
Agreement between Health Care Providers and Parents about Causes and Treatments 

of Childhood Obesity 

 

 

by 

 

Rocio Ivonne Villarreal, M.A. 

 

A Dissertation 

 

In 

 

CLINICAL PSYCHOLOGY 

 

Submitted to the Graduate Faculty 

of Texas Tech University in 

Partial Fulfillment of 

the Requirements for 

the Degree of 

 

 

DOCTOR OF PHILOSOPHY 

 

 

Approved 

 

Joaquin Borrego Jr., Ph.D. 

Chair of Committee 

 

 

Lee Cohen, Ph.D. 

 

Stephanie Harter, Ph.D. 

 

Susan Hendrick, Ph.D. 

 

 

Peggy Gordon Miller 

Dean of the Graduate School 

 

 

August 2011 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

Copyright 2011, Rocio I. Villarreal 



Texas Tech University, Rocio I. Villarreal, August 2011 

 

ii 

ACKNOWLEDGMENTS 

 I want to first and foremost thank my parents, Jose Luis and Graciela 

Villarreal, for their immeasurable love, support, and encouragement throughout my 

graduate school education. The completion of my dissertation would not have been 

possible without the invaluable guidance and mentorship from my academic and 

research advisor, Dr. Joaquin Borrego, who by accepting me into his research lab, 

gave me the opportunity to uncover personal strengths and professional talents that 

were unbeknownst to me. I would also like to thank Drs. Lee Cohen, Stephanie Harter, 

and Susan Hendrick for their willingness to serve on my dissertation committee and 

for their insightful feedback throughout this research project. I am sincerely grateful to 

my dear friend, Dr. Holly Morrell, for her willingness to serve as my statistics 

consultant for my dissertation.   

 To Mark Anthony Garcia, thank you for your unconditional support, priceless 

advice, and most importantly, thank you for your patience. I would also like to thank 

members of my research lab, who are cherished like family, for their invaluable 

feedback in the development of my dissertation study. Graduate school gave me the 

gift of wonderful friends who provided the much needed balance throughout my 

journey and especially during the completion of my dissertation. In particular, I want 

to thank Tabatha Blount, Kelly Davis, Leslie Romero, Erin Buck, Chikira Barker, 

Adrianne Sloan, and Simone Sherman. Finally, I want to thank my Heavenly Father 

for giving me the strength and courage to keep moving forward one step at a time.   



Texas Tech University, Rocio I. Villarreal, August 2011 

 

iii 

TABLE OF CONTENTS 

ACKNOWLEDGEMENTS………………………………………………….. 

 

ii 

ABSTRACT…………………………………………………………........…… 

 

v 

LIST OF TABLES….…………………………………………….……….….. 

 

vii 

LIST OF FIGURES………………………….…………….………………..... 

 

viii 

I. INTRODUCTION: PEDIATRIC OBESITY…………….……………..... 1 

Contributing Factors……………………………….………………........… 2 

Correlates and Consequences……………………………..……………….. 7 

Treatments……………………………………………………………….… 10 

  

II. SOCIAL VALIDITY………………………………………..………..…… 16 

Importance of Goals…………………………………………………..……. 17 

Treatment Acceptability………………………………..…………………... 20 

Social Validity and Obesity…………………………………………..……. 24 

  

III. LIMITATIONS OF PREVIOUS RESEARCH……………….………... 29 

  

IV. PURPOSE…………………………………………….………………...… 32 

Research Questions and Hypotheses……………………………….……… 33 

  

V. METHOD……………………………………………………………..…… 40 

Participants……………………………….………………………………... 40 

Materials…………………………….…………………………….……….. 43 

Procedures………………………………………………………….….…… 48 

  

VI. RESULTS…………………………………………………………….….... 63 

  

VII. DISCUSSION…………………………………….…………..………..… 84 

Theoretical Implications………………………………………………….... 88 

Methodological Implications………………………………………………. 91 

Clinical Implications……………………………………………………..… 93 

Limitations and Future Research………………………………………....... 99 

  

VIII. SUMMARY AND CONCLUSIONS………………………...……….... 106 

  

REFERENCES………………………………………………….………….…. 108 

  

  

  



Texas Tech University, Rocio I. Villarreal, August 2011 

 

iv 

APPENDICES………………………………………………………………… 127 

A. Extended Literature Review………………………………………..…… 127 

B. Parent Demographic Questionnaire………………………………..…… 170 

C. Health Care Provider Demographic Questionnaire……………….……. 172 

D. Beliefs About The Causes Of Childhood Obesity Questionnaire….... 174 

E. Treatment Techniques Importance Scale……………………..………. 180 

F. Treatment Evaluation Inventory – Short Form……………….…….… 184 

G. Case Vignettes…………………………………………………..………. 186 

H. Treatment Descriptions………………………………………………..... 187 

I.  Childhood Obesity – Your Views? ….……………………………….. 188 

J.  Parent Appointment Reminder Letter ………………………………….. 189 

K. Parent Recruitment Flyer……………………………………………….. 190 

L. Parent Informed Consent For Research Study….…………………….… 191 

M. Parent Recruitment Script ……………………………………………... 194 

N. List Of Organizations Contacted……………………………………..…. 195 

O. E-Mail Request To Health Care Providers……………………………... 196 



Texas Tech University, Rocio I. Villarreal, August 2011 

 

v 

ABSTRACT 

The present study examined factors that health care (medical and mental) providers 

and parents attributed to causing pediatric obesity. The study also examined health 

care providers‟ recommendations and parents‟ perceived helpfulness of various weight 

management techniques. Finally, the study evaluated the acceptability of various 

weight management treatments for a hypothetical overweight child with and without 

psychosocial problems. A total of 50 medical health care providers, 65 mental health 

care providers, and 64 parents participated in the study.  As hypothesized, health care 

providers attributed childhood obesity to familial factors more than parents. Contrary 

to what was hypothesized, parents rated environmental factors as contributing to 

childhood obesity less than health care providers. No significant differences were 

found between medical and mental health care providers‟ recommendation of specific 

behavior-only and cognitive-behavioral techniques, and parents did not rate specific 

behavior-only techniques as more helpful than cognitive-behavioral techniques.  When 

rating the acceptability of overall treatments, as hypothesized, medical providers and 

parents rated behavior-only treatments as more acceptable than cognitive-behavioral 

treatments. Also as hypothesized, mental health providers rated the cognitive-

behavioral treatment as more acceptable than the cognitive-only treatment for the 

overweight-only child, but no support was found for the hypothesis that mental health 

providers would rate the cognitive-behavioral treatment as more acceptable than the 

behavior-only treatment for the overweight child with psychosocial problems. 

Findings provide support for the acceptability of behavioral treatments for childhood 
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obesity and offer useful information that may improve treatment adherence and aid in 

the selection of treatment goals and procedures for obesity interventions with children 

and families. Theoretical, methodological, and clinical implications along with 

suggestions for future research are also discussed.  
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CHAPTER I 

INTRODUCTION: PEDIATRIC OBESITY 

Pediatric obesity has become a major global epidemic in the last three decades 

(Jelalian & Mehlenbeck, 2003; United States Department of Health and Human 

Services [U.S. DHHS], 2001, 2010). In 2004, there were at least 12.5 million (17%) 

overweight children between the ages of 2 and 19 in the United States (Centers for 

Disease Control and Prevention [CDC], 2007). Current CDC data indicates that from 

the early 1970‟s through 2008, pediatric obesity rates jumped from 5% to 10.4% for 

children between the ages of 2 and 5, from 4% to 19.6% in youth between the ages of 

6 and 11, and from 6.1% to 18.1% for adolescents between the ages of 12 and 19 

(Ogden & Carroll, 2010). Statistics indicate that 80% of children that were overweight 

between the ages of 10 and 14 stayed at this weight status by age 25 (Whitaker, 

Wright, Pepe, Seidel, & Dietz, 1997). Moreover, one in four obese adults reported 

being overweight as children (CDC, 2008a). The U.S. DHHS (2001, 2010) warns that 

if childhood obesity is not targeted at an early stage, advancements that have been 

made in the prevention and treatment of chronic medical illnesses (e.g., cardiovascular 

disease, diabetes) and in the improvements in quality of life will be lost.  

The CDC (2010a) classifies children whose body mass index (BMI) is at or 

above the 85
th

 percentile of a gender-specific BMI-for-age chart as overweight and 

those whose BMI is at or above the 95
th

 percentile as obese. As was reported in an 

earlier Surgeon General‟s report (U.S. DHHS, 2001), The Surgeon General’s Vision 

for a Healthy and Fit Nation 2010 continues to call for interventions from individuals, 

families, communities, schools, worksites, organizations, and the media because it 
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recognizes that each play a factor in the development of this national and world-wide 

epidemic (U.S. DHHS, 2010). The following section will briefly discuss some of the 

most common contributing factors that have been associated with pediatric obesity. 

Please refer to Appendix A for an extended review of the literature that follows.  

Contributing Factors 

Individual and family factors. Children who eat high-calorie diets and do not 

engage in physical activity are more likely to become overweight compared to 

children who maintain a balance between calorie consumption and energy 

expenditure. Thus, obesity results from the energy imbalance that occurs when a 

person‟s consumption of calories exceeds the amount of calories used (CDC, 2010b). 

There seems to be widespread agreement between medical and mental health 

professionals that the family environment contributes to this energy imbalance and 

therefore to the development of childhood obesity (Berkowitz & Stunkard, 2002; 

Golan & Crow, 2004a; Sherry & Dietz, 2004; Strauss, 1999).   

Several researchers have discussed how specific family variables influence the 

development of childhood obesity (Arredondo et al., 2006; Ball & Crawford, 2005; 

Davison & Campbell, 2005; Epstein, Koeske, Wing, & Valoski, 1986; Epstein, Wing, 

Koeske, Andrasik, & Ossip, 1981). It has been found that parents play a key role in 

children‟s food preferences (Schwartz & Puhl, 2003), and depending on the 

appropriateness of behaviors modeled, parents can influence children‟s healthy 

(Cullen et al., 2001) or unhealthy lifestyles (Davison & Campbell). For example, 

Davison and Campbell found similarities in healthy and unhealthy food preferences 

and consumption between mothers and daughters. Similarly, Cullen et al. found that 
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parental modeling of fruit, juice, and vegetable consumption was related to their 

children‟s consumption of these foods. Other researchers have also reported that 

parents who are physically active also tend to have physically active children (Davison 

& Campbell; Strauss, 1999). In one review, children whose parents were physically 

active were about six times more likely to be active compared to children who did not 

have active parents (Strauss). In contrast, parents who preferred and encouraged 

sedentary activities (e.g., television viewing, videogames, computer use) also tended 

to have children who were more sedentary (Davison & Campbell).  

One of the most popular sedentary activities among children is watching 

television. A review of the literature by Strauss (1999) indicated that the longer 

children watched television, the more likely they were to become overweight. Simply 

being in front of a television set exposes children to advertisements of junk and fast-

foods (Strauss). Research has found an association between the frequency of eating 

fast-foods and body fat, increased weight, and overweight status in youth and adults 

(Popkin, 2005; Taylor & Stunkard, 1993). Popkin argues that eating away from home, 

having bigger portion sizes, consuming sugared beverages, and frequent snacking 

between meals has significantly contributed to the risk of developing obesity for 

people of all ages. Related to food consumption at home, Arredondo et al. (2006) 

found that parents who monitored healthy eating and physical activity and reinforced 

healthy behaviors tended to have children who engaged in these activities more often 

than children whose parents did not monitor or reinforce healthy eating and physical 

activity.  



Texas Tech University, Rocio I. Villarreal, August 2011 

 

4 

Environmental factors. The current environment facilitates a lifestyle that 

does not require physical activity to survive and promotes the consumption of high-

calorie, high-fat foods that are tasty, inexpensive, and readily available (Hill & 

Donahoo, 2003; Jeffery & Linde, 2005; Taylor & Stunkard, 1993). These foods are 

usually high in sugar, sodium, cholesterol, and/or carbohydrates, and are often found 

in fast-food restaurants (Taylor & Stunkard).  Unfortunately, busy schedules and work 

demands of caregivers make it more challenging to cook meals at home and easier to 

rely on the convenience of eating at fast-food and full-service restaurants (Stewart, 

Blisard, Bhuyan, & Nayga, 2004). Statistics indicate that the number of places where 

ready-to-eat-foods are served has increased by more than 50% since 1967 (Jeffery & 

Linde). 

Furthermore, it has been suggested that lack of physical activity continues to 

be a problem in the United States due to the insufficiency of adequate recreational 

settings for the populations that are most in need for healthy lifestyles, such as low 

income families and ethnic minorities (Institute of Medicine of the National 

Academies [IOM], 2004a). For example, it has been found that adolescents living in 

high-crime neighborhoods were less physically active compared to youth who have 

access to recreational centers (Okie, 2005). Moreover, some neighborhoods may be 

too dangerous to allow children to play outside, walk, or ride a bicycle (Okie).   

Other factors that have also been associated with the development of childhood 

obesity include current modern lifestyles, motorized transportation, and changes in the 

school curriculum (Hill & Donahoo, 2003; Jeffery & Linde, 2005; McGinnis, 1992; 

Popkin, 2005; Price, 2002). For example, play-activities that previously involved 
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walking and running have been replaced by toys with motors, such as electric-scooters 

and cars with a remote control. With technological advancements like television and 

computers, children are exposed to junk foods commonly advertised on television 

commercials (Gallo, 1999) and the internet (Story & French, 2004). One study found 

that children with more exposure to media had greater requests for the foods, drinks, 

and toys that they saw advertised (Chamberlain, Wang, & Robinson, 2006). 

Furthermore, the availability and accessibility of motorized transportation (e.g., 

automobiles, buses, trains, motorcycles) allows fewer opportunities for adults and 

children to engage in physical activity when traveling from one point to another 

(Brown, 1993; Jeffery & Linde). A study by Hardus, van Vuuren, Crawford, and 

Worsley (2003) found that parents identified environmental factors such as modern 

technology, the media, and physical activity environment as more important causes of 

obesity compared to non-parents. Finally, it is also a common complaint that schools 

often serve unhealthy foods in the cafeteria lunches and make junk food and sugared 

beverages easily available for children on vending machines (Davison & Campbell, 

2005). 

Socio-cultural factors. Studies have emphasized the importance of social 

influences in the development of eating behaviors among children (Rozin, 1996; 

Schwartz & Puhl, 2003). For example, reviews indicate that teachers and peers 

influenced the foods preferred by children (Schwartz & Puhl).  Similarly, Lumeng and 

Hillman (2006) found that children ate 30% more,  initiated consumption faster, ate 

quicker, and socialized less with the other children when they were in a group of nine 

compared to a group of three. Others have argued that children and adults often learn 
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to associate food with celebration (e.g., birthdays, graduations, holidays), love, health, 

and specific emotions such as happiness and sadness (Rimm, 2004).  

