banks et al., 2014; Campbell et al., 2011; Owen et al., 2009; Stewart et al., 2008) and a 

sibling (Bishop et al., 2015). In all studies but one (Murtagh et al., 2006), the majority of 

children with obesity were female; however, Bishop et al., (2015) and colleagues did not 

describe the sex of participant. In the seven studies describing race/ethnicity, most 

participants were white or non-Hispanic white (Barlow & Ohlemeyer, 2006; Bishop et al., 

2015; Campbell et al., 2011; Rhodes et al., 2017; Skelton et al., 2016), followed by Black 

(Hampl et al., 2013; Sallinen Gaffka et al., 2013).

BMI of children in treatment was reported in 10 studies (Table 1) (Banks et al., 2014; 

Barlow & Ohlemeyer, 2006; Bishop et al., 2015; Campbell et al., 2011; Hampl et al., 2013; 

Murtagh et al., 2006; Rhodes et al., 2017; Sallinen Gaffka et al., 2013; Skelton et al., 2016; 

Sousa et al., 2017). Investigators used a variety of BMI references and interpretations to 

report BMI. These included BMI percentile based on the CDC and/or WHO growth 

references (Banks et al., 2014; Campbell et al., 2011; Sallinen Gaffka et al., 2013), BMI 

percentile along with BMI z-score (Hampl et al., 2013; Rhodes et al., 2017; Sousa et al., 

2017), only BMI z-score (Barlow & Ohlemeyer, 2006; Murtagh et al., 2006), the mean and 

raw BMI score and BMI z-score (Skelton et al., 2016), and the mean and raw BMI score in 

addition to percentile (Bishop et al., 2015). The range of BMI percentiles, BMI z-scores, and 

raw BMI scores reported across studies were 97.32–99.6; 2.06–3.09, and 34–37.8 

respectively. No measure of BMI was reported in two studies (Owen et al., 2009; Stewart et 

al., 2008).

Data describing comorbidities of children were identified in four studies (Table 1) (Barlow 

& Ohlemeyer, 2006; Bishop et al., 2015; Campbell et al., 2011; Skelton et al., 2016) but 

comorbidities were only detailed in two studies. Barlow and Ohlemeyer (2006) identified 

and detailed the following comorbidities: acanthosis nigricans; elevated cholesterol; systolic 

and diastolic blood pressure great than 95th percentile for age, gender, and height; sleep 

apnea; elevated fasting insulin and serum alanine aminotransferase; polycystic ovarian 

syndrome; and tibia vara. Campbell et al. (2011) identified and detailed the following 

comorbidities: insulin resistance (acanthosis nigricans, hyperinsulinemia, or both); 

cardiovascular conditions (elevated blood pressure, hyperlipidemia, or both); some sleep 

disturbance (snoring, obstructive sleep apnea, or both); underlying respiratory conditions 

(asthma, exercise intolerance, or both); and other comorbid conditions such as reflux, fatty 

liver disease, or slipped capital femoral epiphysis. Bishop et al., (2015) and Skelton et al., 

(2016) only stated that inclusion into their study was one comorbidity related to the child’s 

obesity but did not identify or detail conditions.

Study Characteristics

Studies included were a mix of qualitative (Banks et al., 2014; Bishop et al., 2015; Murtagh 

et al., 2006; Owen et al., 2009; Sallinen Gaffka et al., 2013; Skelton et al., 2016; Stewart et 

al., 2008), quantitative (Rhodes et al., 2017; Sousa et al., 2017), and mixed methods (Barlow 

& Ohlemeyer, 2006; Campbell et al., 2011; Hampl et al., 2013) (Table 2). Seven studies 
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were conducted in the United States (Barlow & Ohlemeyer, 2006; Bishop et al., 2015; 

Campbell et al., 2011; Hampl et al., 2013; Rhodes et al., 2017; Sallinen Gaffka et al., 2013; 

Skelton et al., 2016), three in England (Banks et al., 2014; Murtagh et al., 2006; Owen et al., 

2009), and one each in Scotland (Stewart et al., 2008) and Portugal (Sousa et al., 2017). 

Eleven of the studies were conducted in tertiary care clinics in large urban settings (Banks et 

al., 2014; Barlow & Ohlemeyer, 2006; Bishop et al., 2015; Campbell et al., 2011; Hampl et 

al., 2013; Owen et al., 2009; Rhodes et al., 2017; Sallinen Gaffka et al., 2013; Skelton et al., 

2016; Sousa et al., 2017; Stewart et al., 2008), and one was conducted in a community-based 

clinic (Murtagh et al., 2006).

