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Summary

Paediatric obesity treatment experiences unacceptably high rates of attrition. Few studies have 

explored parent and child perspectives on dropout. This study sought to capture child and 

parent experience in treatment and expressed contributors to attrition. Children and parents 

enrolled in a single family-based weight management programme participated in semi-structured 

interviews, conducted either upon completion of the first intensive phase of treatment or program 

dropout. Interviews were recorded, transcribed and coded using a multistage inductive approach. 

Interviews were obtained from 57 parents and 30 children, nearly equal between ‘completers’ 

or ‘dropouts’. Five themes emerged: overall positive experience with programme; logistical 

challenges of participation; improved health; discrepancies between child and parent experience 

and perception, and importance of structure and expectations of weight loss. Primary reasons 

given for dropout were time commitment; distance from clinic; missed school and work; lack 

of dedicated adolescent programme; clinic hours; and stress. Few parents or children expressed 

dissatisfaction. Children reportedly enjoyed ‘having someone to talk to’ about weight, and 

spending increased time with family. Children and parents overall reported positive experiences in 

this weight management programme. Attrition appears more related to logistical issues than low 

satisfaction. Innovative approaches to help overcome logistical challenges and preserve positive 

aspects may help in decreasing programme attrition.
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Introduction

One-third of children are overweight or obese (1), and severe childhood obesity continues to 

increase (2). Over $14 billion dollars is spent yearly in the care of children’s weight-related 

comorbidities and overall healthcare expenditures (3). The United States Preventive Services 

Task Force found evidence of short-term improvement in the weight of children with obesity 

who were participating in medium- to high-intensity programmes (4). However, among 

children in such interventions, many eventually drop out. Reported attrition rates vary from 

27% to 73% (5). While the call for effective treatment continues (6,7), addressing significant 

dropout will be paramount to improving the health of those affected by obesity.

Obesity disproportionately impacts children of lower socioeconomic status and those of 

racial/ethnic minority background (1,2). Unfortunately, these same children have a higher 

risk for dropping out of treatment, although studies are mixed (5,8). Diverse causes and 

contributors of attrition have been identified from existing research to date, likely because 

of variation between treatment programme and the complexity of families (5). However, 

in addition to patient and family characteristics associated with dropout (9), programmatic 

factors also may contribute to attrition. Patient satisfaction and experiences in treatment 

programmes influence a family’s decision to stop attending treatment programmes, citing 

perceived quality of care (10), child’s desire to not return (11,12) and overall programme not 

meeting expectations (11,13,14). Mismatched expectations between parents, children and 

clinicians are also thought to contribute to attrition (9,13,15,16), specifically regarding the 

amount and rate of weight loss in the child, misunderstanding programme components, and 

time commitment for a weight loss programme. However, a systematic review reveals most 

participants are generally pleased with treatment (17), although there has been very little 

in-depth investigation of families’ experiences in such interventions. Satisfaction is typically 

a secondary measure in these studies and only captured by general, non-specific means, such 

as a single question or brief survey (17).

Despite these newer studies, clinicians are still left with little evidence they can use 

to increase programme retention and adherence. A recent focus group study explored 

this in low-income, predominantly Latino families attending a multidisciplinary weight 

management programme, finding high retention and identifying barriers and facilitators to 

treatment (18). This study demonstrates potential areas to address to improve retention, 

including programmes being located in the community, including entire families in activities 

and taking a skills-based approach lifestyle change (18). As discussed in the review of 

satisfaction (17), actionable feedback can arise from an additional and concerted focus 

on dissatisfaction, and the authors of that review suggest employing a patient-centred 

framework to address the problem.

While studies have attempted to capture the experiences of children and families in 

treatment (13,19–21), few have undertaken in-depth exploration of satisfaction, and more 

importantly dissatisfaction. Banks et al. did explore reasons for engaging or not engaging 

in treatment via a clinical trial (22), finding inclusion of the child and tailoring to family 

circumstances important; little else, unfortunately, is found in the literature. The overall 

goal of this study is to capture child and parent perspectives on participating in an obesity 
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treatment programme. The objectives are to determine child and parent expectations of 

obesity treatment, barriers to participation, overall experience in treatment, and other 

expressed contributors to attrition.

Materials and methods

Study design

Semi-structured qualitative interviews were conducted with children and parents enrolled 

in a single family-based weight management programme in North Carolina. Participants 

(child and parent dyads) were recruited upon starting the weight management programme. 

