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Abstract

Introduction: The family plays an essential role in the adherence and effectiveness in the treatment 
of childhood obesity. Caregivers’ experience is fundamental for proper guidance. Aim: To describe 
the recommendations for the health-care team made by parents of children that are being treated for 
obesity. Patients and Method: Cross-sectional and descriptive study with a qualitative approach and 
purposeful sampling. In the first semester of 2015, interviews were conducted with nine parents of 
children from 4 to 10 years old that were being treated for obesity ad who had at least three medical 
appointments in the previous year. The data analysis was based on the Grounded Theory Approach 
through open coding. The study was ethically approved and informed parental consent was obtained. 
Results: The results were grouped in the following main categories: a) Health-care team-caregiver 
relationship, b) Health-care team-child relationship, c) Encouraging family participation, d) Encou-
raging therapeutic adherence in the child and e) Frequency of medical appointments. Conclusion: 
From the perspective of this group of parents of obese children, the health-care team should establish 
a close therapeutic bond with the children and their parents during the treatment process, in addition 
to encouraging family participation. The importance of developing therapeutic interventions that 
consider the perspective of the patient’s system is emphasized.
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Introduction

Childhood obesity is one of the most serious pu-
blic health problems of the 21st century. In Chile, the 
prevalence of obesity and overweight has surpassed the 
eutrophic widespread1. Obese children are under an 
increased risk of being obese in adulthood, as well as to 
develope some cardiometabolic complications2-4. The-
refore, it is urgent to create strategies in order to pre-
vent and to intervene in those affected5, since during 
childhood they assume most of the eating habits and 
practices that will last forever, during their lifetime6.

One of the main problems in treatment is the low 
therapeutic adherence7-12. According to national stu-
dies, about 50% of children who consult for obesity 
quit the treatment during the first six months, howe-
ver those who do adhere have a clear improvement13,14. 
Consequently, strategies that improve adherence and 
thus, the performance of therapy are highly required.

Parents are extremely relevant in the beginning 
and during the evolution of childhood obesity, be-
cause they are the main example and the principal re-
lationship in children’s life15. They are the ones who 
have the greatest influence on acquiring and main-
taining healthy habits16,17. Therefore, it would be in 
the child’s home, rather than in some other establish-
ment, where real work and effort would take place11. 
Thus, family-based treatment programs may be the 
most effective strategy, as they ease the necessary be-
havioral changes that improve the child’s health and 
weight16,18.

On the other hand, to achieve a succesful treatment 
of childhood obesity, and to keep all lifestyle changes, 
the integrated understanding between the health team 
and parents is the key, including as well the patient, re-
garding their general condition10,15,19. Lindelof, Vinther 
and Pedersen20, explained that to influence a person’s 
behavior in their daily life. it is necessary to unders-
tand the reasons that stimulate and guide such beha-
viors, which can be known by exploring the person’s 
experiences with their behavior. However, parents’ 
concerns about the health of their children often could 
differ from those of the health team21,22. Accordingly, 
it is necessary to explore their perceptions regarding 
the obesity of their children itself, in order to produce 
effective and lasting treatment strategies15,23. Moreo-
ver, to know the recommendations that parents could 
make to the team, would allow them to identify aspects 
that could ease or hinder this process. To investigate 
the reality that parents and patients percieved during 
the process of treatment of childhood obesity allows us 
to know the perspective of the consulting system and 
thus enable more effective interventions that improve 
adherence and therapeutic effectiveness. Despite this, 
there are few studies that address parents or primary 

caregivers’ perception, according to changes in their 
rutine or weight loss interventions for childhood obe-
sity.

The objective of this study was to describe the re-
commendations to the health team of a group of pa-
rents caring for children who are being treated for 
obesity.

Patients y Methods

The study is based on a qualitative approach, the 
most appropriate to access this type of subjective pro-
cesses, collecting the perspective of the subjects in-
volved24. Intentional sampling was used through the 
strategy of “key informant” or the subject with prior 
knowledge of the object and field of study that favors 
the orientation, anticipation, contextualization and se-
lection of the participants25.

As inclusion criteria, it was established that parents 
should be the main caregivers of the child28, between 20 
and 45 years of age at the moment of their child’s bir-
th. Children 4 to 10 years old, already diagnosed with 
obesity were included27, who had previously attended 
three or more consecutive medical evaluations. Those 
children in whom the goal of treatment was to main-
tain weight, or with the last control before 6 months, 
were excluded.