Labeling someone as overweight or obese requires a belief and agreement that 

fatness is unhealthy (Ritenbaugh, 1982). Several researchers have argued that 

differences exist in cultural standards of fatness and acceptable body image (Brown, 

1993; Crandall & Martinez, 1996; Gardner, Friedman, & Jackson, 1999). Thus, 

depending on cultural standards of acceptable body image, bigger sizes could 

represent positive or negative attributes (Ritenbaugh). The literature has suggested that 

the American culture tends to idealize thinner body figures more than other cultures 

(Cogan, Bhalla, Sefa-Dedeh, & Rothblum, 1996; Olvera, Suminski, & Power, 2005; 

Rittenbaugh). As such, some have proposed that the more adapted a minority group 

becomes to the American culture (e.g., through television, media, economic exchange, 

immigration, emigration) the more likely they are to develop similar attitudes towards 

body size (Crandall & Martinez). To date, researchers have concluded that there is no 

single way of defining or measuring fatness in the world (Brown, 1993; Wright & 

Whitehead, 1987), therefore, Ritenbaugh suggests that obesity may be best understood 

as a culture-bound syndrome. 

In summary, there are several factors that can contribute to the development 

and maintenance of obesity. Some factors can be more controllable (e.g., diet) than 

others (e.g., culture), and the same factor could impact each child differently. Given 

that there are several contributing factors of childhood obesity, it is important to 

examine if discrepancies exist between parents‟ and health care providers‟ explanation 

of the causes of obesity. When patients and health care providers develop different 
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explanations of a medical condition, patients may not agree with the treatment goals or 

adhere to the recommended treatment plan (Kleinman, Eisenberg, & Good, 1978).  

Therefore, one of the aims of this study was to identify any discrepancies that could 

exist between parents and health care providers on the causes of obesity, as this 

information could help prevent potential problems that could arise during treatment.    

Correlates and Consequences 

Even though the immediate effects of childhood obesity may be unperceived at 

first glance, it is important to recognize the impact that this condition could have on 

the child‟s life (Strauss, 1999). Unfortunately, there are a vast number of correlates 

and consequences that have been linked to childhood obesity (U.S. DHHS, 2010). 

Therefore, this section will briefly review the medical, psychological, and social 

correlates and consequences of pediatric obesity.  

Medical. One of the most common medical conditions currently associated 

with childhood obesity is Type 2 diabetes (Dietz, 1998, 2003; Fagot-Campagna, 2000; 

Strauss, 1999; U.S. DHHS, 2001, 2010).  Research has also found that overweight 

children tend to have breathing problems such as asthma and problems related to sleep 

such as snoring and apnea (Dietz, 2003; Strauss). Overweight children are also at risk 

of developing orthopedic problems such as Blount disease and slipped femoral capital 

epiphysis, which require surgery and significant weight loss for successful treatment 

(Dietz, 1998, 2003; Kelsey, 1973; Parizkova & Hills, 2001). Additional health 

concerns for overweight children include cardiovascular problems and liver disease 

(Dietz, 1998, 2003; Freedman, Dietz, Srinivasan, & Berenson, 1999).  Overweight 

children are more likely to become overweight adults (Serdula et al., 1993; Whitaker 
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et al., 1997) and experience cardiovascular disease (Dietz, 1998; Strauss), specific 

types of cancer (Parizkova & Hills), metabolic syndrome (Byrne & Phillips, 2006; 

Parizkova & Hills), and increased morbidity and mortality (Dietz, 1998) in adulthood. 

 Psychosocial. Dietz (1998) has argued that psychosocial problems are one of 

the major consequences of childhood obesity. For example, a series of studies have 

shown that overweight youth are more dissatisfied with their body compared to their 

normal weight counterparts (McCabe, Ricciardelli, & Holt, 2005; Robinson, Chang, 

Haydel, & Killen, 2001; Stradmeijer, Bosch, Koops, & Seidell, 2000). Currently, there 

are mixed findings on the relationship between obesity and self-esteem; some research 

suggests that overweight children have similar levels of self-concept and self-esteem 

as normal-weight children (Sheslow, Hassink, Wallace, & DeLancey, 1993; Wadden, 

Foster, Brownell, & Finley, 1984) while others have found that obese children had 

poorer self-concept and self-perceptions compared to normal-weight children (Strauss, 

Smith, Frame & Forehand, 1985; Tweddle-Banis et al., 1988).  Moreover, overweight 

children and adolescents have been found to have separate or comorbid mood and 

anxiety-related problems (Britz et al., 2000; Levine, Ringham, Kalarchian, 

Wisniewski, & Marcus, 2001; Strauss et al.). However, there is an unclear temporal 

relationship between obesity and depression in childhood and adolescence (Britz et al.; 

Goodman & Whitaker, 2002; McElroy et al., 2004; Sheslow et al.) and there are 

mixed findings on the relationship between obesity and anxiety in children (Britz et 

al.; Sheslow et al.). Finally, studies have indicated that overweight children may have 

more social and behavioral problems compared to normal-weight children 

(Stradmeijer et al., Strauss et al.; Tweedle-Banis et al.). One study found that weight-
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related teasing in childhood was related to poor body image perception in adulthood 

(Faith, Matz, & Allison, 2003). Wadden, Womble, Stunkard, and Anderson (2002) 

suggest that even though obesity may not cause significant mood or anxiety disorders, 

the most harmful effect could be its long-term impact on quality of life, such as self-

consciousness or embarrassment in public places.  

 The literature on the correlates and consequences of pediatric obesity shows 

that overweight children and adults are victims of prejudice, discrimination, negative 

stereotyping, rejection, teasing, and bullying (Janssen, Craig, Boyce, & Pickett, 2004; 

Maddox, Back, & Liederman, 1968; Staffieri, 1967; Strauss et al., 1985; Tiggemann & 

Anesbury, 2000). For example, studies have shown that children rate an obese child as 

less likable and more negatively (e.g., loud, mean, stupid, ugly, and lazy) compared to 

normal weight children, regardless of the rater‟s own weight (Staffieri; Tiggemann & 

Anesbury). A series of studies have found that overweight children are least liked by 

their peers and are least preferred as friends (Goldfield & Chrisler, 1995; Harper, 

Wacker, & Seaborg-Cobb, 1986; Strauss et al.). Unfortunately, adults have also been 

shown to stigmatize overweight children (Maddox et al.).  

In summary, there are several negative medical, psychological, and social 

correlates and consequences that children experience due to their overweight status. 

Now that contributing factors to pediatric obesity and the short and long term effects 

that obesity can have on children have been identified, it is important to identify what 

treatments are available. The next section will review treatment studies that have 

targeted many of these contributing factors either independently or simultaneously 

when working with children and families.  
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Treatments 

There is extensive support for the use of behavioral interventions with 

overweight children (Cogwell-Anderson & Fox, 1989; Epstein, Paluch, Gordy, & 

Dorn, 2000; Epstein & Squires, 1988; Epstein, Wing, Koeske, & Valoski, 1985a; 

Epstein, Wing, Penner, & Kress, 1985b; Faith, Saelens, Wilfley, & Allison, 2001; 

Herrera, Johnston, and Steele, 2004). Behavioral components in weight management 

treatments commonly include changes in diet and in physical activity to attain a 

healthier lifestyle (Faith et al.). For example, some treatments have addressed changes 

in diet by teaching children and their parents to color-code food groups based on their 

nutrition content and to use these colors as a guide on how often to eat these foods 

(Epstein & Squires). Behavioral treatments usually teach children to record food 

intake using a journal, increase consumption of fruits and vegetables, reduce intake of 

high sugar and high calorie foods, set goals, and also encourages parental modeling 

and praising of health promoting behaviors (Cogwell-Anderson & Fox, 1989; Epstein 

et al., 1981, 1985a, 1985b; Herrera et al.). Additional parent-child behavioral 

components include daily monitoring of weight, stimulus control (e.g., increasing 

accessibility to exercise equipment, reducing availability of junk foods), and 

reciprocal contracting (e.g., mutually agreed reinforcers) (Cogwell-Anderson & Fox; 

Epstein, Valoski, Kalarchian, & McCurley, 1995a; Epstein et al., 1985a, 1985b). 

Changes in physical activity typically consist of increasing the amount of time a child 

engages in physical activity (e.g., aerobic or lifestyle exercise) or decreasing the 

amount of time spent on sedentary behaviors (Cogwell-Anderson & Fox; Epstein, 

Wing, Koeske, Ossip & Beck, 1982; Epstein et al., 1985a, 1985b, 2000). 
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Studies that have incorporated cognitive strategies into behavioral treatments 

with children as young as 7 years have reported successful weight loss (Braet & Van 

Winckel, 2000; Brownell, Kelman & Stunkard, 1983; Coates & Thoresen, 1981; 

Duffy & Spence, 1993; Van den Akker et al., 2007).  Moreover, cognitive-behavioral 

treatments have demonstrated positive treatment effects at one year (Van den Akker et 

al.) and 5-year follow-ups (Braet & Van Winckel). According to Davis et al. (2007), 

the way children internally define their progress or how they interpret their behaviors 

can impact how well they do in treatment. Young children in cognitive-behavioral 

treatment studies have been taught cognitive-self management skills such as 

identifying and restructuring maladaptive negative thoughts (Duffy & Spence), self-

regulation, and coping skills (Braet & Van Winckel).  Similarly, treatments with 

adolescents have included attitude restructuring, cognitive control, and self-

verbalizations (Brownell et al.; Coates & Thoresen). To date, few studies have 

compared the effectiveness of behavioral versus cognitive treatments for overweight 

children (Duffy & Spence; Herrera et al., 2004).  Duffy and Spence found that a 

behavior-modification program can be as effective as a cognitive-behavioral treatment 

at reducing percentage overweight for children between the ages of 7 and 13. In 

contrast, Herrera et al. found that behavioral-based treatments may produce superior 

changes to cognitive-based treatments when compared to an education-only control 

group. Thus, the studies by Herrera et al. and Duffy and Spence suggest that even 

though cognitive-based treatments are not superior to behavioral-based treatments in 

treating pediatric obesity, they are still able to produce positive treatment effects.  
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Given the different treatments that have been found to be effective in weight 

management treatment for children, it would be important to identify how health care 

providers determine which of these methods to use when treating pediatric obesity. 

Thus far, the literature indicates that medical and mental health care providers agree 

that an unhealthy family environment promotes childhood obesity (Berkowitz & 

Stunkard, 2002; Golan & Crow, 2004a; Sherry & Dietz, 2004; Strauss, 1999). 

However, a review of the literature indicates that the approaches preferred and/or 

chosen by medical and mental health care providers to target childhood obesity may 

differ. For example, studies have reported that pediatricians and other medical staff 

(e.g., pediatric nurse practitioners) have a high interest in learning behavioral 

management skills to treat pediatric obesity (Story et al., 2002). Related, Jelalian, 

Boergers, Alday, and Frank (2003) found that the number one treatment approach for 

pediatric obesity used by pediatricians, family practice physicians, and other pediatric 

specialists was suggesting an exercise program to the child and family. Other 

approaches rated by these health care providers included referral to a dietitian, 

warning parents about their child‟s need to lose weight, providing written information 

about obesity and weight loss, and referral to a pediatric weight loss program (Jelalian 

et al.). The second least used approach by these medical providers was referring the 

child to a psychologist; instead, the majority of the medical staff preferred themselves 

to counsel the family on how to lose weight (Jelalian et al.). This suggests that despite 

the psychosocial correlates of pediatric obesity (Dietz, 1998), physicians may not 

perceive obesity as a problem that could be treated with psychosocial interventions.  
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In contrast, others propose that childhood obesity could best be treated through 

interdisciplinary collaboration between physicians and mental health providers, but 

where the mental health professional would serve as the primary clinician (Panzer, 

2006). According to Panzer,  

…until science produces a biologic solution, reducing caloric intake and 

increasing energy expenditure will remain largely behavioral processes with 

associated cognitive, emotional, and social features.…Psychotherapists are 

clearly best suited to using cognitive and behavioral interventions to achieve a 

positive energy balance. (p.532)   

  

Panzer names other reasons why mental health providers would be most appropriate to 

provide direct treatment to overweight children, particularly those who have a 

comorbid psychological condition. Some of these include the accessibility and 

availability of mental health providers in multidisciplinary settings, their frequent 

collaboration with multidisciplinary teams, and the interpersonal skills they possess to 

interact effectively with other professionals. Finally, Panzer indicates that because 

pediatric obesity treatments are more successful when there is family involvement, 

mental health providers would be more appropriate to address behavioral changes in 

the home environment because of the training many receive in the assessment and 

treatment of family-related issues.  

 Family treatments. Although some studies indicate that children are able to 

achieve positive treatment effects when they are the only targets of treatment (Emes, 

Velde, Moreau, Murdoch, & Trussell, 1990; Rocchini et al., 1988; Rohrbacher, 1973), 

several studies have found that when changes in the parents are also targeted in 

treatment, children can achieve greater weight loss and have better maintenance of 

these effects (Brownell et al., 1983; Epstein et al., 1981; Golan, Kaufman, & Shahar, 
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2006; Golan,Weizman, Apter, & Fainaru, 1998).  Specifically, interventions targeting 

both parents and children have been found superior to interventions where children are 

the only targets of treatment (Brownell et al.; Epstein, Valoski, Wing, & McCurley, 

1990; Epstein et al., 1981). Other studies have found that compared to child-only 

(Golan et al., 1998) and parent-child (Golan et al., 2006) interventions, targeting 

parents as the exclusive agents of change (while excluding children from treatment 

sessions) produced greater decreases in percentage overweight for the children of the 

parent-only groups compared to the children in the child-only or parent-child groups. 

Therefore, the literature on pediatric obesity shows extensive support for the 

involvement of parents in the treatment of childhood obesity. Moreover, studies by 

Golan and colleagues (1998, 2006) provide evidence that overweight children can lose 

weight, make behavioral changes, and engage in healthier lifestyles even when they 

are not actively targeted in treatment.  

Because children and adolescents must rely on their caregivers in several ways 

during the weight loss process (e.g., food purchasing and preparation, access to 

recreational activities) (Faith et al., 2001), authors have stressed the importance of 

identifying barriers to weight loss treatment at the family level. For example, one 

study found that health care providers rated lack of parent involvement as the second 

highest perceived barrier in the treatment of pediatric obesity (Story et al., 2002). 

Other examples of family-related barriers include parent‟s decreased use or lack of 

positive reinforcement for health-promoting behaviors, lack of appropriate modeling 

of healthy behaviors, and time constraints to enforce changes, prepare healthier meals, 

and even attend treatment sessions (Tanofsky-Kraff, Hayden-Wade, Cavazos, & 
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Wilfley, 2003). All of these factors may become obstacles for a child trying to 

establish or maintain a positive lifestyle. Thus, perhaps one way that clinicians can 

decrease or eliminate these and other family-related barriers to the treatment of obesity 

is by assessing parents‟ perceived importance and acceptability of the treatment goals, 

procedures, and outcomes, a concept referred to as social validity (Foster & Mash, 

1999; Kazdin, 1980; Wolf, 1978).   
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CHAPTER II  

SOCIAL VALIDITY 

 In 1978, Wolf coined the term social validity to describe judgments that 

society can make about treatment goals, procedures, and outcomes. Wolf argued that 

in order for a treatment to be valued by society, consumers must 1) perceive the goals 

of the treatment as appropriate and important, 2) view the treatment procedures as 

acceptable, and 3) be satisfied with the process and outcome of treatment. Responses 

to social validity assessments may vary depending on whose perspective is being 

evaluated (Kazdin, 1986; Schwartz & Baer, 1991). Schwartz and Baer identify direct 

consumers as those who seek and participate directly in the program (e.g., children 

and parents) and indirect consumers as those who do not participate in treatment (e.g., 

extended family, friends, coworkers) but who are affected by it in one way or another 

by the outcome of treatment. Members of the immediate and extended community are 

also considered consumers of treatment (Schwartz & Baer). Wolf indicates that 

subjective ratings from specific consumers are one way to complement traditional 

objective assessments when defining problems that are socially significant to the 

community.  As such, Wolf considers society “relevant judges” in the assessment of 

social validity measures. Researchers have identified clinically valuable reasons to 

assess the importance and acceptability of goals, procedures, and outcomes by relevant 

consumers of treatment (Eamon & Venkataraman, 2003; Isett, Roszkowski, & Spreat, 

1983; Kazdin, 1980; Reimers, Wacker, Cooper, & deRaad, 1992; Schwartz & Baer). 