Interested participants were enrolled at their intake clinic visit, which typically followed an 

orientation and group education class, then followed during their time in the programme, 

monitoring their participation. Parents and children were interviewed after completing the 

intensive phase of treatment (approximately 4 months long; see Treatment programme), or 

upon dropping out. Because family and clinic schedules can vary, families could participate 

in the interview up to six months after completing the initial phase of treatment or 

after dropping out. However, most interviews occurred within 4–6 weeks. Families were 

identified as having ‘dropped out’ if they had not attended a clinic visit within the previous 

four weeks, or had not responded to repeated requests for a follow-up appointment (two 

phone calls and a mailed letter or email). Interviews typically lasted 30 min or less with 

parents, and 15 min or less for children. Interviews were conducted by telephone by 

research staff at a scheduled time, digitally recorded, transcribed verbatim and coded using 

a multistage inductive approach (see Data analysis). Study staff completed intensive training 

in qualitative interviewing by the senior investigators (JAS). Study protocols, interview 

questions, and consent procedures were approved by the Wake Forest School of Medicine 

Health Institutional Review Board #00019783.

Interview guide

Based upon our previous work (12,17) and using tenets of patient-centred care as a 

guide (23), we developed interview guides to characterize parent and child experiences 

in the programme (Table 1). Interviews were developed and tested initially for clarity and 

comprehension via cognitive interviews (24,25) with volunteers external to the study and 

in the population of interest (previous or current programme participants), then further 

refined and developed over time. The interview guide was then reviewed for face-validity 

by clinicians experienced in obesity treatment and volunteers to determine if questions 

sufficiently explored aspects of the treatment. Interviews were semi-structured to allow staff 

to probe for detail, provide clarification, and allow new areas of inquiry to emerge; highly 

structured interviews may otherwise be too restrictive (26) and not allow for exploration of 

areas of satisfaction and dissatisfaction.

Participants answered a sociodemographic questionnaire to determine parent and child age, 

race/ethnicity, education level, family structure and insurance coverage. The height of 

children and parents was measured while standing in socks without shoes using a Seca® 

Model 240 wall stadiometer (Seca Medical Measuring Systems and Scales, Hamburg, 

Germany) to the nearest 0.1 cm interval. Measurements were taken three times and 
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averaged. Weight was also measured in socks with no shoes, in regular clothes without 

coats or sweaters, to the nearest 0.1 kilogram on a Tanita WB 0110 electronic scale (Tokyo, 

Japan), which was zeroed and calibrated before each measurement. All equipment was 

regularly calibrated per clinic standards and protocols.

Study participants

The goal was to recruit children and their parents beginning treatment in a tertiary-care 

obesity treatment programme (see Treatment programme). Parent–child dyads were included 

if they were English-speaking (all primarily Spanish-speaking patients participate in a 

parallel programme with a different treatment structure geared to address language barriers 

(27)), provided assent/consent and met the following criteria: children were between 7 and 

18 years old, referred for weight management with a classification of overweight or obese 

(BMI ≥ 85th percentile for age and sex), and at least one of the child’s primary adult 

caregivers agreed to participate (mother, father or legal guardian) and planned to attend visits 

with the child. Exclusion criteria include cognitively or psychologically impaired individuals 

who cannot provide consent to participate. All children and parents that met inclusion 

criteria from March 2013 to February 2014 were offered the opportunity to participate; 115 

families were eligible to be enrolled in the study, and 28 declined.

Treatment programme

The Brenner FIT (Families In Training) Program is an interdisciplinary, family-based, 

paediatric weight management clinic within Brenner Children’s Hospital (part of Wake 

Forest Baptist Medical Center) in Winston-Salem, North Carolina. Children between 2 

and 18 years old are referred by a physician (typically the primary care provider) for 

obesity (BMI ≥ 95th percentile for age and gender) or overweight (≥85th percentile) with 

a weight-related comorbidity. Children and their families meet for an intake visit with a 

paediatrician, family counsellor, dietician, physical therapist and exercise/activity specialist. 

The entire family is encouraged to attend every aspect of the treatment programme, although 

only one parent or guardian in attendance is required. After an intake appointment, families 

participate in biweekly appointments with the family counsellor and dietician for the first 

4 months of treatment, then attend a review visit with the physician to assess weight, 

treatment progress and laboratory studies (eight total visits including intake and physician 

review visit). Specialized visits with the exercise/activity specialist or physical therapist are 

scheduled as needed to address pertinent issues. Clinic visits include individualized goal 

setting around habits the family and clinician have jointly agreed to address, nutrition and 

activity education, and behavioural counselling to implement changes at home. Motivational 

interviewing is a key component of treatment (28); family counsellors are trained in 

cognitive behavioural therapy, parenting support and mindfulness and employ these 

approaches to assist parents and children in developing healthy habits as the need arises. 