All children were seen in outpatient clinics for treatment, but the provider delivering the care 

varied. Provider specialty was reported in nine studies. Five clinics included a MD, RD, and 

a psychologist or behavioral health counselor as part of multidisciplinary care (Barlow & 

Ohlemeyer, 2006; Bishop et al., 2015; Campbell et al., 2011; Sallinen Gaffka et al., 2013; 

Skelton et al., 2016). In addition to a MD, RD and psychologist, two of the clinics also 

provided a physical therapist (PT) or exercise specialist (ES) (Owen et al., 2009; Sousa et 

al., 2017). Three clinics were staffed by a MD, RD, and PT or ES (Hampl et al., 2013; 

Murtagh et al., 2006; Rhodes et al., 2017). One clinic had a medical provider (APRN or 

MD) and a RD (Banks et al., 2014). One clinic had a lone provider who was a RD (Stewart 

et al., 2008). None of the clinics reported having nursing as a component of their models of 

care, with the exception of an APRN as a provider in one study (Banks et al., 2014).

Barriers and Facilitators to Treatment

Barriers: Structural—Structural barriers, as defined by the authors of this review, refer to 

any component affecting the care delivered at the clinic, and include: clinic location; 

accessibility to the treatment site; clinic hours and scheduling; lack of sensitivity for cultural 

differences; content and acceptability of the intervention; and the demeanor of clinicians 

who deliver the intervention. The most common structural barriers reported were 

dissatisfaction with the program content itself or the expressed concern that the clinic did not 

meet expectations in terms of service delivery (Banks et al., 2014; Barlow & Ohlemeyer, 

2006; Hampl et al., 2013; Owen et al., 2009; Sallinen Gaffka et al., 2013), location of clinic 

and the distance to travel or problems with transportation (Barlow & Ohlemeyer, 2006; 

Bishop et al., 2015; Hampl et al., 2013; Sallinen Gaffka et al., 2013), scheduling conflicts 

(e.g., inconvenient clinic hours competing with work and school) (Barlow & Ohlemeyer, 

2006; Hampl et al., 2013; Sallinen Gaffka et al., 2013), length of visits (e.g., too long or 

short) and visit frequency (e.g., too often or too infrequent) (Barlow & Ohlemeyer, 2006; 

Bishop et al., 2015; Sallinen Gaffka et al., 2013), negative experiences with providers 

(Murtagh et al., 2006; Owen et al., 2009; Stewart et al., 2008), and the lack of psychological 

support (Banks et al., 2014; Owen et al., 2009). Barriers specific to clinic recommendations 

were unrealistic food guidelines described by children (Murtagh et al., 2006), lack of 

specific diet advice including structured meal plans and recipes (Banks et al., 2014; Owen et 

al., 2009), and the program not offering rewards (Hampl et al., 2013).

Barriers: Financial and patient and family—Financial barriers identified were either 

no insurance coverage or services needing to be paid for out of pocket (Barlow & 
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Ohlemeyer, 2006; Hampl et al., 2013; Sallinen Gaffka et al., 2013), excessive costs related to 

exercise advice (e.g., costs for sports or gym memberships) (Banks et al., 2014; Owen et al., 

2009; Sallinen Gaffka et al., 2013), parents missing work to attend visits (Bishop et al., 

2015; Skelton et al., 2016), and cost to purchase healthy food (Campbell et al., 2011; Owen 

et al., 2009). Barriers identified related to patient and family were children missing school 

and parents balancing work and other demands (Banks et al., 2014; Barlow & Ohlemeyer, 

2006; Bishop et al., 2015; Campbell et al., 2011), parents feeling guilty in restricting their 

child’s food intake (Owen et al., 2009), and the behavior change efforts being undermined 

by the other parent or other family members (Stewart et al., 2008)

Barriers: Personal behaviors, motivation and expectations—Barriers identified 

related to personal behaviors, motivation, and expectations specific to children were: 

children not being involved in the decision to attend treatment or not being ready to make 

behavior changes (Banks et al., 2014; Barlow & Ohlemeyer, 2006); child self-report of low 

self-esteem and low self-confidence (Murtagh et al., 2006); and low self-efficacy (Owen et 

al., 2009). Parents described their personal motivation as a barrier to success for their 

children (Barlow & Ohlemeyer, 2006; Bishop et al., 2015; Owen et al., 2009). Parents 

reported the lack of motivation to make recommended changes in their or their child’s diet 

(Campbell et al., 2011; Hampl et al., 2013) and parents were not ready to make necessary 

lifestyle changes for themselves or their child and family (Barlow & Ohlemeyer, 2006). 