However, for the purpose of this study, only the first two components of social 
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validity, importance of goals and acceptability of treatment procedures, were assessed 

as they related to pediatric weight management.  

Importance of Goals 

 Assessing consumers‟ perceived importance of treatment goals is critical to the 

course of treatment. Treatment goals usually provide information about the presenting 

problem, guide clinicians on the types of assessments they can use, and can narrow the 

search for empirically supported interventions of that particular problem (Foster & 

Mash, 1999). Treatment goals can be further divided into ultimate, instrumental, and 

intermediate goals (Rosen & Proctor, 1981). Ultimate goals are those that initially lead 

patients to seek treatment (e.g., weight loss) (Rosen & Proctor). Ultimate goals guide 

the direction of treatment by helping professionals choose procedures that can lead 

patients to successful achievement of these goals. Thus, their attainment typically 

leads to the completion of treatment (Foster & Mash; Rosen & Proctor). Instrumental 

goals are usually the procedures defined by the professional to be targeted during 

treatment in order to achieve the ultimate goal (Foster & Mash; Rosen & Proctor). For 

instance, people seeking weight management treatment may define weight loss as the 

ultimate goal while their doctor identifies a healthy diet and increased exercise as the 

instrumental goals that will help the patient reach their ultimate goal.  Thus, 

achievement of instrumental goals does not indicate that the patient is ready to end 

treatment, but suggests that he or she is closer to reaching the ultimate goal of 

treatment (Rosen & Proctor).  Finally, Rosen and Proctor indicate that intermediate 

goals are necessary preconditions that must be achieved at several points of an 

intervention to facilitate the continuation of treatment. Intermediate goals are not 
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sufficient to seek or end treatment once they are completed, but they can interfere with 

the completion of instrumental or ultimate goals. Examples of intermediate goals 

include decreasing a client‟s anxiety during treatment or improving therapist-client 

rapport (Rosen & Proctor).  

There are several methods used to define treatment goals (Fuqua & Schwade, 

1986; Grayston & DeLuca, 1996; Isett et al., 1983). The most common forms of 

measurement include normative comparisons and subjective evaluations (Foster & 

Mash, 1999). Normative or social comparisons involves taking a sample of behaviors 

that are part of a “normal” or successful group but not part of the clients‟ lifestyle and 

selecting those behaviors unique to the normative group to target in treatment. 

Subjective evaluations usually occur through questionnaires and informal interviews, 

and involve asking experts or people who interact with the client to identify or 

prioritize areas or specific behaviors that warrant intervention (Fuqua & Schwade). 

For example, Isett et al. used a subjective evaluation approach and asked staff 

members of mental retardation institutions to rate how difficult it was to tolerate 

certain patient behaviors. Isett et al. indicate that having information about the least 

tolerated behaviors (e.g., violence) can help prioritize interventions for particular 

patients or aid in selecting appropriate institutional placement.  

It is important that patients and professionals agree on the definition of the 

ultimate and instrumental goals of treatment (Fuqua & Schwade, 1986). Subjective 

evaluations can yield information about the patient‟s acceptability of the instrumental 

goals of treatment (Foster & Mash, 1999). For example, patients and professionals 

may agree on the ultimate goal (e.g., weight loss), but not on the methods of attaining 
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weight loss (e.g., exercising regularly). Moreover, Fuqua and Schwade provide 

examples of how disagreement about the level of change that must occur in order for 

the ultimate goal to be accomplished can create problems between patients and 

treatment providers. For example, health care providers may define successful weight 

loss at 10 pounds whereas the patient may define success after losing 30 pounds. 

When patients and health care providers disagree on the treatment goals, it can lead 

patients to be dissatisfied with their care, end treatment prematurely, or resort to 

alternative healing systems (Kleinman et al., 1978). Therefore, it is important for 

health care providers or developers of treatment programs to clearly identify the 

ultimate goals and discuss instrumental goals with patients who seek treatment in 

order to minimize dissatisfaction or treatment drop-out. 

One way to minimize disagreement of treatment goals between health care 

providers and patients is by identifying discrepancies that may exist in their 

explanations of what caused the presenting problem (Kleinman et al., 1978).  

Kleinman et al. provide several examples on how cultural beliefs can impact 

providers‟ and patients‟ explanation of illness, goals of treatment, and assessment of 

treatment outcomes. When patients and health care providers develop different 

explanations of illness, patients may not agree with the treatment procedures that are 

chosen by the health care team, and this may be reflected in problems that arise with 

treatment compliance (Kleinman et al.). Therefore, one may conclude that providers 

and patients who agree on the explanation of an illness or problem may be more likely 

to agree on the goals of treatment. In relation to obesity, an earlier section of this paper 

discussed several contributing factors to obesity. Sahakian (1983) suggests that given 
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the different factors that can influence the development of obesity, treatments should 

be tailored according to the identified cause of the problem. Therefore, prior to 

defining treatment goals, patients and health care providers should identify any 

discrepancies that may exist in their perception of the causes of the problem (e.g., 

obesity), as this may help prevent or minimize difficulties that may arise during the 

course of treatment.  

Once the cause of the problem and treatment goals have been identified by 

health care providers and patients, the next step is to define what procedures will be 

used to achieve the ultimate goal of treatment. Because sometimes there are several 

different procedures that can be used to reach an ultimate goal, assessing the patient‟s 

acceptability of different procedures can help treatment providers select the 

procedures that are likely to increase initiation and compliance to treatment (Kazdin, 

1980; Kazdin, French, & Sherick, 1981). Because studies have demonstrated an 

association between treatment acceptability, program effectiveness, and adherence to 

program procedures (Eamon & Venkataraman, 2003; Reimers et al., 1992), this 

component of social validity warrants further discussion.  

Treatment Acceptability 

According to Kazdin (1980, 1986), treatment acceptability refers to the overall 

evaluation of treatment procedures that are made by program consumers (e.g., non-

professionals, lay persons, clients). Kazdin (1980) indicates that acceptability ratings 

tend to be based on the treatment‟s appropriateness for the target problem, the fairness, 

reasonableness, intrusiveness of the procedures, and whether the procedures meet the 

consumer‟s expectations of what the treatments should be like.  Moreover, Kazdin 
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(1986) indicates that acceptability ratings vary depending on who is evaluating the 

treatment (e.g., therapist, parents). Thus, he stresses the importance of obtaining multi-

informant ratings, particularly when it comes to evaluating treatment procedures. 

Disagreement between providers and patients about treatment procedures or 

expectations about treatment outcomes may create frustrations for the health care 

provider and/or the consumers of treatment, which could eventually lead to treatment 

drop-out (Coates & Thoresen, 1981; Kleinman et al., 1978). Therefore, there are 

several reasons that assessing acceptability of treatment procedures can benefit 

program developers, consumers of treatment, and society in general.   

Studies have reported that treatment acceptability is related to treatment 

adherence and program effectiveness (Eamon & Venkataraman, 2003; Reimers et al., 

1992). Specifically, Reimers et al. found that parents who rated behavior treatments 

for their children as highly acceptable were more compliant with treatment 

recommendations at one, three, and six month measurements compared to parents who 

had low acceptability scores for these procedures. Moreover, parents who were 

compliant with treatment procedures at one month also tended to be more accepting of 

these procedures at three months. Parents who reported high acceptability of the 

treatment procedures also indicated that the treatment was more effective and had 

positive changes in their child‟s behavior compared to the parents who had low 

acceptability for the treatment, who in contrast reported negative changes in their 

child‟s behavior. Eamon and Venkataraman found that treatments that are less 

acceptable tend to have poorer compliance and be less effective.  
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According to Hawkins (1991), measuring consumer satisfaction can help 

educate the consumers of treatment about particular techniques that they had not 

considered before or that they might not have understood thoroughly. When more than 

one treatment procedure is available for a particular problem, treatment acceptability 

ratings can help providers and/or consumers choose the procedures that are likely to 

increase initiation of and adherence to treatment (Kazdin, 1980; Kazdin et al., 1981). 

For legal and ethical reasons, treatment acceptability ratings can help protect 

consumer‟s rights by preventing the use of treatments that may be too harsh, 

restrictive, or intrusive for particular populations (e.g., mentally disabled patients, 

children) or for the type of presenting problem (as reviewed by Kazdin 1980, 1986; 

Kazdin et al., 1981). Furthermore, having information about consumers‟ satisfaction at 

several points in the program can help developers make adjustments to the procedures 

to prevent or minimize any undesired treatment effects (e.g., low efficacy or 

effectiveness) (Hawkins).  

Eamon and Venkataraman (2003) provide several examples of how cultural 

and environmental factors may interfere with consumer‟s willingness to accept and 

participate in a treatment, even if this treatment is empirically supported for the target 

problem. For example, related to parent management training (PMT), cultural beliefs 

about the use of spanking, ignoring, or reinforcement may lead parents to find some of 

the treatment components of PMT unacceptable. Financially, parents may not be able 

to afford to purchase small incentives, which could lead them to also rate some PMT 

components as less acceptable. Thus, prior to making treatment recommendations or 

implementing an intervention, social validity measures would assess the consumer‟s 
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acceptability of treatment procedures in order increase the likelihood that the 

recommended treatment will be implemented (Eamon & Venkataraman; Kazdin, 

1980, 1986; Miltenberger, 1990; Wolf, 1978). Schwartz (1991) warns that if a 

program does not make modifications to make a treatment acceptable to the consumer, 

the program runs the risk of losing participants. Thus, Schwartz suggests that social 

validity assessments are a key component in the maintenance and survival of 

intervention programs.  

Most of the studies examining treatment acceptability with children have 

focused on problems related to child behavior (i.e., Kazdin 1980, 1984, 1986; Kazdin 

et al., 1981; Miltenberger, 1990; Reimers & Wacker, 1988; Reimers et al., 1992). 

Although few studies have examined the acceptability of healthcare services by 

caregivers and/or children with various health-related conditions, attention has 

recently been given to the importance of including assessments of social validity in 

pediatric research settings (Rapoff, 2010). Studies in pediatric settings have examined 

parents‟ acceptability of treatment that their child with cerebral palsy received at the 

doctor‟s office (Dahl, Tervo, & Symons, 2007). Other social validity studies have 

examined clinical significance of interventions for families of adolescents with insulin 

dependent-diabetes (Wysocki et al., 1997) and chronic pain treatments for adults 

(Farrar, Young, LaMoreaux, Werth, and Poole, 2001; Fisher, 2008). However, there is 

a paucity of research related to social validity studies relating to childhood obesity. 

The following section will briefly review some of the studies that have examined 

social validity as it relates to childhood obesity.  
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Social Validity and Obesity  

Winett, Moore, and Anderson (1991) argue that when defining programs that 

need social validation, clinical researchers must prioritize problems based on their 

verifiable importance. According to Winett and colleagues, a problem has verifiable 

importance when epidemiological data supports a relationship between particular risk 

factors and an increase in morbidity and mortality rates.  Unfortunately, pediatric 

obesity has been consistently linked to adult morbidity and mortality (Dietz, 1998; 

Parizkova & Hills, 2001; U.S. DHHS, 2010; World Health Organization [WHO], 

2008). For instance, a 50-year longitudinal study reviewed by Parizkova and Hills 

showed that obesity in adolescence increased the risk of cardiovascular-related 

morbidity and mortality in adulthood. Thus, the rapid increase of obesity cases in the 

last three decades among children and adults supports the verifiable importance of 

interventions targeting a reduction in obesity-promoting lifestyles. Despite this 

established verifiable importance, a limited number of studies related to obesity have 

been found to incorporate social validity assessments (e.g., Blom-Hoffman, 2008; 

Duffy & Spence, 1993; Edwards et al., 2006; McGrath-Davis et al., 2011; Rosnov, 

2009; Thaw, 2003).   

The Athletes in Service Fruit and Vegetable Promotion Program (AIS F&V) 

took place in two public schools in Boston, Massachusetts (Blom-Hoffman, 2008).  

The objectives of this 3 year longitudinal study with children in kindergarten through 

the third grade was to increase children‟s nutrition knowledge, their preference and 

consumption of fruits and vegetables, the availability and accessibility of these foods 

at home, and improve their overall weight status. Implementation of the intervention 
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components was done by the school principal, teachers, lunch aides, and a former 

college athlete (referred to as a “champion”), who was responsible for promoting 

physical activity in the schools. Moreover, the fruit and vegetable interventions took 

place throughout the entire school (e.g., morning announcements), in the classroom 

(e.g., program-relevant CD-ROMs in computer class), in the lunchroom (e.g., posters 

with fruit and vegetable of the day), and at the children‟s home (e.g., take-home 

activity books). After one year of treatment, all of the treatment components received 

very high acceptability ratings (most ratings above 5, on a 6 point- Likert scale).   

 Another study that was found to include acceptability ratings for obesity 

treatments was conducted by Thaw (2003). Thaw examined acceptability of different 

treatments that have been used for the prevention of obesity and Type 2 diabetes, 

including dietary change, physical activity, medication, and family lifestyle change. 

Thaw also included the option of no-treatment and a hypothetical “gene therapy” in 

which parents could choose whether or not their child‟s genes could be altered to 

prevent them from having any of the two conditions. Thaw used an analogue approach 

and asked mothers to imagine that their youngest or oldest child was the child 

described in the vignette who was at risk for developing obesity or Type 2 diabetes. 

Then, mothers were asked to rate how acceptable they found each procedure for their 

child. Results indicated that ratings of acceptability were influenced by the severity of 

the presenting problem. Specifically, mothers rated treatments for diabetes as more 

acceptable than treatment for obesity; gene therapy and medications were also rated as 

more acceptable for treating diabetes than for treating obesity. Overall rankings 

showed that behavioral treatments (e.g., dietary change, physical activity, family 



Texas Tech University, Rocio I. Villarreal, August 2011 

 

26 

lifestyle) were the most acceptable for both conditions, and that family lifestyle 

change was the highest ranked procedure. One interesting finding from Thaw‟s study 

was that parents rated the no-treatment option as more acceptable for younger children 

and less acceptable for older children. Thaw indicates that even though mothers may 

be more optimistic about a young child‟s health, this finding is alarming given that 

treatment for these conditions is recommended for children as young as 2 years of age.  

 Rosnov (2009) examined the acceptability of five different weight 

management treatments among a sample of overweight adolescents and their 

caregivers. Parents and youth were asked to rate treatment acceptability for a 

hypothetical overweight adolescent and also rank order the acceptability of the 

treatments for the vignette and for themselves or for their child. Treatments included 

an exercise program, dietary changes, family behavior therapy that included diet and 

exercise, weight loss pills, and gastric banding surgery. Using a treatment 

acceptability questionnaire developed for the purpose of the study, Rosnov found that 

parents and adolescents ranked gastric banding surgery and weight loss medication as 

the two least acceptable treatments when considering the hypothetical child, 

themselves, or parent rankings of their child.  Overall, individual dietary changes and 

the exercise programs were ranked as the most acceptable treatments by parents and 

adolescents.  