Fifteen parents of obese children were invited to 
participate in treatment with a nutritionist, taking pla-
ce in two UC-CHRISTUS Outpatient Centers, with 
medical evaluation between July 2014 and July 2015. 
The sample consisted of 9 participants, who achieved 
the theoretical saturation of the main conceptual ca-
tegories produced during the process of data analysis, 
that is, until the new data no longer provided new in-
formation26.

The collection of information was carried out 
through a semi-structured interview based on a the-
matic script, with a view to know their way of thinking 
and their feelings, including the aspects as their evo-
lution, motivations, desires, beliefs and interpretation 
schemes25. In order not to bias the interview, the inter-
viewer has no information about how was the child’s 
degree of obesity, nor their response to treatment. The 
interviews lasted approximately 60 minutes and were 
performed with each caregiver, after a medical exami-
nation of the child, in the same facilities. They were 
recorded by means of an audio recording and fully 
transcribed.

Data analysis was based on the strategy proposed 
by the Grounded Theory29, a methodology used to 
develop a theory based on data that is systematically 
captured and analyzed. The analysis was performed 
using open coding, a process in which the information 
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collected to classify the material into concepts and ca-
tegories is examined and classified30. In this study, the 
main scientific criteria is protected, such as transpa-
rency and contextuality; that is, the reader’s capacity to 
understand how the results were achieved, as well as 
the inclusion of the description of the produced data. 
Density, depth and applicability were also considered, 
which make reference to a detailed description of the 
information, generating the effect of triangulation on 
the results and their complexity. In addition, the trian-
gulation of analysts is added to facilitate the discussion 
and consensus of all findings26.

Before starting the process, parents signed an Infor-
med Consent, in which they accepted the use of voice 
recorder. The requirements of the Helsinki declaration 
of the World Medical Association on ethics in medical 
research in human beings and on the Chilean Law of 
Rights and Duties of patients were recognized and res-
pected. The protocol was approved by the Committees 
of Ethics in Research of the Faculty of Medicine of the 
Pontificia Universidad Católica de Chile and the Uni-
versidad del Desarrollo.

Results

We present the recommendations that this group 
of parents would make to the health team. This infor-
mation was organized in the following five categories 
(figure 1).

Relationship between Caregiver-Health Team
Parents who were interviewed think that a closer 

and established health team-caregiver relationship 
is appreciated, in which the professional is smiling 
and always willing to solve doubts. This would requi-
re a kind treatment that creates confidence. Parents 
highlighted the importance of the health team to not 
to scold them.

“Is not like he [the health professional] condemns us 
because my child is gaining weight, he helps us and he 
welcomes us quite well. He does not tell to my child “hey, 
but what did you do?!”, so I guess that is the reason why it 
is also nice to come here. Even if he nag me or not, I do not 
come thinking “Geez!, my child has gained weight, I can’t 
imagine what he would say to me!”, because I had lived 
that before with other professionals. With others, it was 
like “listen to me, I’m telling you that you can not do so” 
and they treat you as if you were their children (Interview 
VIII, paragraph 20).

Some parents emphasize the importance of com-
munication between the health team and the caregiver, 
being fundamental to explain and to guide in a polite 

way, with good manners and an understandable voca-
bulary.

“I believe that communication is everything ... When 
we ask something to a health professional, many doctors 
just write down, they do not answer much, they only wri-
te. I believe that if you go to the doctor, the doctor has to 
talk to you in terms that you understand, they can’t talk 
to me in medical terms because I will not get a thing” 
(Interview III, paragraph 58).

Apart from showing an honest concern about the 
child, parents value and appreciate that the health 
team also respect the caregivers’ habits, which may be 
different, but keeping in mind the main focus of sha-
ring responsibilities. This involves also to include the 
other members of the family, explaining the risks and 
enhancing their commitment.

“I guess I have the ability to understand that all fami-
lies are different. I am X* mother and I am the one who is 
a 100% in charge of her, but it is my mom who takes care 
of her. The doctor understood that very well, so I felt re-
ally supported that she could understand that it is not all 
because of my responsibility. Then, she has involved my 
mom to take part of this” (Interview V, paragraph 56).

*X is used in order to protect the child’s identity.