Parents confirmed inherent difficulties in making dietary changes as well as changing eating 

behaviors like eating less and eating slower (Bishop et al., 2015). Parents also identified 

difficulties in adhering to the program specifics (Sousa et al., 2017) and either did not 

implement specific changes or could not identify ways they might change their lifestyle 

long-term (Owen et al., 2009). Mismatched parental expectations and clinic expectations 

were also barriers (Banks et al., 2014; Barlow & Ohlemeyer, 2006; Hampl et al., 2013).

Facilitators: Structural—Structural facilitators were sometimes the direct opposite of the 

barriers identified. For example, specific meal plans, additional clinic locations, more 

frequent appointments, and financial support for parking and transportation costs were all 

described as helpful. Participants in 7 studies reported the following themes as facilitators to 

success: a) tailoring advice regarding diet and exercise for the individual child and family; b) 

taking into account the child’s age/development and the parents’ ability to accommodate 

recommendations; c) and giving detailed plans to follow by providers (who are seen as 

possessing knowledge and expertise) (Banks et al., 2014; Bishop et al., 2015; Campbell et 

al., 2011; Owen et al., 2009; Rhodes et al., 2017; Sallinen Gaffka et al., 2013; Skelton et al., 

2016). Participants desired more frequent appointments (Owen et al., 2009; Sallinen Gaffka 

et al., 2013) and the application of motivational techniques and continual support by 

providers even after treatment was complete (Campbell et al., 2011; Murtagh et al., 2006; 

Owen et al., 2009; Sousa et al., 2017; Stewart et al., 2008). Participants suggested group 

support and/or classes where children and/or families could interact would help facilitate 

success (Sallinen Gaffka et al., 2013; Skelton et al., 2016). Families wanted providers to be 

more supportive and relaxed as well as more culturally sensitive (Owen et al., 2009; Sallinen 

Gaffka et al., 2013) and would have liked an orientation to the clinic and general information 

prior to starting treatment (Skelton et al., 2016). Parents reported that having some type of 
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reward during treatment would also be beneficial but were not specific on what that reward 

would be (Sallinen Gaffka et al., 2013). Finally, families wanted additional or extended 

clinic hours along with additional locations closer to where families lived (Skelton et al., 

2016).

Facilitators: Financial and patient and family—Facilitators related to finances were 

providing financial assistance with both transportation and parking (Sallinen Gaffka et al., 

2013; Skelton et al., 2016), and assistance and resources related to exercise 

recommendations (i.e., gym memberships) (Skelton et al., 2016). The most common 

facilitators to success related to patient and family were increased family cohesion and 

connectedness (Bishop et al., 2015; Rhodes et al., 2017; Skelton et al., 2016; Sousa et al., 

2017; Stewart et al., 2008), and support — unconditional and ongoing — of the whole 

family (i.e., significant other, nuclear family and extended family) (Campbell et al., 2011; 

Murtagh et al., 2006; Rhodes et al., 2017; Stewart et al., 2008). Participants also valued 

having an additional voice outside of the family to give legitimacy to the family role in new 

behaviors (Banks et al., 2014).

Facilitators: Personal behaviors, motivation and expectations—Facilitators 

related to personal behaviors for the child were: the increase in the child’s self-esteem and 

self-efficacy from seeing weight loss; autonomy and support in making healthy choices; 

making behavior changes in exercise and diet (Bishop et al., 2015; Campbell et al., 2011; 

Murtagh et al., 2006; Stewart et al., 2008); and adherence to specific program 

recommendations related to physical activity and dietary changes by children and families 

(Owen et al., 2009; Skelton et al., 2016; Sousa et al., 2017). Facilitators important for setting 

expectations and staying motivated were: having children actively involved in the decision to 

attend treatment (Banks et al., 2014), goal setting for realistic weight loss that also reflected 

specific numeric goals and at a more rapid pace (Rhodes et al., 2017; Skelton et al., 2016), 

and the child reporting a desire to fit in socially (Murtagh et al., 2006).