It is important to assess parent‟s perceived importance and acceptability of 

obesity treatment procedures because parents are the ones who most likely will 

identify the child‟s weight problem and initiate treatment seeking (e.g., make the 

decision to make an appointment, drive to the providers‟ office, etc).  Moreover, 



Texas Tech University, Rocio I. Villarreal, August 2011 

 

27 

Kazdin et al. (1981) note that legally, children are not able to make decisions about 

their own treatment, and often are not able to understand the information provided 

about different treatment procedures. In addition, because children often are not able 

to directly protect their rights, it is for the child‟s best interest to have a parent or 

caregiver evaluate the treatments for them (Kazdin et al.). A review of the literature 

has shown that there are different weight management treatments (e.g., behavior only, 

cognitive-behavioral) that have resulted in effective weight loss among overweight 

children. Therefore, treatment acceptability ratings can help health care providers 

choose the treatment procedures that parents find most acceptable for weight 

management and that could increase treatment adherence and effectiveness. 

Furthermore, evaluating parents‟ acceptability of procedures may also help identify 

any financial or procedural challenges that can interfere with treatment. For example, 

obesity treatments often require parents to purchase different types of foods (e.g., 

fruits and vegetables) or participate in some form of physical activity, which could 

require parents to buy their child tennis shoes, work-out clothes, etc.  Eamon and 

Venkataraman (2003) indicated that parents with financial constraints may find some 

treatments less acceptable because they are not able to afford even minimal changes in 

their budget to accommodate requirements of treatment. Therefore, having 

information about parent‟s acceptability of procedures prior to treatment 

implementation can help service providers identify and reduce potential barriers to 

treatment. It is also important for health care providers to assess parent‟s acceptability 

of treatment goals and procedures to avoid any discrepancies about treatment 

expectations between providers and parents, as this can lead patients to be dissatisfied 
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with their care, end treatment, or resort to alternative healing systems (Kleinman et al., 

1978). Finally, the obesity literature has demonstrated that parental involvement in 

their child‟s weight management treatment produces greater changes in percentage 

overweight (Lansky & Vance, 1983) and better maintenance effects for children 

(Epstein et al., 1990). Therefore, it is likely that the majority of treatment programs for 

children will ask parents to be involved in one way or another in their child‟s 

treatment (e.g., modeling appropriate eating and exercise behaviors). If parents do not 

find these treatment procedures acceptable for themselves and their children, they may 

be less likely to comply with treatment and not allow the child to obtain the full 

benefits of the program.   
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CHAPTER III  

LIMITATIONS OF PREVIOUS RESEARCH 

 There are several limitations of the current literature that warrant further 

discussion. First, there is a paucity of literature that integrates social validity 

assessments in childhood obesity research (e.g., Blom-Hoffman, 2008; Duffy & 

Spence, 1993; Edwards et al., 2006; McGrath-Davis et al., 2011; Rosnov, 2009; Thaw, 

2003). As has been reviewed, social validity assessments can provide information 

about consumers‟ perceived importance and acceptability of the goals and procedures 

of pediatric obesity treatments. Having this information can help providers select 

treatments that are more likely to improve patient‟s initiation and adherence to 

treatment. Thus, one of the aims of this study was to evaluate consumers‟ perceived 

importance and acceptability of various weight management treatments for children. 

Second, Hardus et al., (2003) found that parents identified environmental factors as 

more important causes of obesity compared to non-parents. A limitation of that study 

was that it was a community sample of adults who were randomly selected to 

complete a survey in a shopping mall, and the weight status of their children was not 

reported. Therefore, it is unknown how many of the participants‟ children were at a 

healthy weight, overweight, or obese. It may be possible that parents‟ perception of 

the causes and treatments of obesity could be influenced by the weight status of their 

child.  As such, the current study aimed to address this limitation by collecting height 

and weight information for the parents‟ target child to allow for computation of the 

child‟s BMI and overall weight status.  Third, current pediatric obesity studies have 

included treatment acceptability ratings for behavioral-based treatments and more 
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invasive medical treatments (e.g., gastric banding, medication, gene therapy) but not 

for treatments addressing psychosocial stressors (e.g., cognitive-behavioral). For 

example, in one of Thaw‟s case descriptions, she indicated that obese children may get 

teased, have low self-esteem, and/or have problems making friends.  However, none 

of the treatment descriptions that were given acceptability ratings addressed these 

psychological stressors. Because no studies have examined consumers‟ perceived 

importance and acceptability of cognitive-only or cognitive-behavioral treatments for 

childhood obesity, limited conclusions can be drawn about how social validity ratings 

of behavior-only treatments compare to other types of treatments (e.g., cognitive-

behavioral, cognitive-only). Therefore, the present study addressed this limitation by 

giving health care providers and parents the option of also providing social validity 

ratings for treatments that include cognitive-only and cognitive-behavioral techniques 

(in addition to behavior-only techniques) to further our general understanding about 

the perceived importance and acceptability of these treatments for overweight 

children.  Fourth, pediatric obesity studies that have incorporated social validity 

assessments have only looked at specific techniques within a treatment (e.g., 

behavioral techniques) but did not gather social validity ratings for the overall 

treatment (e.g., Thaw). This study addressed this limitation by having parents and 

health care providers rate how important specific weight management techniques are 

to the treatment of childhood obesity and by also asking them to rate how acceptable 

they find behavior-only, cognitive-only, and cognitive-behavioral treatments. Finally, 

studies that have incorporated cognitive components in behavioral obesity treatments 

(Braet & Van Winckel, 2000; Brownell et al., 1983; Coates & Thoresen, 1981; Duffy 
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& Spence, 1993; Van den Akker et al., 2007) have not reported information about the 

psychosocial well-being of the overweight children. It may be that cognitive-

behavioral treatments may produce better treatment effects compared to behavioral-

only treatments for overweight children who are experiencing psychosocial stressors. 

The current study took a step towards addressing this limitation in the literature by 

having parents and health care providers rate how acceptable they found behavior-

only, cognitive-behavioral, and cognitive-only weight management treatments for a 

child who is described as having weight problems only and a child who is described as 

having both weight and psychosocial problems.  
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CHAPTER IV 

PURPOSE 

The purpose of the current study was to examine the level of agreement 

between health care providers and parents about the causes of and treatments for 

pediatric obesity. First, this study examined the specific factors that parents and health 

care providers attribute to causing pediatric obesity. Second, the study examined 

which weight management techniques medical and mental health care providers 

recommend for the treatment of pediatric obesity, and the techniques that parents 

would perceive as helpful for weight management treatment.  To date, few studies 

have examined the acceptability of weight management treatments by health care 

providers and/or consumers of treatment (e.g., parents). Furthermore, because children 

must rely on their parents in several ways during the weight loss process and because 

parents are the ones who initially decide to seek treatment, it is important for parents 

to rate how acceptable they find weight management treatments for their own children. 

Therefore, the third aim of this study was for medical health care providers, mental 

health care providers, and parents to rate how acceptable they found behavior-only, 

cognitive-only, and cognitive-behavioral weight management treatments.  The 

following research questions and hypotheses were proposed to further our knowledge 

about the social importance and acceptability of weight management techniques and 

treatments among medical health care providers, mental health care providers, and 

parents.  
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Research Question 1  

 To what do health care (e.g., medical and mental) providers and parents 

attribute childhood obesity?  

 Hypothesis 1. Health care providers and parents will differ in the perceived 

contributors or causes of pediatric obesity. Specifically:   

 H1a. Parents will attribute their child‟s overweight status to environmental 

factors more than health care providers.   

 H1b. Health care providers will attribute the child‟s overweight status to 

family-related variables more than parents.  

Research question 1 and related hypotheses were intended to examine if differences 

existed between parents‟ and health care providers‟ perceived causes of pediatric 

obesity. One study found that a community sample of adults rated parental 

responsibility and overconsumption of unhealthy foods as some of the major causes of 

obesity, but compared to non-parents, parents identified environmental factors such as 

modern technology, the media, and the physical activity environment as more 

important causes of obesity (Hardus et al., 2003). This study examined if the findings 

by Hardus et al. about the causes of childhood obesity generalized to parents of 

Caucasian, Hispanic, and African-American school-aged children of various weight 

statuses.  Furthermore, the literature on pediatric obesity suggests that both medical 

and mental health care providers recognize the significance of the child‟s immediate 

home environment in the development and treatment of obesity (Berkowitz & 

Stunkard, 2002; Davis et al., 2007; Epstein et al., 1990; Golan & Crow, 2004a; Panzer, 

2006). Medical and mental health care providers perceive parents as the agents of 
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change in a child‟s life because they serve as role models and as an authority figure for 

what children do and eat at home (Golan & Crow). In support of this argument, 

similarities have been found in obesity promoting behaviors among parents and 

children (Davison & Campbell, 2005; Strauss, 1999). Therefore, it was hypothesized 

that both medical and mental health care providers would attribute a child‟s 

overweight status to family-related variables more than parents. Research question 1 

aimed to help identify any discrepancies that may exist between parents and health 

care providers on the perceived causes of childhood obesity. Sahakian (1983) suggests 

that treatments should be tailored according to the identified cause of obesity. Thus, if 

discrepancies exist in the perceived causes of childhood obesity between parents and 

health care providers, this can create disagreement in the definition of treatment goals 

and problems with adherence to treatment procedures (Kleinman et al., 1978). 

Therefore, having knowledge about any discrepancies that exist in the perceived 

causes of obesity can help modify treatment goals and/or procedures, lead providers to 

educate parents about other possible causes of obesity, or help providers prepare for 

any potential problems that may arise during the course of treatment. 

Research Question 2 

 Is there agreement between parents and health care providers on treatment 

recommendations for weight management? 

 Hypothesis 2. Medical health care providers, mental health care providers, and 

parents will differ in the recommendations they make or find useful for weight 

management treatment. Specifically:  
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 H2a. Medical health care providers will be more willing to recommend 

techniques that target behavior-only compared to mental health care providers.  

 H2b. Mental health care providers will be more willing to recommend 

cognitive-behavioral techniques compared to medical health care providers.  

 H2c. Parents will rate behavior-only techniques as more helpful than 

cognitive-behavioral techniques for weight management.  

As previously stated, there seems to be agreement between medical and mental health 

providers on the role that the family environment plays in the development of 

childhood obesity. However, disagreement appears to exist on the specific treatment 

components that medical and mental health care providers perceive to be important in 

the treatment of childhood obesity (Jelalian et al., 2003; Panzer, 2006; Story et al., 

2002). For example, one study reported that for medical health care providers, the 

most frequently used approach to treat childhood obesity was the recommendation to 

exercise, whereas one of the least used treatment approaches was referral to a 

psychologist. In contrast, Panzer proposed that a mental health provider‟s training in 

cognitive-behavioral techniques was better suited to treat children with dual diagnoses 

(e.g., overweight and psychological problem) and to address problems related to the 

family environment that could be contributing to the problem of obesity. To date, no 

studies have been found to compare medical and mental health providers‟ treatment 

recommendations for pediatric obesity. Therefore, research question 2 and related 

hypotheses aimed to help provide support for what is already suggested in the 

literature related to discrepancies between medical and mental health care providers‟ 

treatment recommendations. Specifically, it was hypothesized that medical health care 
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providers would be more willing to recommend behavior-only techniques compared to 

mental health care providers, and that in turn, mental health care providers would be 

more willing to recommend cognitive-behavioral techniques compared to medical 

health care providers.  

Moreover, parents were also asked to rate the techniques that they would find 

helpful for weight management treatment. Because instrumental goals are usually 

defined by the professional (Foster & Mash, 1999), research question 2 also helped 

examine if there were any discrepancies between parents and health care providers 

about the instrumental goals that can be used for weight management treatment. 

Having this information is valuable for treatment purposes because if disagreement 

exists between parents and providers on the procedures that will be used for the child‟s 

weight management treatment, health care providers can educate parents about the 

possible benefits that other techniques can provide to the child‟s treatment. As noted 

by Thaw (2003), behavioral techniques such as changes in eating and exercise are 

commonly part of commercial weight-loss programs that are often advertised. As 

such, changes in eating and physical activity are what the public typically expects to 

target in weight management treatment (Thaw). Therefore, because Kazdin (1980) 

indicates that acceptability ratings can be influenced by a consumer‟s expectations of 

what the treatments should be like, it was hypothesized that parents will rate behavior-

only techniques as more helpful than cognitive-behavioral techniques for weight 

management because these techniques are likely to be more consistent with what 

parents expect their child should receive in treatment.    
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Research Question 3  

 Will treatment acceptability be influenced by the treatment‟s evaluator and by 

the child‟s presenting problem? 

 Hypothesis 3. Medical health care providers will rate the behavior-only 

treatment as more acceptable than the cognitive-behavioral treatment for the child 

described as having only weight problems.  

 Hypothesis 4. Mental health care providers will rate the cognitive-behavioral 

treatment as more acceptable than the cognitive-only treatment for the child described 

as having only weight problems.  

 Hypothesis 5. Parents will rate the behavior-only treatment as more acceptable 

than the cognitive-behavioral treatment for the child described as having only weight 

problems. 

 Hypothesis 6. Medical health care providers will rate the behavior-only 

treatment as more acceptable than the cognitive-behavioral treatment for the child 

described as having weight and psychosocial problems.  

 Hypothesis 7. Mental health care providers will rate the cognitive-behavioral 

treatment as more acceptable than the behavior-only treatment for the child described 

as having weight and psychosocial problems.  

 Hypothesis 8. Parents will rate the behavior-only treatment as more acceptable 

than the cognitive-behavioral treatment for the child described as having weight and 

psychosocial problems. 

Research question 3 aimed to examine differences in acceptability of various weight 

management treatments for different presenting problems between parents and health 
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care providers. To date, few studies have included acceptability ratings for pediatric 

obesity treatment components (e.g., Blom-Hoffman, 2008; Duffy & Spence, 1993; 

Edwards et al., 2006; McGrath-Davis et al., 2011; Rosnov, 2009; Thaw, 2003). 

Therefore, this study addressed this limitation in the literature by asking parents and 

health care providers to rate the acceptability of behavior-only, cognitive-behavioral, 

and cognitive-only treatments for pediatric obesity. Moreover, one study found that 

medical health care providers suggested exercise programs, spoke to families directly, 

or suggested commercial weight loss programs (e.g., Weight Watchers) before making 

a recommendation to a psychologist to treat pediatric obesity (Jelalian et al., 2003). 

This suggests that medical providers may not consider psychosocial interventions to 

be as acceptable as behavioral interventions in the treatment of childhood obesity. 

Therefore, it was hypothesized that medical health care providers would rate the 

behavior-only treatment as more acceptable than the cognitive-behavioral treatment 

for all children, regardless of the child‟s presenting problems (e.g., the child described 

as having only weight problems and for the child having both weight and psychosocial 

problems).  

According to Expert Committee Recommendations, overweight children with 

psychological comorbidities (e.g., depression) should receive mental health treatment 

or otherwise their participation in a weight management program could be ineffective 

(Barlow & Dietz, 1998). Similarly, Sahakian (1983) argues that treatment programs 

for childhood obesity should be based on the individual needs of the patient. Panzer 

(2006) proposes that children who are overweight or obese but have no medical, 

psychosocial, or family-related problems should receive different treatment when 
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compared to children who are overweight or obese and are also experiencing medical, 

psychosocial, developmental, academic, and family-related problems. Still, all of the 

treatments proposed by Panzer for these children include cognitive-behavioral 

components that are tailored to the degree of the child‟s presenting problem(s). 