Clinic visits typically last 45–60 min, and include the parent and child together. Evening 

cooking classes, child- and family-focused activity programmes, and parenting seminars are 

offered to participants, but not required. Outside of normal insurance copayments, there 

is no additional costs to family, with additional resources (group classes, exercise/activity 

specialist) paid for through philanthropy or by the hospital. Further details of the Brenner 

FIT programme have been described previously (12,29–31).
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Analysis

Interviews were transcribed verbatim from recordings into Microsoft Word (Microsoft 

Corporation, Redmond, WA, USA). The interviews were then analysed using a thematic 

analysis approach (32). Thematic analysis provides a systematic method for coding and 

analysing qualitative data, and is useful for exploratory evaluation of explicit and covert 

meanings in a text, identifying important aspects for study and interpretation. In this study, 

analysis was used to interpret interviews and thus conceptualize experiences of parents 

and children in obesity treatment. This analytic approach is a systematic process that goes 

beyond preconceived hypotheses and allows themes and ideas to emerge from the data 

organically.

To systematically analyse transcripts, investigators developed a common coding system 

by separately reading and re-reading transcripts to identify potential codes. Codes were 

developed based on review of 10 transcripts by two investigators (JAS, SBM), first 

separately and then jointly. Transcripts were re-reviewed with a third investigator (MBI) 

to refine the common coding library and data dictionary. Throughout this iterative process, 

codes were modified as appropriate with repeated comparisons and revisions. Once the 

common coding system was developed, all transcripts were analysed and initially coded by 

one investigator (SBM), then reviewed by another (JAS). Discrepancies in coding schema 

were adjudicated through discussion. Representative quotes were captured. Transcript codes 

were grouped into similar concepts and broad categories. From this schema, themes and 

sub-themes (and notable quotes corresponding to each sub-theme) were developed and 

interpreted by the investigators, with ongoing comparisons, revisions, and interpretations.

Results

Eighty-seven parent–child dyads (families) initially enrolled in the study. The participating 

parent was typically the mother. The sample had a majority of White participants (Table 2).

Attrition

Sixty-three percent of patients/families dropped out before completing the first intensive, 4 

months of treatment. There were no significant sociodemographic differences between those 

who completed and those who dropped out, except that children who dropped out had higher 

BMI z scores by t-test (2.45 vs. 2.21, P < 0.01, data not shown).

Interviews

A total of 57 parents and 30 children participated in interviews (66% and 34% of the total 

sample, respectively) (Fig. 1). Proportionally, 62% of parents who dropped out and 72% 

who completed treatment participated in interviews. Of children, 31% who dropped out and 

41% who completed treatment participated in interviews. Interviews were not completed 

because of non-response to requests for interviews (three phone messages and a letter) or not 

answering the phone at the scheduled interview time. No parent refused the interview when 

contacted. Of the 57 parents who completed the interview, 27 had children who were not 

interviewed, either because the child refused to complete the interview or did not answer the 

phone at the scheduled interview time. Parents who participated in interviews were heavier 
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(mean BMI 39.6 kg m−2 vs. 34.8, P < 0.05), and were more educated (P < 0.05) than parents 

who did not participate in an interview. Children who participated in interviews were older 

(mean age 12.8 years vs. 11.4 years, P = 0.01) than those who did not participate.

Themes

Overall, there was very little difference in comparing comments of those who dropped out 

and those that completed treatment. For those that did drop out, a lack of weight loss, 

desire for more structure in treatment to achieve weight loss and absence of an adolescent-

specific programme were mentioned. Five major themes emerged from the interviews: 

overall positive experience with programme; logistical challenges of participation; improved 

health of family; discrepancies between child and parent experience and perception; and 

importance of structure and expectations for weight loss (Table 3).

Positive experiences—Nearly all participants had something positive to say about their 

programme experience. This was true for parents and children, dropouts and completers.

Classes.: Classes were highly valued by all participants. Participants enjoyed learning 

about healthy behaviours in a class setting. Typically, parents valued the classes because 

of subsequent outcomes. For example, they appreciated tangible dietary changes that their 

children implemented after attending a nutrition class. The children valued time spent as 

a family during the classes, and enjoyed attending classes with their family and learning 

together.