Discussion

Our review of the literature identified 12 studies evaluating family and child perspectives to 

clinic-based obesity treatment. This is the first scoping review to present what is known 

about the perspectives of families and children who receive care in clinic-based child obesity 

treatment. Participants across studies were primarily mothers. Families reported 

experiencing a lack of tailored recommendations in the treatment setting which reflected 

their individual family needs and available resources. Barriers and facilitators to success 

reported by families were often the direct opposite of one another.

Perspective of Families and Children in Treatment

Maternal perspectives dominated the data throughout this review, and though children in 

treatment were included in some of the studies, child-only perspectives were limited and 

how they differed from parental perspectives was not clearly reported in the studies. Data 

from fathers is also minimal, as is data from siblings or other family members in the 

household. Understanding the perspectives of other family members (e.g., fathers, siblings, 
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etc.) is important to pursue as best practice recommendations for treatment of children with 

obesity is targeted at comprehensive behavioral family lifestyle interventions (Janicke et al., 

2014; Whitlock, et al., 2010). Successful treatment requires family-wide support, 

participation, and lifestyle change over time (Anderson, 2018; Katzmarzyk et al., 2014), 

therefore consideration of how families perceive treatment recommendation and function on 

a daily basis is essential. Fathers and mothers often differ in their parenting styles, 

involvement, and opinions about lifestyle behaviors for multiple reasons (e.g., parental work 

schedules, cultural expectations, gender norms related to parental roles and responsibilities, 

views on how family finances are used, etc.) (Allport et al., 2018; Wysocki & Gavin, 2006). 

Studies examining paternal involvement in children with other chronic illnesses support the 

association between greater paternal involvement and more favorable treatment adherence 

and quality of life among children (Wysocki & Gavin, 2006). Investigating how fathers 

influence health behaviors in the home and/or support treatment recommendations for 

children has been identified as an important area for future study (Allport et al., 2018). 

Fathers’ perspectives are salient to understanding how to best tailor lifestyle change 

treatment recommendations to families’ available physical and psychosocial resources, as 

compliance with treatment recommendations may be facilitated through increased paternal 

engagement in family lifestyle behavior change.

Barriers and Facilitators: Structural

Structural barriers identified in clinic settings were similar to barriers to interventions for 

obesity delivered in other treatment settings (i.e., programs and community-based 

interventions) (Cason-Wilkerson, et al., 2015). Structural barriers included both facility-

related issues (location, distance, visit frequency) and dissatisfaction with the program itself 

and with providers (advice not as expected, low levels of provider support). Providing a way 

to access support from providers between visits is something that has been identified in non-

clinic settings as a facilitator to success (Grow et al., 2013; Jensen et al., 2014; Lyles et al., 

2012). A barrier identified across several studies is that families struggled with 

understanding and implementing diet and physical activity recommendations which they 

considered too general. Tailoring of interventions needs to consider individual family’s 

financial resources, family and patient logistics, and interpersonal dynamics. Implementing a 

process for pre-visit orientation to the clinic may help to assess and clarify parent/child 

expectations, motivations and behaviors.

Barriers and Facilitators: Financial

Financial barriers identified included cost to implement dietary and exercise 

recommendations, as well as costs related to transportation and parking. Other studies have 

noted that families have reported struggling to afford making recommended changes to diet 

and exercise given during program-based interventions as well (Cason-Wilkerson et al., 

2015). Providing families with specific resources families they can access that are free or 

low-cost and available in their community or online for both food and exercise options may 

reduce financial barriers and facilitate success. Optional free access to an exercise specialist 

(ES) may increase motivation and adherence to physical activity. An ES can evaluate the 

child’s current fitness and create a specific home exercise program which matches child/
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family interest and resources along with periodic scheduled fitness testing to monitor 

progress.

Barriers and Facilitators: Patient and Family

Families reported time constraints due to work, school and other obligations which impact 

the energy and time families and children can devote to making lifestyle changes. Time 

constraints can influence parental availability to shop for and prepare healthy meals, 

participate in physical activity and attend clinic appointments (Cason-Wilkerson et al., 

2015). The presence of unsupportive nuclear or extended family members was a consistent 

barrier. Undermining the efforts of the child and caregiver in charge of seeing that treatment 

guidelines are followed is a theme also found in the literature in community-based and 

program childhood obesity interventions (Cason-Wilkerson et al., 2015; Grow et al., 2013; 

Rhee et al., 2016). Studies in our review reported that not supporting the need for the child 

to be in treatment and not removing all unhealthy food from the home and/or allowing other 

family members to consume unhealthy food in front of the child are barriers to successful 

outcomes (Campbell et al., 2011; Stewart et al., 2008). It is important to explore tactics that 

better include family members not present at the visit.