According to Panzer, “because of the duration and effort required [from children in 

obesity treatments], it is necessary to use behavior modification and cognitive therapy 

techniques to support weight reduction and maintenance” (p.537). Therefore, it was 

hypothesized that mental health care providers would rate the cognitive-behavioral 

treatment as more acceptable than the cognitive-only treatment for the child described 

as having only weight problems. It was also hypothesized that mental health care 

providers would rate the cognitive-behavioral treatment as more acceptable than the 

behavior-only treatment for the child described as having both weight and 

psychosocial problems.  

 Finally, given that parents have reported high acceptability of behavioral 

treatments for obesity (Rosnov, 2009; Thaw, 2003), and because behavioral changes 

are what many people expect from weight management treatments, it was 

hypothesized that overall, parents would rate the behavior-only treatment as more 

acceptable than the cognitive-behavioral treatment for both case descriptions. Among 

other benefits, assessing the acceptability of different weight management treatments 

can help health care providers choose the components that may increase the parent‟s 

initiation and/or adherence to treatment (Kazdin, 1980; Kazdin et al., 1981). It can also 

help health care providers choose from different treatments that have produced similar 

results based on the parent‟s preferences (Kazdin).  
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CHAPTER V 

METHOD 

Participants 

An a-priori power analysis estimate was conducted to determine the number of 

subjects needed to detect any potential significant differences. The power analysis 

estimate indicated that in order to obtain sufficient power (.80) using a medium effect 

size (ω= .80) and setting alpha at α = .05, a minimum of 156 participants (52 subjects 

per group) were needed to confidently interpret the results of this study (Cohen, 1992). 

Participants were divided into three groups: parents, medical health care providers, 

and mental health care providers.  

Parents. A total of 101 parents were eligible to participate for the current 

study; however, 36 (35.64%) parents did not participate due to various reasons (e.g., 

not interested, lack of time, missed appointments). Sixty-five (64.36%) parents 

completed the study, but one parent was excluded from main analysis because 

questionnaires were completed incorrectly. Therefore, the total sample included the 64 

parents who completed all study materials. Of those, 9 parents (14%) were recruited 

from an obesity treatment clinic and 55 (86%) were recruited from the community. 

For the purpose of this study, the term parent was used to refer to the child‟s biological 

parent, the child‟s step-parent, or the child‟s primary caregiver. Parents in the clinical 

sample who participated in this study had a child between the age of 7 and 12 who was 

referred for or was seeking weight management treatment for an overweight child. 

Parents of children between the ages of 7 and 12 that belonged to the ethnic groups 

(e.g., Caucasian, African-American, Hispanic/Latino) identified by the CDC as having 
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highest prevalence rates of overweight and obesity (Ogden & Carroll, 2010) were 

recruited from the community.  Parents who had previously received weight 

management treatment for the target child were excluded from this study (n=1). 

Parents who had more than one child who qualified for the study were asked to choose 

one target child when answering questionnaires.  

Fifty-six mothers (87.5%) and eight fathers (12.5%) participated in this study. 

Their mean age was 34.45 (SD = 6.63). Eighty-three percent (n = 54) of parents 

completed study materials in English and 17% (n = 10) of parents completed the 

questionnaires in Spanish. Fifty-seven percent (n = 37) of parents were married and 

parents reported having an average of 3.1 (SD = 1.36) children. Approximately 60% (n 

= 34) of parents reported a household income at or below $30,000. Please refer to 

Table 1 for additional parent demographic information. Parents who participated in 

this study were compensated with a maximum of $10 regardless of how long they took 

to complete the study materials. Parents who chose to or were not able to finish the 

study materials were compensated according to the time they participated in the study.  

Health care providers. Only health care providers who reported at least 

“sometimes” (rating of four or higher on a 7-point Likert scale) working with children 

and/or families were included in the study; those who reported “rarely,” “very rarely,” 

or “never” working with children and/or families were excluded from the study (n = 

7).  One hundred and forty-one (95.3%) of health care providers who started the study 

materials (but not necessarily completed) rated working with families at least 

“sometimes.”  Nearly 65% (n = 74) of providers who completed the study reported 
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“always” working with children and/or families. Providers reported working at both 

inpatient (36.8%) and outpatient (74.6%) treatment settings.  

Sixty-five medical health care providers started the study materials. Of those, 

13 (20%) started but did not complete the study materials and were excluded from the 

main analyses. Of the 52 (80%) medical providers who completed the study materials, 

two were also excluded from the main analyses because the degree-type reported by 

participants was not appropriate for inclusion into this group.  Therefore, only 50 

medical providers were included in the main analysis. For the purpose of this study, 

medical health care providers consisted of pediatricians, physicians with pediatric 

specialties, and pediatric residents (e.g., MD), registered and licensed dietitians (e.g., 

LD, RD), and pediatric and school nurses (e.g., BSN, RN). Mean age for medical 

health care providers was 44.38 (SD = 13.28).  Medical health care providers reported 

an average of 14.47 (SD = 12.79) years in practice.  

A total of 83 mental health care providers started the study materials. Of those, 

18 (21.7%) started but did not complete the study materials and were excluded from 

the main analysis. The 65 (78.3%) mental health care providers who completed study 

materials were included in the main analysis. Mental health care providers included 

(but were not limited to) clinical, child, pediatric, and health psychologists (e.g., 

Ph.D., Psy.D.) and graduate and master level mental health care providers (e.g., M.A., 

M.S., LMSW). Their mean age was 37.48 (SD = 10.54). Mental health care providers 

reported an average of 8.64 (SD = 9.44) years in practice. Please refer to Table 2 for 

additional demographic information for medical and mental health care providers.   

 



Texas Tech University, Rocio I. Villarreal, August 2011 

 

43 

Materials 

All parent materials were provided in English and Spanish to accommodate the 

linguistic diversity of families living in West Texas. Parents only had the option of 

answering the questionnaires using a paper-pencil version. The highest reading level 

for parent questionnaires was at the 6
th

 grade reading level. Parent study materials 

were estimated to take 30 minutes to complete. Questionnaires were only administered 

in an online format for health care providers. Recruitment of health care providers 

occurred at the local, state, and national levels. Materials were only available in 

English for health care providers and were estimated to take 25 minutes to complete.   

 Parent demographic questionnaire. Parents completed a short demographic 

questionnaire that asked about their age, gender, relationship status, ethnicity, 

education, occupation, and income level. They were also asked to include information 

about the target child, including their relationship to the child, current living situation, 

the child's gender, date of birth, ethnicity, grade in school, and estimated height and 

weight. It also asked parents to rate how concerned they were about their child's 

weight and to indicate what they would have liked for their child's ideal weight to be. 

Attempts were made to verify the height and weight information of the child by using 

the measurements collected at the providers' office during the child's visit or by having 

researchers measure the child‟s height and weight using a stadiometer and scale, 

respectively. When it was not possible to verify the child‟s height and weight through 

one of these methods, parents were asked to provide the best estimate of their child‟s 

current height and weight. Following guidelines from the CDC‟s (2000) BMI-for-age 

charts, 27 (42.9%) children were classified as obese, 16 (25.4%) were overweight, 17 
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(27%) were at a healthy weight, and 3 (4.8%) were underweight. Please refer to Table 

3 for a summary of child‟s height, weight, and BMI information. Refer to Appendix B 

for a copy of the parent demographic questionnaire.  

 Health care provider demographic questionnaire. Health care providers 

completed a short demographic questionnaire that asked about their gender, age, 

relationship status, number of children, ethnicity, degree type (e.g., Ph.D., M.D, 

M.A.), their area of specialty (e.g., child psychology, pediatrics, etc.), and number of 

years in practice.  Providers were asked to indicate the extent that they worked with 

children and families using a 7-point Likert-type scale that ranged from never to 

always. Providers that rated working with children “rarely” or less were excluded from 

this study. Information about their place of employment (e.g., private practice, 

university setting) and the type of treatment setting (e.g., inpatient versus outpatient) 

was also gathered. Please refer to Appendix C for a copy of the health care provider 

demographic questionnaire.  

 Beliefs About the Causes of Childhood Obesity Questionnaire. This 20-

item questionnaire was developed for the purpose of this study based on Yeh and 

Hough's (2005) Beliefs About the Causes of Child Problems questionnaire. Four belief 

categories (5 items each) were created based on what the obesity literature has 

identified as the most common causes/contributors of pediatric obesity: individual, 

family, environmental and socio-cultural factors (please see Table 4). Parents were 

asked to answer to the stem question "Please indicate how much you believe that your 

child's weight problem is due, at least in part by the following:" using a 7-point Likert 

scale that ranges from 1 (definitely not) to 7 (definitely yes). Parents were asked to 
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consider their own child when answering all questions.  Parents who reported no 

current weight problems with their child were instructed to answer this questionnaire 

thinking that if their child had any weight problems, “how much would you believe 

that your child‟s potential weight problems would be due, at least in part by the 

following…”  Health care providers were asked to answer to the same stem question 

but were asked to consider their average pediatric patient seeking weight management 

treatment when answering this questionnaire. At the end of the questionnaire, parents 

and health care providers were asked to list the top 3 factors that they thought 

contributed the most to a child‟s overweight problems.  The overall reliability for this 

measure was good to excellent for parents (α = .90) and for health care providers (α = 

.84). Please refer to Table 5 for additional information on reliability coefficients for 

this measure. A pilot study was conducted to determine the validity of the four belief 

categories that were proposed for the Beliefs About the Causes of Childhood Obesity 

Questionnaire. The overall reliability for this measure was also good for pilot study 

participants (α = .88). Please refer to the results section of this paper for information 

about the pilot study findings. Refer to Appendix D for a copy of this questionnaire for 

parents and health care providers.  

 Treatment Techniques Importance Scale. This scale was developed for the 

purpose of this study. Parents and health care providers were provided with a list of 18 

different weight management techniques (6 cognitive-only, 6 behavior-only, 6 

cognitive-behavioral). Please refer to Table 6 for the individual items for each 

subscale. The items for this scale were derived from or developed based on the 

treatment literature that was reviewed for this study and from psychology treatment 
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textbooks that were reviewed for the purpose of developing the scale. Parents were 

asked to rate how helpful they thought each technique would be for their family using 

a 7-point Likert scale that ranged from 1 (definitely not) to 7 (definitely yes). Using the 

same scale, health care providers were asked to rate the extent that they would 

recommend each technique to their typical patient seeking weight management 

treatment. The order of the techniques was randomized in the scale. To score, the 

ratings for each of the treatment category techniques (behavior-only, cognitive-only, 

cognitive-behavioral) were added to create a parent's perceived helpfulness score or a 

health care providers‟ recommendation score for each of the three categories. The 

overall reliability for this measure was excellent for parents (α = .92) and for health 

care providers (α = .92). Table 5 provides additional information on reliability 

coefficients for this measure. Please refer to Appendix E for a copy of this 

questionnaire.  

 Treatment Evaluation Inventory- Short Form (TEI-SF; Kelley, Heffer, 

Gresham, & Elliot, 1989). This scale was administered to parents and health care 

providers to measure their acceptability of various weight management treatments. 

The TEI-SF is a modified version of Kazdin's (1980) TEI that takes less time to 

administer (slightly over 2 minutes) and is lower in reading difficulty (Kelley et al.). 

The TEI-SF consists of 9 items that measures the rater's perceived acceptability, 

effectiveness, and overall reaction to a treatment using a 5-point-Likert scale ranging 

from 1 (strongly disagree) to 5 (strongly agree). Scores range from 9 to 45, with 

higher scores indicating more acceptability of the treatment; a score of 27 reflects 

moderate acceptability. This study used Thaw's (2003) slightly modified version of the 
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TEI-SF that was specific to obesity-related problems, and was further modified to be 

answered by parents and health care providers about the child described in a vignette. 

Parents were asked to rate how similar they thought the child described in a vignette 

was to their child and how similar their child was to the typical overweight child. 

Health care providers were also asked to rate how similar the child in the vignette was 

to children they saw in their practice and how similar the child in the vignette was to 

the typical overweight child. Table 5 lists information on the reliability coefficients for 

this measure. Please refer to Appendix F for a copy of this questionnaire.  

 Vignettes. Two different vignettes were presented for research question three. 

One vignette described a child that only had overweight problems (OW) and the 

other vignette described a child that had overweight plus psychosocial problems 

(OW+PS). Parents and health care providers received the two case vignettes 

(Appendix G). After reading each vignette, parents and health care providers were 

presented with three different treatments (behavior-only, cognitive-only, and 

cognitive-behavioral) that could be used to treat the child's problem (Appendix H). 

The vignettes and treatments were presented in random order to control for order 

effects. All respondents were asked to evaluate the acceptability of the three different 

treatments using the TEI-SF for each of the vignettes. The gender of the vignette that 

health care providers received was randomized. Parents received case vignettes that 

were matched to the gender of their child.  Parents were asked to rate how similar the 

child in the vignette was to their own child and to the typical overweight child. Health 

care providers were asked to rate how similar the child in the vignette was to children 

they saw in their practice and also to the typical overweight child. 
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 Childhood Obesity – Your Views? (Hardus et al., 2003). This questionnaire 

was developed for the study Public Perceptions of the Causes and Prevention of 

Obesity Among Primary School Children by Hardus and colleagues. Twenty-five 

items of this questionnaire asked about the public‟s perception of the causes of 

childhood obesity while the rest of the questionnaire asked for the respondent‟s 

demographic information and about different strategies for the prevention of 

childhood obesity. It was designed to be completed in 5 to 10 minutes. Pilot studies 

were conducted with this questionnaire by the study authors prior to administration. 

Only the 25-items asking about the causes of childhood obesity were used for the 

purpose of the current study. For each item, parents and health care providers were 

asked to answer to the stem question, “In your view how important are each of the 

following as causes of obesity in primary school children?” Possible response choices 

included “not,” “quite,” “very,” and “extremely” important. A factor analysis of these 

items conducted by Hardus et al. revealed seven factors with good internal reliability. 

These factors included parental responsibility (α = 0.85), modern technology and 

media (α = 0.78), overconsumption of food (α = 0.74), children‟s lack of knowledge 

and motivation (α = 0.72), physical activity environment (α = 0.86), lack of healthy 

food (α = 0.79), and lack of physical activity (α = 0.63). Please refer to Appendix I for 

a copy of this questionnaire.  

Procedures 

 The current study was approved by the Texas Tech University Health Sciences 

Center Institutional Review Board (IRB).  Data collection and study procedures were 

in accordance with the American Psychological Association‟s (APA) Code of Ethics.  
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 Pilot study. A pilot study was conducted to determine the validity of the four 

belief categories that were proposed for the Beliefs About the Causes of Childhood 

Obesity Questionnaire. Participants involved the Texas Tech University Department 

of Psychology human participant pool consisting of undergraduate students enrolled in 

the introductory psychology course (PSY 1300) during the Fall 2009 school semester. 