Staff support.: Participants valued having someone to listen to them talk about health 

behaviours, family relationships and daily situations. Parents and children found programme 

staff to be positive, supportive and helpful. Children frequently mentioned they enjoyed 

having ‘someone to talk to’ about their weight and health.

Individualized and holistic treatment approach.: Both parents and children appreciated 

a holistic approach to their treatment, including interactions with doctors, therapists, 

counsellors and educators. It was important to participants to feel as if the treatment that 

they received was individualized and specifically created for them. Parents valued the time 

spent working to set family-specific goals and do other activities that acknowledged the 

uniqueness of participants and allowed them to design their own plan.

Approachability of staff.: Children and parents expressed comfort in discussing topics with 

professionals who seemed experienced in weight management.

Logistical challenges—Barriers to programme participation were frequently discussed in 

detail by participants.

Time.: The time commitment was a deterrent to participation in the programme. A number 

of parents stated that the programme commitment was sometimes too great to integrate 

into an already busy family schedule. Stress and family schedule were mentioned by many 

participants.
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Travel.: Distance from the clinic was another reason for dropout or difficulty attending the 

programme, mentioned by both parents and children as a frustration. Commute times in 

addition to time spent in clinic added stress to participant schedules.

Missed school.: Programme participation was perceived as more difficult during the school 

year. Older participants (high school age) especially struggled when they needed to regularly 

miss school to attend appointments. When asked, no participants explicitly stated that the 

programme negatively impacted school performance, but acknowledged that they missed a 

lot of school time.

Missed work.: Parents’ conflicting work schedules were a common reason for rescheduling 

of clinic visits, and contributed to dropout as well. Parents cited this factor as one of 

their main frustrations, and recommended extended clinic hours to accommodate working 

parents.

Lack of teen programming.: Older children and their parents expressed frustration with 

a lack of programming for teens. Thus, they felt less engaged and excited about attending 

programme activities.

Parking.: Parking and general hospital navigation were logistical problems for many 

participants. Some felt parking was difficult, expensive and distant from the clinic location. 

Clinic parking was often inconvenient and for some families, an expense that they could not 

afford, ranging from $1.50 to $5, depending on duration of visit. Additionally, it was often 

hard for participants to navigate the hospital and clinic.

Improved health—One of the most positive outcomes of the programme for many 

families was improved health, which did not necessarily depend on weight loss. Both 

parents and children mentioned better nutritional habits, more exercise and other positive 

health behaviours. Some participants and their families did also experience weight loss and 

mentioned this as a benefit as well.

With and without weight loss.: Parents often stated that they saw health improvements 

in their children, whether they were losing weight or not. Often they desired weight loss, 

but also saw benefits in behaviour changes and nutritional habits that contributed to better 

well-being without tangible weight loss.

Improved health behaviours.: Both parents and children often noted improvements in 

their own and their family’s health habits. This included dietary changes, less sedentary 

behaviour, meal planning, healthy snacking, increased physical activity and others.

Improved confidence in child.: A number of parents perceived improved self-esteem and 

self-confidence in their children. This confidence came as a result of both health and weight 

changes, and classes within the programme that targeted confidence building.

Parent and child differences—Children and parents were interviewed separately, and 

there were differences in response between them.
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Parent’s desire for more structured treatment.: Nearly half of parents (28 out of the 

57 interviewed) expressed a desire for more structure in the programme; children rarely 

mentioned that they desired more structure. They asked to be told ‘specifically what to do, 

and how to do it’, rather than designing goals to work towards as a family.

Children valued family time.: Children often mentioned they valued family time. They 

provided concrete examples such as meal planning, goal setting and family meals. They 

placed value on the increased family time, and perceived it as one of the most important 

outcomes of the programme to them. Parents rarely mentioned this point during interviews.

Parents universally felt prepared for clinic.: Parents often stated that they knew what 

to expect when joining the programme, and that they felt prepared. Children more often 

said that they were not sure about the programme or were unclear on what to expect when 

starting. Parents sometimes stated that their child was unmotivated or uninterested in the 

programme.

Importance of structure and expectations for weight loss—While generally 

satisfied and pleased with the programme, many parents expressed a desire for greater 

structure, hoping that it would lead to better outcomes.

Concrete guidance on behaviour change.: Parents wanted more instruction on how 

to implement behaviour change plans at home, focusing on how to instigate weight 

loss. Parents felt greater weight loss could be achieved by more rigorous and structured 

approaches.