Barriers and Facilitators: Expectations, Motivation, and Behaviors

A theme noted by both parents and children was the program was ‘not what we were looking 

for’ (Barlow & Ohlemeyer, 2006; Hampl et al., 2013). The concept of expectations is closely 

related to patient and family satisfaction. Previous research has demonstrated significant 

correlation between parent/child expectations of treatment and satisfaction (Alm et al., 2008; 

Skelton & Beech, 2011). Clarifying treatment expectations with all stakeholders (i.e., 

parents, child, family and provider) may help raise parent and child satisfaction.

Satisfaction is also closely tied to parent and child motivation to make lifestyle changes. 

Motivational Interviewing is a nascent research domain being applied with some success 

with parents and children with obesity as an adjunct to treatment (Bean et al., 2018; 

Borrello, et al., 2015). If an older child does not have a good understanding of how their 

weight affects their overall health and is not motivated to improve their health, it is likely to 

be a significant barrier to success (Jensen et al., 2014; Sallinen et al., 2013). Parents who fail 

to comprehend the serious sequelae their child is at risk for, either present or imminent, may 

be unmotivated to make changes in the home environment. Children may be less motivated 

if they are not involved in the initial decision to engage in treatment.

Gaps

Gaps identified in this review were related to the paucity of data from children themselves 

and family members other than the mother, specifically fathers’ and siblings’ perspectives, 

and lack of consistent BMI-related measures identifying children with severe obesity. This 

gap in family member perspectives, particularly fathers, has been identified previously in 

both practice and research for children with chronic conditions (Wysocki & Gavin, 2006). 

Data describing how the child in treatment, fathers, siblings and other family members 

perceive treatment recommendations for children with obesity are lacking and should be 

further explored.
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BMI-related measures to evaluate a child’s weight varied making comparing the results 

across studies difficult. Additionally, the variance in BMI-related measures created 

challenges with accurately identifying children with severe obesity. The now accepted 

approach of defining obesity severity according to body mass index (BMI) percent of the 

95th BMI percentile for age and sex (BMIp95), with BMIp95 ≥120% defining severe 

obesity,(Kelly 2013) was not applied to any of the studies reviewed. Achieving clinically 

significant weight loss with lifestyle modification alone is low in children with severe 

obesity; therefore, this subpopulation is important identify and target both in research and 

clinically (Danielsson, et al., 2012).

Limitations

Though care was taken to systematically search multiple databases and a research librarian 

was consulted for help with search terms, it is possible that pertinent studies have been 

missed. Consistent with scoping methodology, this review did not assess the quality of 

included studies, therefore it is difficult to determine if particular studies provide robust 

findings (Arksey & O’Malley, 2005). Comparing participant results across studies was 

limited due to the differing study designs. BMI-related measures to evaluate child weight 

outcomes was missing from several studies and when reported varied in the measure used 

which prevented comparing results across studies and the identification of children with 

severe obesity. Agreement on a common measure to identify and track children with obesity 

both clinically and in research is needed, particularly for those youth with severe obesity. 

Although some studies included the parent and child perspectives, the results did not discuss 

if parent and child perspectives were divergent or convergent which limited understanding 

whose perspective was being reported.

Recommendations for Research

Concepts warranting further research identified in this study are attrition, adherence, obesity 

related quality of life, motivation of the child themselves both individually and in the context 

of the family, self-efficacy and confidence, and parental and child communication as it 

relates to motivation and encouragement of children to reach their goals.

Further qualitative research is needed to provide context and understanding of why children 

with obesity and their families currently in treatment reported barriers and facilitators to 

successful outcomes identified in the quantitative arena. Qualitative research may uncover 

concepts, variables, and barriers and/or facilitators not yet identified. Replicating well-

designed qualitative studies in various age groups and ethnic minority populations may 

provide needed insight to inform current interventions and explore novel interventions.

Research is needed on children diagnosed with severe obesity. Severe obesity is the fastest 

growing subcategory for both children and adolescents; 6% of all US youth have severe 

obesity (Skinner et al., 2018). Treatment approaches to children with severe obesity differ 

from those of children with moderate obesity and often include medication and referrals for 

bariatric surgery (Kelly et al., 2013). The experiences and perspectives of children with 

severe obesity and their families are important to investigate as they may have different 

needs than children with moderate levels of obesity.
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Clinical Recommendations

Careful assessment of patient/family motivation and expectations of treatment prior to 

beginning treatment may increase engagement and adherence to treatment 

recommendations. While medical providers and parents may prioritize health and sequelae 

of obesity rather than weight status, children (particularly adolescents) describe their 

motivation for seeking treatment as largely to lose weight and be more socially accepted 

(Murtagh et al., 2006; Sallinen Gaffka et al., 2013; Skelton et al., 2016; Sousa et al., 2017). 