Undergraduate students were recruited through the Experimetrix scheduling system 

program. Interested students were asked to click on an online link that directed them to 

the online study questionnaires.  Participants were asked to complete a short 

demographic questionnaire, the Beliefs About the Causes of Childhood Obesity 

Questionnaire, and the Childhood Obesity – Your Views? questionnaire (Hardus et al., 

2003). Materials were only available in English.  A total of 344 students participated 

in the study but 2 subjects did not complete all study materials. Participant mean age 

was 19.07 years (SD = 2.62).  Please refer to Table 7 for additional demographic 

information of pilot study participants.   

Principal study. Parents were recruited from an obesity treatment clinic, a 

community health clinic, various community events targeting families, and through 

referrals made by subjects who had already participated in the study. At the obesity 

clinic, parents were mailed a letter reminding them of their child‟s first appointment 

(Appendix J). This letter also included an information flyer about the study and asked 

interested parents to contact the study investigator (Appendix K). Health care 

providers also had the option of directly handing out the flyers or directly providing 

information about the study to eligible participants. Parents who contacted the 

investigator by phone were given the option of having the assessments mailed to them, 
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having a research assistant deliver the materials to their home (if they lived in the 

Lubbock vicinity), or coming in 30 minutes before their child‟s appointment to 

complete the study materials in the waiting room. Parents who had the study materials 

mailed to them received a follow-up phone call within a week after the materials were 

mailed to them (to allow for delivery of the documents). A researcher discussed and 

thoroughly explained the consent form to the parent over the phone and answered any 

questions the parent had before signing the consent form (Appendix L). Parents who 

returned their assessments by mail or in person to the research assistant prior to their 

child‟s appointment time were given the option of receiving a brief report of their 

responses and also allowing their health care providers to obtain a copy of this 

document during their child‟s initial visit. Parents also had the option of bringing the 

study materials to their child‟s appointment (with the understanding that a brief 

summary report was not going to be available to them at his time). Parents who 

returned the study materials the day of their child‟s first appointment or who 

participated the same day as their child‟s appointment had the option of receiving the 

summary report on their child‟s next appointment. The report summarized the 

variables that parents perceived to contribute to their child‟s weight problems, weight 

management techniques that they perceived helpful for their family, and the treatment 

modality that they found most acceptable for the treatment of a child with only weight 

problems and a child with overweight and psychosocial problems.  

Health care support staff (e.g., receptionists) at the obesity treatment clinic 

were also asked to provide eligible parents with a flyer to inform and/or remind 

parents about the study when they checked-in for their child‟s appointment. A 
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graduate student or a trained research assistant was present at the obesity clinic to 

recruit eligible participants (following the recruitment script, see Appendix M), to 

provide more information about the study, and to distribute the study materials. 

Parents were asked to complete the study materials before or after seeing their health 

care provider, depending on the child‟s appointment time and to avoid disruptions in 

the clinic schedule. Interested parents were informed that completing the study 

materials would take approximately 30 minutes to help them decide if they wanted to 

participate. Research assistants and/or graduate students were available to answer any 

questions parents had about the consent form or study materials.  

At the community health clinic, recruitment was conducted person-to-person 

following the recruitment script and by posting the recruitment flyer in the clinic‟s 

waiting room. Interested parents were given the option of completing study materials 

before or after their clinic appointment. Parents also had the option of scheduling an 

appointment to meet with the research investigator at a later time to complete study 

materials.  As in the obesity treatment clinic, interested parents were informed of the 

study materials‟ estimated completion time and that a research investigator would be 

available to answer any questions about the consent form or study materials. Parents 

who requested a summary of their responses were informed that they would receive 

the summary by mail.  

Finally, parents recruited at local community events were approached and 

given a description of the study (following the recruitment script) and a copy of the 

recruitment flyer.  Interested parents were given the option of completing the 

questionnaires during the event or of scheduling an appointment at their home or at 
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Texas Tech University. Parents were also given the option of receiving a summary of 

their responses and also having a summary mailed to their child‟s health care provider. 

To verify parents‟ accuracy of the reported height and weight of their child, parents 

recruited at community events were asked for verbal consent to measure the height 

and weight of their child (if the child was present). Researchers used the Health-O-

Meter Professional High Capacity Dial Scale (item HAP402-95) to measure the 

weight of the child, and the Seca 214 Portable Stadiometer to measure their height.  

Measurements were taken by trained graduate students and/or research assistants to 

ensure reliability. The scale was calibrated before measuring the weight of each child. 

To assure that measurement procedures were standardized, all children were asked to 

remove their shoes and to stand in the same place on the scale and stadiometer when 

their height and weight were measured; efforts were made to place the scale and 

stadiometer on a hard-surface floor when measuring the child. Height was measured in 

inches (to the nearest eighth) and weight was measured in pounds. 

 Health care providers were recruited through an online survey engine (i.e., 

Qualtrics) from local, state, and national organizations and membership listservs of 

various specialties in the medical and mental health fields (e.g., see Appendix N for a 

list of sites contacted). Study materials were only available in electronic format for 

health care providers. An e-mail request (see Appendix O) with the study details and a 

link to the online questionnaires was sent to the appropriate contact person within the 

organizations (e.g., president, department director, communication director, etc.) to be 

distributed to their members. When possible, a recruitment e-mail was sent directly to 

health care providers on listservs. Health care providers who participated in the study 
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had the option of having their name entered into a drawing to win one of two 

$50 donations to the charity of their choice. Winners selected to have donations made 

to the American Red Cross and the Juvenile Diabetes Research Foundation.  
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Table 1 

 

Parent Demographic Information 

 

 N % 

Gender   

     Female 56 87.5 

     Male 8 12.5 

   

Relationship to child   

Mother 54 83.1 

Father 3 12.3 

Step-parent 1 1.5 

Grandparent 2 3 

   

Ethnicity   

Caucasian/  

Non-Hispanic 

17 26.6 

Hispanic/Latino 38 59.4 

African-American 9 14.1 

      

Relationship Status   

  Single 9 14.3 

  Married 37 58.7 

Divorced 9 14.3 

Widowed 2 3.2 

Separated 3 4.8 

Partnered 3 4.8 

   

Parent Education   

Elementary 1 1.6 

Some junior high   2 3.2 

Junior high 3 4.8 

Some high school 9 14.3 

Completed HS/GED 12 19.0 

Some college 27 42.9 

Bachelor‟s degree 5 7.9 

Graduate degree 4 6.3 

   

Household Income   

< $15,000 15 26.8 

$15,001 – 30,000 19 33.9 

$30,001 – 45,000 12 21.4 

$45,001 – 60,000 6 10.7 

>$60,001  4 7.1 
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Table 2 

 

Health Care Provider Demographic Information 

 

 Medical Providers  Mental Health 

Providers 

 N %  N % 

Gender      

     Female 46 92.0  55 84.6 

     Male 4 8.0  10 15.4 

      

Ethnicity      

Caucasian/ Non-Hispanic 36 72.0  57 87.7 

Hispanic/Latino 7 14.0  4 6.2 

African-American 2 4.0  0 0 

Asian-American    0 0  1 1.5 

Native-Ame/Ame Indian 0 0  1 1.5 

Biracial 1 2.0  1 1.5 

Other 2 4.0  1 1.5 

Prefer not to answer 2 4.0  0 0 

      

Relationship Status      

  Single 9 18.0  22 33.8 

  Married 35 70.0  36 55.4 

Divorced 4 8.0  3 4.6 

Widowed 2 4.0  1 1.5 

Separated 0 0  0 0 

Partnered 0 0  3 4.6 

      

Employment Agency      

Private General Hospital 8 16.0  18 28.1 

Child/Adol Psychiatry 0 0.0  6 9.4 

Pediatric Clinic 3 6.0  14 21.9 

Comm Mental Hlth Ctr 0 0.0  1 1.6 

Consortium 0 0.0  1 1.6 

Med School/University 3 6.0  29 45.3 

Private Clinic 1 2.0  8 12.5 

Psychology Dept 0 0.0  5 7.8 

School District 28 56.0  1 1.6 

State/County/Other 

Public Hospital 

6 12.0  6 9.4 

Other 6 12.0  12 18.8 

      

      

      



Texas Tech University, Rocio I. Villarreal, August 2011 

 

56 

Table 2 (cont.) 

 

     

 Medical Providers  Mental Health 

Providers 

 N %  N % 

Treatment Setting      

Inpatient 14 28.0  28 43.8 

Outpatient 25 50.0  60 93.8 

Other 24 48.0  5 7.8 

      

Profession      

Medical Doctors  12 24    

Nurses 30 60    

Dietitians  8 16    

      

Psychologists      

Ph.D.    48 73.8 

Psy.D.    8 12.3 

Master - Level Mental 

Health Providers 

   9 13.8 
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Table 3 

  

Descriptive Information of Child’s Height, Weight, and Body Mass Index 

Measurements 

 

 Mean SD Minimum Maximum 

Weight 101.97 49.42 39.80 309.76 

Height 54.94 5.69 41.00 68.00 

BMI 22.78 7.25 13.22 50.45 

Note. Weight was measured to the nearest pound; height was measured in inches to the 

nearest 1/8; BMI = Body Mass Index 
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Table 4 

 

Subscale Items for the Beliefs about the Causes of Childhood Obesity Questionnaire 

 

Item   Individual Subscale 

1  My child not liking to exercise. My child not being interested in exercising. 

8  My child choosing to eat oversized servings of food. My child choosing to 

eat high calorie meals. My child choosing to eat too much junk food. 

11  My child overeating or eating junk food when he/she is stressed. 

15  My child choosing to watch television too much. My child choosing to 

play videogames too much. My child choosing to be on the computer too 

much. 

19  My child not liking healthy foods. Examples are fruits and vegetables. 

  Family Subscale 

3  Allowing my child to eat too much junk food. Examples are sodas, chips, 

and candy. 

7  Buying unhealthy foods for my child like candy, sodas, and chips. 

10  My weight or the weight of other family members (family genes). 

14  Family members overeating in front of my child. Family members eating 

junk food in front of my child.                

16  Not being physically active with my child. 

  Environmental Subscale 

4  Not having enough safe places where my child and I can exercise or play 

outside. Examples are parks and gyms. 

9  Having too many fast-food restaurants that are easy to get to. 

12  The food choices available at school. Examples are foods in the cafeteria, 

snack bar, or vending machines. 

18  The unhealthy foods advertised on television.  Examples are candy, chips, 

and sodas.               

20  Schools cutting back on physical education (P.E.) classes. 

  Socio-Cultural Subscale 

2  My child‟s culture being more accepting of bigger body sizes. 

5  Other children eating unhealthy foods like ice-cream or chips in front of 

my child.    

6  Traditional unhealthy foods that are part of my child‟s culture. Examples 

are tortillas or fried foods. 

13  Traditions that are part of my child‟s ethnic heritage. For example, using 

food for celebration. 

17  My child being made fun of by other children because of his/her weight. 

My child being treated differently by other children because of his/her 

weight. 

Note. Items for the parent version of the Beliefs about the Causes of Childhood 

Obesity Questionnaire are listed above. The equivalent subscale items were used for 

the health care provider version of the questionnaire.  
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Table 5 

 

Reliability Coefficients for Study Questionnaires 

 

Scale(s) Parents Health Care Providers 

Beliefs Questionnaire   

Entire scale .90 .84 

Individual subscale .76 .60 

Family subscale .75 .78 

Environmental subscale .61 .60 

Socio-cultural subscale .75 .64 

   

TTIS   

Entire scale .92 .92 

CBT subscale .77 .83 

Behavior subscale .77 .87 

Cognitive subscale .84 .87 

   

TEI-SF: OW Vignette   

CBT .87 .86 

Behavioral .78 .79 

Cognitive .90 .91 

   

TEI-SF: OW+PS Vignette   

CBT .76 .81 

Behavioral .80 .77 

Cognitive .85 .87 

Note. TTIS = Treatment Techniques Importance Scale; TEI-SF = Treatment 

Evaluation Inventory – Short Form; CBT = Cognitive Behavioral Treatment; OW = 

overweight problems vignette; OW+PS = overweight plus psychosocial problems 

vignette 

 



Texas Tech University, Rocio I. Villarreal, August 2011 

 

60 

Table 6 

 

Subscale Items for the Treatment Techniques Importance Scale 

 

Item  Cognitive Subscale 

2  You learn to avoid comparing your child‟s weight or looks with other 

children. You learn to focus on the positive traits and talents that your child 

has. For example “my child is friendly.” 

4  You learn to identify any negative attitudes that your child may have about 

treatment. An example of a negative attitude is “I‟ll never be able to do 

this.” You learn to help your child have a more positive attitude. For 

example, you can help him/her by saying “This will be hard but we can do 

it together.” 

8  Your child learns to identify and change negative thoughts about food and 

eating. An example of a negative thought is “food makes me fat”. You 

learn to help your child replace these thoughts with more helpful ones. For 

example, you can teach your child that “eating healthy is good for your 

body.” 

14  You and your child learn to identify negative beliefs that you have about 

obesity (“being fat makes people unlikable”). You and your child learn to 

find proof that shows these beliefs are false. 

16  Your child learns to identify and change his/her negative thoughts and 

feelings about weight. You also learn to help your child change these 

thoughts and feelings to more helpful ones. For example, you can tell your 

child “I can tell you are happy when you smile.” 

17  Your child learns how to identify and change negative thoughts about 

his/her ability to change his/her weight. An example of a negative thought 

is “I will always be fat.” You learn ways to help him/her change these 

thoughts to more helpful ones. 

  Behavioral Subscale 

3  You and your child learn about the importance of eating more fruits and 

vegetables. You also learn to eat low fat dairy and lean meats. You and 

your child learn about portion control. 

5  You and your child learn to decrease sedentary behaviors. Examples would 

be watching less than 2 hours of TV a day or using the stairs instead of 

elevators. 

7  You and your child learn to write down what you eat in a notebook to help 

you find opportunities to make better food choices. 

9  Your family learns to limit eating at fast food restaurants to 1-2 times a 

week. 

11  Your family learns to rearrange your home or rooms to encourage a 

healthier lifestyle. Examples would be taking the television and/or 

videogames out of your child‟s bedroom or not buying junk food. 

15  You and your child learn to do 30 to 60 minutes of physical activity on 

most days of the week. 
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Table 6 (cont.) 

 

Item  Cognitive-Behavioral Subscale 

1  Your child learns to identify thoughts and feelings. Your child learns to 

write in a notebook about thoughts and feelings that he/she has before and 

after eating. You are asked to make sure your child writes these thoughts 

and feelings in the notebook. You learn to help your child identify any 

thinking or feeling patterns related to eating. 

6  Your child learns to improve his/her self-confidence about making lifestyle 

changes by doing small goals that can be accomplished easily. One 

example is to drink water instead of sodas. You learn to reward your child 

for accomplishing this goal. 

10  Your child learns to “stop and think” before eating. He/she learns to count 

to 10 and then to ask him/herself how his/her body feels (“Am I hungry?”). 

Your child learns to decide to eat or not to eat based on the answer. You 

learn to model this behavior for your child. 

12  You and your child learn to recognize different thoughts and feelings that 

are connected to eating. Examples of these feelings are happiness and 

sadness. You and your child learn to do other things instead of eating 

(walking) that could also make you feel good. 

13  You and your child learn about healthy choices (walking). Your child 

learns to say a good thing about him/herself (“I think I did a good job”) 

after he/she does the healthy choice. You learn to praise you child for 

doing the healthy choice. 

18  Your child learns to identify negative thoughts that can get in the way of 

making changes. An example would be “I can‟t do this.” Your child learns 

to do small changes (walking) that show the thought is not true. You learn 

to do these changes with your child. For example, you take a walk with 

your child for 30 minutes. You learn to point out to your child that the 

negative thought was false. 