Figure 1. Summarized categories of recommendations from parents of obese 
children to the health-care team regarding their treatment.

Obesity in children - a. García et al
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It is mentioned that it is important for professio-
nals to have sufficient time to attend to the caregivers’ 
consultations, in order to address the problem of the 
disease and to explain the risks of obesity, so as to pre-
vent them and to motivate perseverance.

“Caregiver: To me, she [the health professional]was 
very clear and so graphic when she said ... well, of cour-
se, we knew she [child] was chubby, but she explained 
us clearly how she would end in a few more years if she 
continues like this. And that was like a trigger, it moved 
me to continue. Interviewer: Would you say that those 
words motivated you to continue with the treatment? 
Caretaker: Yes, it marked me a lot, I think because of the 
impact that it caused in me” (Interview IX, paragraph 
126).

It is important for the participating parents that 
the health team promote healthy eating in a flexible 
way, requesting that the consumption of certain foods 
could be reduced without prohibiting them. They also 
emphasize that recognizing the progress achieved fa-
vors a good relationship; This would add more con-
fidence and more motivation to continue with the 
treatment.

Relationship between Health Team-Child
According to parents participating in the research, 

during treatment, it is important that the health team 
could establish a good relationship with their children, 
which might be demonstrated by expressing concern 
for the child’s well being. Likewise, a close relations-
hip with the caregiver is necessary, which creates more 
confidence. According to this, they recommend that 
they could be more cheerful and always willing to cla-
rify concerns and doubts when talking with children. 
These caregivers suggest a kind treatment for children, 
to not scold them, and to get their attention in a pla-
yful way, being an emotional helper, especially if they 
express their possible fears about failures.

“They have to be very tender and cozy with them, 
because they come with a bit with fear of the medical 
examinations. They do not come here happy, because 
they know they are going to measure their weigh and 
they could have gained some, or maybe they did not lose 
weight at all, so they are really scared, with fear. The 
nutritionist’s job or doctor’s duty is to welcome them, to 
treat them with love, telling them “You’ve gained some 
weight... well, it does not matter, let’s go, don’t give up!”. 
To support them and to continue along with them” (In-
terview VI, paragraph 58).

In order to establish a friendly treatment, they 
suggest that the health team ensure that the child is 

comfortable, talking about obesity with caution, avoi-
ding the possibility of the child feeling hurt.

“No one likes to be fat, so I think they have to be su-
per cautious on the subject. I have taken my daughter to 
other doctors, for many reason, sometimes because her 
tummy hurts or whatever reason, and of course, they tell 
me: “no, listen... this is because she is obese, she is fat” 
and my daughter listens to them, so she can’t take it posi-
tively” (Interview VIII, paragraph 34).

Most of the participants emphasize that it is impor-
tant for the health team to establish a communication 
directed towards the child. This would strengthen the 
bond between they both, producing a feeling of satis-
faction in the child, helping them to develop a greater 
awareness of this illness, assuming with responsibility 
their role and being motivated to adhere to treatment.

“I think that talking to the child is like super good, 
rather than talking to the parents. Because the doctor 
talked to X, and he was more aware after that. He al-
ready knew that he had an obesity problem before, but 
when she [the health professional] talked to him, she 
made X to think about what the doctor was saying, not 
what his parents told him. I think that was really good, 
that they have this bond with the child, because whenever 
you take your child to a doctor, the doctor always talks to 
the parents, he/she does not talk directly to the patient” 
(Interview III, paragraph 54).

On the other hand, certain caregivers recommend 
that health professionals who work with children may 
have sufficient skills in order to handle tantrums du-
ring controls.

To enhance the family participation
The caregivers who participated in the study re-

commend that the health team promote the partici-
pation of the family during the therapeutic process, as 
well as their support, motivating to change rutines to 
obtain healthy habits. To do this, it would be necessary 
for the team to explain to the family the importance of 
the participation of every member and also to include 
other caregivers in the medical examinations, this they 
could understand the problem and also the risks. They 
point out the need to promote family coexistence at 
the time of meals.

“She [the doctor] actually did a lot, she helped us as a 
family too, she referred us to the specialists, and guided us 
in diets, in how to change our way to feed, that we had to 
turn off the TV, that we have to eat with everyone gathe-
red at the table, so these things helped us as a family” 
(Interview V, paragraph 124).