Therefore, providers and parents need to consider developmentally appropriate care when 

engaging the child in treatment, setting goals and providing ongoing support.

Clinical care must accommodate individual family need. Families report needing specific 

diet and exercise recommendations that are tailored to their individual family structures, 

schedules and available resources. General recommendations regarding diet and exercise, 

though providing content, are not sufficient and may prove overwhelming to families. 

Tailoring interventions to the specific child and family by ensuring providers consider 

available financial resources, child and parental time constraints, and developmental stage of 

both child and family is crucial when making recommendations in the clinical setting 

(Barlow & Ohlemeyer, 2006; Bishop et al., 2015; Hampl et al., 2013; Owen et al., 2009; 

Sallinen Gaffka et al., 2013; Skelton et al., 2016). Assessing individual family preferences to 

provide specific plans, such as detailed shopping lists, meal plans and recipes, and exercise 

regimens to follow on a day to day basis, may give some concrete actions to follow and help 

facilitate lifestyle changes.

Technology adjuncts should be further explored and evaluated as a means to tailor 

interventions and increase provider support between clinic visits. Increasing support by 

providers between visits was identified as a potential facilitator of success in this review 

(Hampl et al., 2013; Owen et al., 2009; Skelton et al., 2016). Sharing this responsibility 

among the various disciplines may reduce provider workload, and engaging nursing in this 

domain could allow providers to focus on the medical needs of the children and families.

Group care for children with obesity and their families is worth considering. The 

Centering® Model of Group Healthcare is an evidence-based model of group health care 

that effectively addresses the complex social determinants of health and has been used to 

deliver prenatal care, well infant care, and care for chronic conditions (Centering® 

Healthcare Institue, 2019). The Centering® model has been shown to be effective in 

delivering care and improving outcomes particularly in high risk groups (Trotman et al., 

2015). It would be beneficial to see if structuring visits for children with obesity and their 

families using a centering model would help to address some of the barriers to success 

identified in this review by building into clinic visits additional provider and peer support, 

community building, and interactive learning for families. Obstacles to implementing this 

model are language, culture and difficulties with reimbursement.

Implications for Nursing

Specialized obesity care is scarce for children and often falls on the primary care provider 

who may or may not have the knowledge and expertise to manage the complexities of 
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obesity. Creative approaches to multidisciplinary care, which includes engaging nursing in 

care delivery and coordination, may address this limitation in current practice. Family 

systems nursing directs care at the family unit and focuses on the interaction among family 

members in caring for a particular family member with an illness (Wright & Leahey, 1990). 

Utilizing a family nursing approach in the care of families of children with obesity may 

increase access to care and resources for children who need additional support and services.

Conclusions

This scoping review was the first to examine the perspectives of families of children with 

obesity in clinic-based treatment. Mothers’ perspectives dominated the data and data from 

children in treatment or other family members were sparse. Ability to categorize responses 

according to obesity severity was limited. Future research should concentrate on identifying 

missing variables which impact successful treatment outcomes through more rigorous 

qualitative studies, standardized outcome measures, and focus on children with severe 

obesity.

Clinical practice recommendations which may improve adherence to treatment and weight-

based outcomes include assessing expectations and motivations prior to treatment; providing 

tailored recommendations considering individual family needs, structures, schedules and 

available resources; and strategically designed technology applications as an adjunct to 

treatment and group care. Identifying ways for clinics to utilize nursing in their care model 

may help narrow barriers identified and facilitate successful outcomes. Our review 

highlighted the need for more robust family-centered practice, and research which will 

identify and explore factors impacting adherence to treatment recommendations, thereby 

improving weight-related outcomes for children with obesity and their families.
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Highlights

Research on children with severe obesity, their perspectives, experiences, and 

treatment is needed.

Family perspectives were dominated by mothers and the child. Perspectives of 

fathers and/or siblings were lacking.

Barriers and facilitators to treatment include financial/structural, family issues, 

behaviors, and motivations/expectations.
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Figure 1. 
Flowsheet for article selection
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