Note. Items for the parent version of the Treatment Techniques Importance Scale are 

listed above. The equivalent subscale items were used for the health care provider 

version of the questionnaire.  
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Table 7 

 

Pilot Study Demographic Information 

 

 N % 

Gender   

     Female 257 74.7 

     Male 87 25.3 

   

Ethnicity   

Caucasian/  

Non-Hispanic 

250 72.7 

Hispanic/Latino 50 14.5 

African-American 14 4.1 

Asian-American    13 3.8 

Native-American/ 

American Indian 

3 .9 

Biracial 6 1.7 

Other 5 1.5 

Prefer not to answer 3 .9 

      

Relationship Status   

  Single 339 98.5 

  Married 4 1.2 

Divorced 1 .3 

   

Classification   

Freshman 236 68.6 

Sophomore 73 21.2 

Junior 20 5.8 

Senior 14 4.1 

Graduate 1 .3 

   

Children   

Yes 8 2.3 

No 336 97.7 
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CHAPTER VI 

RESULTS 

Pilot Study 

 A pilot study was conducted to determine the validity of the four belief 

categories (e.g., individual, family, environmental, and socio-cultural) that were 

proposed for the Beliefs About the Causes of Childhood Obesity Questionnaire. In 

scale development, sample sizes of at least five to ten participants for each scale item 

or a minimum of 300 cases is recommended when conducting a factor analysis (Lee & 

Lim, 2008; Worthington & Whittaker, 2006).  Based on these recommendations, the 

total pilot study sample of 342 participants (17:1 participant to items ratio) was 

deemed appropriate to conduct a factor analysis for the Beliefs About the Causes of 

Childhood Obesity Questionnaire.   

 A factor analysis using maximum likelihood estimation (no rotation) along 

with a parallel analysis was conducted on a polychoric correlation matrix to determine 

the most appropriate number of factors for the questionnaire. The use of polychoric 

correlations is recommended when evaluating ordinal scale variables in a factor 

analysis (Holgado-Tello, Chacon-Moscoso, Barbero-Garcia, & Vila-Abad, 2010).  A 

parallel analysis was used to determine the number of factors to extract.  Parallel 

analysis compares eigenvalues from the actual dataset to eigenvalues from a randomly 

generated data set, and has been identified as one of the most reliable and accurate 

methods (superior to Kaiser‟s greater than one criterion and Cattell‟s scree test) of 

determining the number of factors to retain when conducting a factor analysis 

(Hayton, Allen, & Scarpello, 2004).  Results of the factor and parallel analyses 
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revealed no common factors that explained interrelationships among the scale items. 

However, results of these analyses were invalidated by the presence of Heywood cases 

(indicating negative estimates of variances). Thus, the factor and parallel analyses 

were repeated using iterative principal factor estimation (no rotation), as this method is 

known to reduce the propensity of Heywood cases. Again, results suggested that no 

underlying commonalities could be explained by specific factors. Thus, the factor and 

parallel analyses did not provide support for the presence of the four distinct proposed 

factors: individual, family, environmental, and socio-cultural contributors to pediatric 

obesity. 

 Only the results of the second factor analysis using iterative principle factors 

estimation are valid, given that there were no Heywood cases. Therefore, only the 

parallel analysis associated with this factor analysis was interpreted (Figure 1). Hayton 

et al. (2004) recommend retaining factors with eigenvalue points on the factor analysis 

line that are above the parallel analysis data line. As shown in Figure 1, all 20 points 

on the factor analysis line were above the parallel analysis line, indicating that each 

item was associated with its own factor, which means that no scale items could be 

grouped by underlying commonalities and therefore there were no interpretable factor 

structures. Please refer to Table 8 for a comparison of eigenvalues resulting from the 

factor and parallel analyses. Despite these findings, it was determined to continue 

testing hypotheses using the originally proposed subscales because the items that made 

up the four subscales on the Beliefs About the Causes of Childhood Obesity 

Questionnaire were developed based on theory and a review of the literature.   
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 Figure 1. Parallel and factor analyses showing all 20 points on the factor 

 analysis line were above the parallel analysis line.  

 

Diagnostic Checks  

Separate diagnostic tests for each research question were performed to check 

data for homogeneity of variance, normality of errors, outliers, leverage, and 

influential data points. Descriptive statistics were used to obtain skewness and kurtosis 

values in order to evaluate the normality of the data. Values examined did not exceed 

skewness and kurtosis cut-off values, suggesting that data were normally distributed 

for all analyses. Additionally, normal and detrended Q-Q plots also indicated that 

there were no violations of normality in the datasets.  

 For research question one, visual inspection of box and whisker plots identified 

a few data points that were potential outliers, and therefore these were further 

examined to determine if they significantly influenced the data set. Diagnostic 
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regression analyses were used to obtain Leverage, Cooks’ Distance, studentized 

residuals, and DFBeta values, which revealed no significant influential data points. As 

such, no outliers were removed from the data set prior to the analyses for the first 

research question. A review of histograms and normal probability (P-P) plots also 

suggested that errors were normally distributed in the dataset. Finally, Levene’s tests 

for homogeneity of variance indicated the presence of significant heterogeneity of 

variance for three of the four subscales of the Beliefs About the Causes of Childhood 

Obesity Questionnaire: individual, family, and socio-cultural. Further examination of 

variances of the significant tests via ratios of the largest to the smallest variances 

confirmed violations of the assumption of homogeneity of variance for these 

subscales. Therefore, Welch’s test was used when conducting the main analyses for 

the first research question to account for problems with heterogeneity of variance. 

 An inspection of Leverage, Cooks’ Distance, studentized residuals, and 

DFBeta values for the second research question revealed two outliers that were 

removed from further analyses. A review of histograms and normal probability (P-P) 

plots after removal of outliers suggested that errors were normally distributed in the 

dataset. Finally, homogeneity of variance tests revealed significant heterogeneity of 

variance for the TTIS-cognitive subscale (p < 0.05; Levene’s = 4.24) and for the TTIS-

behavioral scale (p < .001; Levene’s = 9.82) but not for the TTIS-cognitive-behavioral 

subscale. However, further examination of the ratio of the largest to the smallest 

variances revealed no serious violation of the assumption of homogeneity.  

 Diagnostic tests for the third research question were performed to check the 

assumptions of homogeneity of variance, normality of errors, outliers, leverage, 
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influential data points, and sphericity for all variables in the analysis. Analyses 

revealed no substantial violations of normality. An examination of cut-off values for 

Leverage, Cooks’ Distance, and standardized residuals revealed no significant 

influential data points in the data set. As such, no cases were excluded in the analyses 

for the third research question.   

Research Question 1: Perceived Contributors of Pediatric Obesity 

 A one-way between subjects Multivariate Analysis of Variance (MANOVA) 

was proposed to test hypotheses for research question 1. However, an examination of 

the correlations among all the dependent variables, the four subscales on the Beliefs 

About the Causes of Childhood Obesity Questionnaire, showed that correlations 

between the variables were positive and moderately strong on this measure (please 

refer to Table 9). Based on recommendations by Tabachnick and Fidell (2001), the 

correlations for this measure suggested that there was limited power to run the 

analyses using a MANOVA. As such, because a MANOVA would not increase 

statistical power for the analysis, it was determined that an Analysis of Variance 

(ANOVA) would be the most appropriate way to test the hypotheses for the first 

research question. The overall reliability for this measure was good to excellent for 

both parents (α = .90) and health care providers (α = .84). For these analyses, the 

independent variable, respondent, had two levels: health care providers and parents. 

The dependent variable was the total attribution score for each of the subscales 

(family, environmental) that were rated by parents and health care providers.  

 Hypothesis 1. A one-way between-groups ANOVA with planned comparisons 

was used to test agreement between parents and health care providers on perceived 



Texas Tech University, Rocio I. Villarreal, August 2011 

 

68 

causes of pediatric obesity.  It was hypothesized that parents would rate environmental 

factors contributing to childhood obesity more than health care providers (medical and 

mental providers combined) (Hypothesis 1a).  Results of the planned comparisons 

revealed that there was a significant difference between parents and health care 

providers in the perception of environmental variables contributing to childhood 

obesity, F(1, 95) = 72.36,  p < .001. Contrary to predictions, descriptive data 

suggested that parents attributed childhood obesity to environmental variables less so 

(M = 18.66, SD = 6.05) than health care providers combined (M = 25.85, SD = 3.98), 

medical health care providers (M = 26.14, SD = 4.14), and mental health care 

providers (M = 25.55, SD = 3.83).   

 In addition, it was hypothesized that health care providers would attribute 

childhood obesity to family-related factors more so than parents (Hypothesis 1b). 

Results of the planned comparisons revealed that there was a statistically significant 

difference between parents and health care providers in the perception of familial 

factors contributing to pediatric obesity, F(1,75) = 87.10,  p < .001. An examination of 

means revealed that, as hypothesized, mental and medical health care providers rated 

family-related factors (M = 30.84, SD = 3.08) as significantly contributing to 

childhood obesity more so than parents (M = 21.90, SD = 7.24). Separate analyses 

found significant differences, F(2, 175) = 65.85, p < .001, between parents and 

medical health care providers (M = 31.70, SD = 3.11) and between parents and mental 

health care providers (M = 29.98, SD = 3.05) on the perception of family-related 

factors contributing to childhood obesity.   
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Research Question 2: Weight Management Techniques  

 As with the first research question, a one-way between subjects MANOVA 

was proposed to test hypotheses for research question 2. Similar to findings for 

research question 1, correlations among the dependent variables, the three subscales of 

the Treatment Techniques Importance Scale (TTIS), were also positive and 

moderately strong for the TTIS (refer to Table 10), suggesting that an ANOVA instead 

of a MANOVA would be the most appropriate method to test the hypotheses for 

research question 2 (Tabachnick & Fidell, 2001). The overall reliability for this 

measure was excellent for both parents (α = .92) and health care providers (α = .92). 

For these analyses, the independent variable, respondent, had three levels: medical 

health care providers, mental health care providers, and parents. The dependent 

variable was the total recommendation score for health care providers or the total 

helpfulness score for parents on the three techniques rated.  

 Hypothesis 2. A one-way between-subjects ANOVA was used to test the 

agreement between health care providers‟ recommendations of various weight 

management techniques for pediatric obesity and parents‟ perceived helpfulness of 

these techniques.  It was hypothesized that medical health care providers would be 

more willing to recommend techniques that targeted only behaviors compared to 

mental health care providers (Hypothesis 2a).  Study results did not provide support 

for Hypothesis 2a. While the results of the ANOVA showed a statistically significant 

difference between the three groups,  F(2, 173) = 16.73, p < .001, a pairwise 

comparison using Dunnett’s post-hoc tests revealed no significant difference, t(173) = 

4.09, p > .05, between medical (M = 38.58, SD = 3.19) and mental (M = 37.89, SD = 
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3.88) health care providers in their recommendation of behavioral weight management 

techniques.  The significant difference, t(173) = 4.09, p < .001, occurred between 

parents (M = 34.18, SD = 5.68) and medical health care providers (M = 38.58, SD = 

3.19) in their perception of behavior-only techniques for weight management 

treatment. Specifically, these results suggested that medical health care providers were 

more willing to recommend behavior-only weight management techniques than 

parents reported finding these techniques helpful. See Figure 2 for a summary of the 

TTIS mean ratings.  
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 Figure 2. Mean TTIS scores by respondent type.  

 

 Mental health care providers were hypothesized to recommend more cognitive-

behavioral techniques compared to medical health care providers (Hypothesis 2b). No 

support was found for Hypothesis 2b, as an ANOVA showed no significant 
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differences between medical health care providers, mental health care providers, and 

parents in their recommendation and perceived helpfulness of cognitive-behavioral 

techniques for weight management treatment, F (2, 174) = 1.32,  p > .05. Thus, it can 

be concluded that no significant differences, t(174) = 1.15, p > .05, existed in the 

recommendation of cognitive-behavioral techniques for weight management treatment 

between mental (M = 33.97, SD = 5.08) and medical (M = 34.48, SD = 4.08) health 

care providers.  

 Finally, it was hypothesized that parents would rate behavior-only techniques 

as more helpful than cognitive-behavioral techniques for weight management 

(Hypothesis 2c). A paired-sample t-test was used to examine parents‟ perceived 

helpfulness of recommended techniques. No support was found for this hypothesis, 

t(61) = 1.92, p = .06,  such that parents did not rate behavior-only weight management 

techniques (M =34.18, SD = 5.69) as significantly more helpful compared to 

cognitive-behavioral weight management techniques (M = 33.00, SD = 5.65). 

Research Question 3: Treatment Acceptability  

 Hypotheses 3 through 8. A 3 (Respondent type: medical health care provider, 

mental health care provider, and parent) X 2 (Vignette: overweight only [OW] and 

overweight plus psychosocial problems [OW+PS]) X 3 (Treatment: cognitive-only, 

behavior-only, and cognitive-behavioral) mixed ANOVA was used to test if treatment 

acceptability would be influenced by the rater (e.g., parents, medical health care 

providers, mental health care providers) and by the hypothetical child‟s presenting 

problem (OW versus OW+PS). Type of vignette and treatment were coded as within-
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subjects factors, and respondent type was coded as a between- subjects factor. The 

dependent variable was the total acceptability score of each treatment rated.  

 The omnibus ANOVA revealed significant main effects for vignette type, F(1, 

170) = 34.18, p < .001, and for treatment type F(2, 169) = 98.91,  p < .001. However, 

these main effects were qualified by a significant vignette by treatment interaction, 

F(2, 169) = 28.33,  p < .001.  This interaction suggests that treatment acceptability 

ratings were differentially influenced by the child‟s presenting problem and treatment 

type. No significant interactions were found for vignette by respondent, F(2, 170) = 

.02, p > .05, treatment by respondent, F(4, 340) = 1.21, p > .05 , or vignette by 

treatment by respondent, F(4, 340) = 1.00, p > .05. However, there was a significant 

main effect of respondent type on treatment acceptability ratings F(2, 170) = 19.52,  p 

< .001, suggesting that overall ratings of treatment acceptability were influenced by 

the different respondents. 

 To further examine the significant vignette by treatment interaction, a simple 

main effect analysis was conducted. Separate one-way repeated-measures ANOVAs 

on treatment acceptability were conducted for each vignette type separately, using 

treatment type as the independent variable. Significant differences among the three 

treatments were found for the OW vignette, F(2, 173) = 78.45,  p < .001, and for the 

OW+PS vignette F(2, 172) = 30.23,  p < .001. Post-hoc pairwise comparisons were 

used to examine where differences existed in treatment acceptability for each of the 

vignettes. A Tukey correction was used to correct for elevated familywise error in 

these analyses, where FT = 5.65. For the OW vignette, a significant difference was 

found in acceptability ratings between the cognitive-only and behavior-only 
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treatments, F(1, 174) = 157.32, p < .001, the cognitive-only and cognitive-behavioral 

treatments, F(1, 176) = 61.48, p < .001, and the behavioral-only and cognitive-

behavioral treatments, F(1, 175) = 67.39, p < .001. For the OW+PS vignette, 

significant differences were also found in acceptability ratings between the cognitive-

only and behavior-only treatments, F(1, 174) = 60.22, p < .001, the cognitive-only and 

cognitive-behavioral treatments, F(1, 174) = 14.81, p < .001, and the behavioral-only 

and cognitive-behavioral treatments, F(1, 176) = 29.87, p < .001. Please refer to Table 

11 for specific mean differences between treatment types across vignette.  