Obesity in children - a. García et al
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In addition, it is recommended that health profes-
sionals make separate interviews with different caregi-
vers, in order to address the issue of obesity, as well as 
the therapeutic process.

To motivate the child to the therapeutic adherence
To encourage the therapeutic adherence in chil-

dren, it would be important to motivate them to 
healthy habits and to encourage the patient to assu-
me the treatment responsibility. It is emphasized in 
all participating caregivers the importance they give 
to how health workers congratulates the child for the 
progress made. Some say that, together with recogni-
zing the effort and to highlight the favorable results, 
they should explain what remains to be achieved, gi-
ving enough motivation to persist.

“They have to congratulate them step by step, because 
children find it harder to assume, so if you congratulate 
them, children feel better and more willing, and they will 
not feel a rejection, saying “oh, I do not want to go to the 
doctor because the doctor is going to tell me that I am 
doing it wrong”; They have to always being ... How could 
I say it? Like giving them compliments, recognizing that 
“you did this well, but you lack a little bit in this other 
thing” (Interview II, paragraph 84).

Medical examinations’ frequency
Finally, it is indicated as a recommendation for the 

health team, that the examinations might be frequent, 
as this would help to complete and fullfil the therapeu-
tic indications.

“I think that coming to the medical control more 
frequently is super important. In fact, I would prefer to 
come ... he said “we see each other in two months, or in a 
month”, so I said “no, in a month is ok”, because I prefer 
that, because that pushed us, it’s like a pressure that we 
have to behave well, that we can’t feel relaxed. I guess 
that is good, that we can not relax, because if we come in 
three months, we could say “bah, never mind, we relax 
two months and the last month we give it all”. No, that’s 
not the idea, the idea is that we have to be always wo-
rried. I think it is good that controls are more regular ... if 
is not, we tend to relax a little, saying “go ahead, eat that 
hot-dog, you have control in a month, so we could work 
on this the last week” (Interview IV, paragraph 106).

Discussion

This study shows that parents of children with 
obesity treatment who participated in this research 
give importance of how the health team tries to es-
tablish a close therapeutic bond between them and 

the children, and between them and their caregivers 
throughout the complete process. To enhance family 
participation and support, to encourage treatment 
adherence, to recognize the child’s achievements and 
to support them emotionally in situations of failure, 
by stimulating persistence are some of the most im-
portant factors mentioned. On the other hand, regar-
ding healthy habits, the child is motivated to have a 
responsible attitude towards the treatment, adding 
that a greater frequency of the controls (medical exa-
minations) would favor the child to fullfil with all the 
medical indications.

We should consider the perspective of the caregi-
vers, since they are the ones who assume the priority 
of caring for the child with obesity. They interact with 
their social environment and they directly influence in 
multiple factors involved in this process. According to 
Lindelof, Vinther and Pedersen (20), the exploration 
of the experiences of the caregivers is necessary to un-
derstand the reasons that could stimulate and guide 
the behaviors related to the childhood obesity and its 
treatment. 

This study provides some substantial keys about 
how it is possible to interfere, in favor of the welfare of 
the consulting system studied. Likewise, by taking con-
cern of all the experiences of the caregivers, we would 
promote the therapeutic success of the child with obe-
sity, allowing to carry out clinical interventions that fit 
the needs of those who consult, which could improve 
the effectiveness and therapeutic adherence, which are 
serious problems from the perspective of health pro-
fessionals.

One of the limitations of this study could be the 
low sample size, despite we met the requirements of 
the theoretical saturation criterion that the qualitati-
ve methodology allows. In addition, the included pa-
tients comprehended a group with adherence to the 
treatment and possibly with a better response to it13; 
Therefore, the perceptions of their parents may not be 
the same compared to other types of families. In re-
gard with this, it should be noted that the purpose of 
the study was to obtain an in-depth understanding of 
the experience of this interviewed group. Our stren-
gths are the appropriate methodological application: 
the interviewer has no information about the obesity 
degree of the child and how is he/she responding to 
the treatment.

In conclusion, these results allow to understand the 
experiences of the caregivers studied and to know their 
recommendations for the health team. These data may 
be useful for professionals involved in the treatment 
of obese children in similar contexts, thus they could 
collaborate with the development of therapeutic inter-
ventions considering the perspective of the consulting 
system.

Obesity in children - a. García et al
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