Greater weight loss and expectations for weight loss.: Many participants who dropped out 

stated that a lack of significant weight loss was a main contributing factor to their decision 

to stop attending the programme. Parents and children expressed a desire for rapid weight 

loss and stopped attending clinic visits and other activities when weight loss goals were not 

achieved. By this metric, they then perceived the programme to be ineffective.

Reasons for dropout

Parents and children mentioned a variety of reasons for not completing the programme. 

These included time commitment, travel distance from clinic, missed time from work 

and school, incompatible clinic hours, family stress, and programme dissatisfaction. 

For the most part, parents felt that general logistical challenges contributed more to 

attrition than programme dissatisfaction. Parent and child participants often stated that it 

was difficult for their family to participate, and that is why they left the programme. 

Programme dissatisfaction for children and parents included absence of an adolescent-

specific programme, lack of weight loss and desire for more treatment structure. Overall 

though, few parents or children expressed specific dissatisfaction with the programme, staff 

or experience. Only five out of 57 parents replied that they would not participate in the 

treatment programme again. Most said they would if barriers were addressed such as clinic 

hours and locations, or if they felt their child could lose more weight.

Skelton et al. Page 8

Clin Obes. Author manuscript; available in PMC 2022 May 11.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Suggestions for improvement

The most commonly suggested improvement was for additional clinic locations in the 

community. Parents remarked that having a clinic location closer to their home would 

help with attendance. Other suggestions were expanded clinic hours to include evenings, 

assistance with transportation to clinic, free or reduced-price parking, developing an 

adolescent-specific programme and more prominent advertising of programmes outside of 

the clinic.

In response to the question ‘if you could design a weight management programme for 

your family, what would it look like?’ parents and children had varied answers. Overall, 

parents commented that designing a weight management programme for their family was a 

difficult task, as the problem of childhood obesity was overwhelming. Parents and children 

had similar responses to what a programme should include making the programme realistic 

and manageable for their family; opportunities for physical activity and exercise for the 

child and for the entire family; having designated times for family goal-setting and spending 

time together as a family; guidance in establishing or learning to cook family meals, and 

structured classes about nutrition (e.g. portion control, meal planning).

Discussion

This study provides insight into the satisfaction and dissatisfaction of families in a paediatric 

obesity treatment programme. Despite families having an overall positive experience in our 

programme, there was a high attrition rate (63%). This exploration of the family viewpoint 

did provide valuable insight into their experience and perceived contributors. Parents 

and children identified outcomes of importance to them that have not been previously 

recognized. Children highly valued how the programme resulted in more time together as 

a family, particularly in scheduled activities such as cooking and meal planning. Parents 

reported improvement in overall health behaviours and well-being, such as improved self-

esteem and self-confidence, which they appeared to value greatly. Logistical problems 

with regularly attending clinic visits and educational classes are a significant challenge to 

programme participation. Parents expressed a desire for greater weight loss, which was the 

apparent primary contributor to dissatisfaction with the programme. They felt that having 

more structure would help the child and family achieve greater weight loss.

Our results confirm and expand what has been found in the few other studies conducted 

in this area (22,33). As summarized in the systematic review of satisfaction and obesity 

treatment, families appreciate the efforts of obesity programmes and their clinicians, as 

most that dropped out were willing to return (17). Our programme featured individual clinic 

visits and educational classes, and families liked aspects of both the personalized nature 

of clinic visits and the group component and content of classes. This can be a difficult 

balance for treatment programmes, as group visits allow for more cost-effective treatment 

(34) and likely may be more convenient for families. Yet, group programmes may not allow 

relationships to form between clinicians and families, which participants reportedly valued 

in this study and others (9,16). Similar to a study of four obesity treatment programmes 

in primary care and community-based settings (9), parents perceived improvement in their 

children’s health and overall well-being, citing enhanced self-confidence and self-esteem 
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as being important outcomes. Banks et al.’s study in the UK had similar results of high 

satisfaction, capturing perspectives of children and adults (22). US families in this study had 

similar comments and satisfaction, regardless of attrition; this study highlights differences 

between child and adult, suggestions for improvement, and desire for more structure to 

treatment to achieve weight loss.

Consistent with other studies of attrition (10–13,15), logistical challenges continue to be a 

major contributor to dropout. Parents relayed their opinions on methods to overcome these 

challenges, highlighting the establishment of additional clinic locations, development of 

adolescent-specific programmes and having a more structured clinical treatment approach. 

Expanding evening and weekend offerings would likely have administrative limitations at 

some institutions, but could be implemented as a means to improve retention. However, a 

recent randomized controlled trial qualitatively investigated attrition between a primary-care 

and hospital-based clinic in the UK. Despite the difference in locations, with hospital-based 

programmes presumably having greater logistical challenges, there were no differences in 

attrition or satisfaction between sites (22). Therefore, innovative approaches to treatment, 

aside from addressing logistical issues of place and time, must be considered as an 

attempt to improve outcomes. In-home treatment (35), internet-based programmes (36,37), 

telemedicine (38) and school-based interventions (39) all hold potential. Engaging families 

in a patient-centred manner to address such issues has shown potential (40) and may 

yield novel approaches not yet tested. Clinicians and programmes can implement front-line 

changes based on these findings as well. Families’ perceptions of important outcomes can 

be used to increase retention (9), particularly children valuing time spent with family in 

the programme. Programmes can add more family-inclusive activities, such as activities that 

encourage cooking and playing together as families, or simply spending more time together.

Other research has demonstrated that a child’s desire to leave a treatment programme was 

influential in the family’s decision to drop out (11,12). Thus, a focus on children’s value 

of increased family time potentially could improve retention and outcomes if families’ 

engagement increases. Parents also valued non-weight-related outcomes, such as improved 

self-esteem and confidence, similar to recent findings of a treatment programme focused on 

low-income families (18). These results suggest that measurement and improvement in these 

areas also could impact family retention. Laboratory studies, waist circumference, behaviour 

change or measures of fitness could show parents tangible improvement in well-being. 

Developing age-appropriate programming, such as adolescent-specific approaches requested 

by participants in this study, may be promising. Greater exploration of family function 

around health habits may reveal new opportunities for intervention, in addition to dropout 

prevention (41).

There are limitations to this study. Qualitative investigation does not provide verifiable 

or measurable results, and further quantitative exploration is often needed. However, our 

approaches are appropriate to explore complex and highly personal aspects of individual 

behaviour and health. Qualitative research allows evaluation and synthesis of participant 

perspectives, particularly with a large number of families participating in interviews. This 

study was only conducted in one treatment programme in North Carolina, which limits 

generalizability and transferability to other patient populations and treatment programmes. 
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Lack of generalizability is not usually seen as a limitation of qualitative investigations 

(32), but results should be applied with caution to other populations and treatment settings. 

Another limitation is the inability to capture the perspective of all participants, including 

more than half of children recruited. We believe a representative sample was obtained 

between participants who completed and who dropped out, but there were some differences 

between those who did and did not participate in interviews.

Weight management was well received by participants in this family-based programme. 

Attrition appears related more to logistical issues than dissatisfaction with treatment. Parents 

desired greater weight loss, but also identified non-weight-related outcomes as important; 

children valued time together as a family. Innovative approaches to help overcome logistical 

challenges of treatment while preserving positive aspects may help to decrease attrition.
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What is already known about this subject

• Paediatric obesity is known to have very high rates of dropout.

• Logistical concerns affect family participation in treatment.

• Unknown if child and parent satisfaction with treatment programme 

contributes to attrition.
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What this study adds

• Overall, children and parents satisfied with this family-based treatment 

programme.

• Parents desire more structure as a means to increase child weight loss, but 

report logistical concerns as primary reasons for dropout.

• Children value ‘having someone to talk with’ about their weight, and enjoy 

treatment resulting in increased time with family.
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Figure 1. 
Recruitment, attrition and interview completion.
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Table 2

Socio-demographic characteristics of participants

Characteristic n = 87

Child age, years, mean ± SD 11.9 years ± 2.51

Female child gender 65%

Child BMI, kg m−2, mean ± SD 34 ± 8.35

Child BMI z score, mean ± SD 2.36 ± 0.355

Child race/ethnicity

 Latino 1%

 Non-Latino African-American 40%

 Non-Latino White 54%

 Asian 1%

 American Indian 1%

 Other 3%

Parent age, years, mean ± SD 41.8 ± 8.08

Parent BMI, kg m−2, mean ± SD 37.9 ± 9.76

Parent female gender 93%

Parent race/ethnicity

 Latino 2.3%

 Non-Latino African-American 38.8%

 Non-Latino White 57.7%

 Asian 1%

 Other 3%

Household composition

 Dual parents 60%

 Single parent 40%

Insurance, Medicaid 33.7%

Highest educational attainment, parent

 High graduate or less 15%

 Some college 37%

 College graduate or higher 36%

Number of children in home, mean 2.08 ± 1.18
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