An a priori paired-sample t-test split by respondent allowed for testing of the 

proposed hypotheses for research question 3. For these analyses, a Bonferroni 

correction was used to correct for elevated Type I error across the six pairwise 

comparisons, where αBonferroni = .008. It was hypothesized that medical health care 

providers would rate the behavior-only treatment as more acceptable than the 

cognitive-behavioral treatment for the child in the OW vignette (Hypothesis 3). As 

hypothesized, medical health care providers rated behavior-only treatments (M = 

34.24, SD = 5.71) as significantly more acceptable, t(49) = 4.00, p < .001, than the 

cognitive-behavioral treatment (M = 30.46, SD = 5.04) for the OW child. Mental 

health care providers were hypothesized to rate the cognitive-behavioral treatment as 

more acceptable than the cognitive-only treatment for the OW vignette (Hypothesis 4). 

Support was found for this hypothesis, and mental health care providers rated the 

cognitive-behavioral treatment (M = 28.75, SD = 5.62) as significantly more 

acceptable, t(64) = -6.14, p < .001, than the cognitive-only treatment (M = 23.88, SD = 

6.67) for the OW child. Post-hoc analyses indicated that mental health care providers 
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rated the behavior-only (M = 33.51, SD = 3.84) treatment as significantly more 

acceptable, t(64)= 5.86, p < .001, than the cognitive-behavioral (M = 28.75, SD = 

5.62) treatment for the OW child. Next, it was hypothesized that parents would rate 

the behavior-only treatment as more acceptable than the cognitive-behavioral 

treatment for the OW child (Hypothesis 5). This hypothesis was also supported, and 

parents rated the behavior-only treatment (M = 36.62, SD = 4.84) as significantly more 

acceptable, t(60) = 4.27, p < .001, than the cognitive-behavioral treatment (M = 32.82, 

SD = 6.87) for the OW vignette.  

For the OW+PS child, medical health care providers were hypothesized to rate 

the behavior-only treatment as more acceptable than the cognitive-behavioral 

treatment (Hypothesis 6). As hypothesized, medical health care providers rated the 

behavior-only treatment (M = 34.24, SD = 4.86) as significantly more acceptable, t(49) 

= 4.59, p < .001, than the cognitive-behavioral treatment (M = 31.68, SD = 4.93) for 

the OW+PS child.  It was predicted that mental health care providers would rate the 

cognitive-behavioral treatment as more acceptable than the behavior-only treatment 

for the OW+PS vignette (Hypothesis 7). Contrary to what was hypothesized, no 

significant differences, t(64) = 2.29, p > .008, were found for mental health care 

providers‟ ratings of the behavior-only treatment (M = 32.43, SD = 4.31) and the 

cognitive-behavioral treatment (M = 30.78, SD = 4.19) for the OW+PS child. Finally, 

parents were hypothesized to rate the behavior-only treatment as more acceptable than 

the cognitive-behavioral treatment for the OW+PS vignette (Hypothesis 8).As 

hypothesized, parents rated the behavior-only treatment (M = 36.24, SD = 5.15) as 

significantly more acceptable, t(61) = 3.37, p = .001, than the cognitive-behavioral 



Texas Tech University, Rocio I. Villarreal, August 2011 

 

75 

treatment (M = 33.48, SD = 5.07) for the OW+PS child. Please refer to Figures 3 and 4 

for a visual depiction of TEI-SF mean ratings by respondents for each case vignette.  
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 Figure 3. Mean acceptability ratings for the overweight-only vignette.  
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 Finally, because the omnibus ANOVA revealed a significant between-subjects 

main effect for respondent, F(2, 170) = 19.52, p < .001, post-hoc pairwise 

comparisons were conducted to further explore differences between respondents on 

overall ratings of treatment acceptability. The Games-Howell test was used to correct 

for familywise error for these analyses. Results indicated that there was a significant 

difference in acceptability ratings between parents and medical health care providers 

(M = 33.58 versus M = 31.39), t(170) = 4.42, p < .05, parents and mental health care 

providers (M = 33.58 versus M = 29.50), t(170) = 4.42, p < .001, and mental and 

medical health care providers (M = 29.50 versus M = 31.39), t(170) = 4.42, p < .05, 

across vignette and treatment type. In summary, parents reported treatment as more 

acceptable overall than either type of health care provider, and medical health care 

providers reported treatment as more acceptable than mental health care providers. 

Additional Post-Hoc Analyses 

 Post-hoc analyses were conducted to assess parental concern for their child‟s 

weight. On a scale of 1 (not concerned at all) to 7 (extremely concerned), parents 

reported an average concern for their child‟s weight of 3.10 (SD = 1.84), with 29.2% 

of parents indicating they were “not concerned at all,” 29.2% stating they were 

“somewhat concerned” and only 6.2% stating they were “extremely concerned.” Due 

to the unequal sample size between the clinical (n = 9) and the community (n = 55) 

sample of parents, there was limited power to statistically compare responses from the 

two parent groups. However, a visual inspection of means suggest that parents in the 

clinical sample reported higher concern (M = 4.39, SD = 2.12) for their child‟s weight 

compared to the community sample (M = 2.89, SD = 1.72). Parents in the clinical 



Texas Tech University, Rocio I. Villarreal, August 2011 

 

77 

sample also reported a higher ideal weight for their child (M = 109.79, SD = 41.78) 

compared to the community sample of parents (M = 83.40, SD = 28.04) and the 

overall parent sample (M = 86.7, SD=30.89).  

 A visual inspection of subscale means on the Beliefs about the Causes of 

Childhood Obesity Questionnaire for the clinical and community parent samples 

suggested that study results would not have likely differed for parental perception of 

environmental variables, as parents in the clinical (M = 16.44, SD = 4.67) and the 

community (M = 19.02, SD = 6.21) samples reported similar environmental attribution 

scores compared to the overall parent sample (M = 18.66, SD = 6.05).  Regarding 

familial contributing factors, parents in the clinical sample (M = 18.56, SD = 4.67) 

reported lower attribution scores compared to the community (M = 22.46, SD = 7.48) 

and the overall parent sample (M = 21.90, SD = 7.24). This suggests that parents in the 

clinical sample perceived familial factors contributing to childhood obesity less so 

than the community and overall parent samples. Please refer to Table 12 for additional 

composite score comparisons between the clinical and community parent samples. 

Furthermore, post-hoc analyses for the overall parent sample revealed no significant 

relationship between child‟s BMI and parental attribution of environmental (r = .02, p 

= .91) and familial (r = .02, p = .87) factors to causing childhood obesity.  

 In regards to the case vignettes, health care providers rated the OW child as 

neither similar nor dissimilar to the children they saw in their practice (M = 4.32, SD = 

1.54) or to the typical overweight child (M = 4.22, SD = 1.32). They rated the OW+PS 

child as slightly more similar to the children they saw in their practice (M = 5.17, SD = 

1.18) and to the typical overweight child (M = 5.53, SD = 0.86). Parents rated the OW 
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child as being more dissimilar than similar to their child (M = 3.84, SD = 1.92) and to 

the typical overweight child (M = 3.21, SD = 1.91).  Similarly, parents rated the 

OW+PS child as being more dissimilar than similar to their own child (M = 3.08, SD = 

2.01) and to the typical overweight child (M = 3.08, SD = 1.97). 
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Table 8 

 

Comparison of Eigenvalues Resulting from Factor and Parallel Analyses 

 

     

 

 

 FA PA Diff 

1 6.77 .51 6.26 

2 1.06 .43 .63 

3 .98 .37 .61 

4 .79 .31 .47 

5 .70 .26 .44 

6 .59 .21 .38 

7 .54 .17 .37 

8 .46 .13 .34 

9 .42 .09 .33 

10 .33 .05 .28 

11 .27 .01 .26 

12 .26 -.02 .28 

13 .16 -.05 .21 

14 .14 -.08 .23 

15 .09 -.12 .21 

16 .07 -.16 .23 

17 .06 -.19 .25 

18 .02 -.23 .25 

19 .02 -.27 .28 

20 -.00 -.31 .31 
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Table 9 

 

Correlations for Subscales of the Beliefs about the Causes of Childhood Obesity 

Questionnaire  

 

 Parents 

Subscale 1 2 3 4 

1. Individual -- .68** .49** .67** 

2. Family  -- .68** .72** 

3. Environmental   -- .64** 

4. Socio-Cultural    -- 

 Health Care Providers 

1. Individual -- .48** .39** .68** 

2. Family  -- .36** .59** 

3. Environmental   -- .34** 

4. Socio-Cultural    -- 

Note. ** Correlation is significant at the 0.01 level 
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Table 10 

 

Correlations for Subscales of the Treatment Techniques Importance Scale 

 

 Parents 

Subscale 1 2 3 

1. Cognitive -- .58** .82** 

2. Behavioral  -- .75** 

3. Cognitive-Behavioral   -- 

 Health Care Providers 

1. Cognitive -- .47** .78** 

2. Behavioral  -- .58** 

3. Cognitive-Behavioral   -- 

Note. ** Correlation is significant at the 0.01 level 
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Table 11  

 

Mean Difference in Treatment Acceptability Scores by Vignette 

 

Treatment Acceptability Comparisons 

 

Means 

Mean 

Difference 

OW Behavioral    vs.  OW Cognitive   34.82 / 26.46 8.36* 

OW CBT              vs.  OW Cognitive   30.70 / 26.54  4.16* 

OW Behavioral    vs.  OW CBT   34.80 / 30.65 4.16* 

    

OW+PS Behavioral    vs.  OW+PS Cognitive  34.30 / 30.38 3.92* 

OW+PS CBT              vs.  OW+PS Cognitive   32.00 / 30.33 1.67* 

OW+PS Behavioral    vs.  OW+PS CBT   34.28 / 31.98 2.30* 

Note. OW = overweight problems vignette; OW+PS = overweight plus psychosocial 

problems vignette; CBT = cognitive behavioral treatment 

*p < .001 
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Table 12 

 

Composite Scores for Clinical and Community Parent Sample 

 

 Community   Clinical  

Scale(s) n Mean SD  n Mean SD 

Beliefs Questionnaire        

Individual 55 20.84 7.38  8 22.38 7.80 

Family 54 22.46 7.48  9 18.56 4.67 

Environmental 55 19.02 6.21  9 16.44 4.67 

Socio-cultural 54 17.96 7.23  9 19.89 4.86 

        

TTIS        

CBT 56 32.57 6.82  9 31.00 5.83 

Behavioral 56 33.73 6.74  8 32.25 7.32 

Cognitive 55 32.55 8.77  9 29.89 8.48 

        

TEI-SF        

OW: Cognitive 54 28.80 8.47  9 30.44 9.34 

OW: Behavioral 52 36.42 4.87  9 37.78 4.74 

OW: CBT 54 32.61 6.67  9 34.56 7.57 

        

OW+PS: Cognitive 52 33.12 5.87  9 33.56 7.99 

OW+PS: Behavioral 55 36.04 5.23  8 38.50 4.57 

OW+PS: CBT 54 32.78 4.88  9 37.67 3.94 

Note. TTIS = Treatment Techniques Importance Scale; TEI-SF = Treatment 

Evaluation Inventory – Short Form; CBT = Cognitive Behavioral Treatment; OW = 

overweight problems vignette; OW+PS = overweight plus psychosocial problems 

vignette 
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CHAPTER VII 

DISCUSSION 

 The current study examined the degree of agreement between health care 

providers and parents about causes of and treatments for childhood obesity. 

Specifically, the current study examined if agreement existed between parents and 

health care providers on different factors that have been identified by the literature to 

contribute to childhood obesity. This study also examined weight management 

techniques that parents would find helpful for the treatment of pediatric obesity, and 

investigated if differences existed between medical and mental health care providers 

on the techniques they recommended for pediatric weight management treatment. 

Finally, the study evaluated parents‟ and health care providers‟ acceptability of 

various weight management treatments for a hypothetical child described as only 

having weight problems (OW) and a child described as having overweight plus 

psychosocial problems (OW+PS).  

 For the first research question, it was hypothesized that parents would perceive 

environmental factors as contributing to childhood obesity more than medical and 

mental health care providers. Contrary to predictions, parents were found to rate 

environmental factors as contributing less to childhood obesity compared to medical 

and mental health care providers. However, support was found for the hypothesis that 

medical and mental health care providers would rate family-related variables as 

contributing to childhood obesity more so than parents. When answering the Beliefs 

About the Causes of Childhood Obesity Questionnaire, health care providers were 

asked to think about their average pediatric patient seeking weight management 
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treatment. It is possible that health care provider‟s perception of the weight problems 

of their average pediatric patient differed from parents‟ perception of their child‟s 

weight problems and/or how concerned parents reported feeling about their child‟s 

weight at the time of their participation. Many parents in the current study reported 

little to no concern regarding their child‟s current weight. Although parents in the 

clinical sample reported being more concerned about their child‟s weight compared to 

the community sample, the relatively limited concern is noteworthy given that child 

demographic data indicated that more than half of children were classified as 

overweight or obese. Perhaps parent‟s level of concern for their child‟s weight at the 

time of participation compared to health care providers‟ perception of a typical 

patient‟s weight problems may be a possible way to explain the current findings.  

However, it is also important to consider that current study results may have been 

possibly influenced by recruiting parents from both clinical (e.g., the obesity treatment 

clinic) and community settings.  

 Even though there was limited power to statistically compare responses from 

the clinical and community samples, a visual inspection of means of the clinical and 

community parent samples suggested that study results would not have likely differed 

for parental perception of environmental factors contributing to childhood obesity. 

However, parents in the clinical sample were found to rate familial variables as 

contributing to childhood obesity less so than the community and overall parent 

sample. Finally, post-hoc analyses for the overall parent sample revealed no 

significant relationship between child‟s BMI and parental attribution of environmental 

and familial factors to causing childhood obesity. 
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 Findings provide support for what is already suggested in the literature 

regarding medical and mental health care providers‟ perceived importance of familial 

(Berkowitz & Stunkard, 2002; Golan & Crow, 2004a; Sherry & Dietz, 2004; Strauss, 

1999) and environmental (Hill & Donahoo, 2003; Jeffery & Linde, 2005) contributors 

to the development of childhood obesity. However, this study contributes to the 

childhood obesity literature by providing information about how parent‟s perception 

of the causes of childhood obesity compare to that of medical and mental health care 

providers. Clinical implications regarding these findings will be discussed in a later 

section of this paper.  

 The second research question and related hypotheses examined health care 

providers‟ recommendation and parents‟ perceived helpfulness of various weight 

management techniques. No support was found for the prediction that medical health 

care providers would be more willing to recommend techniques that targeted only 

behaviors compared to mental health care providers.  Instead, both medical and mental 

health care providers reported similar recommendation of behavior-only techniques 

for weight management treatment. Further analyses revealed a significant difference 

between medical health care providers‟ and parents‟ perception of behavior-only 

techniques.  Specifically, medical providers reported that they would recommend 

behavior-only techniques more so than what parents reported finding helpful.  Clinical 

implications of these findings will be discussed later in this paper. No significant 

differences were found between medical health care providers, mental health care 

providers, and parents in the recommendation and perceived helpfulness of cognitive-

behavioral techniques for weight management treatment. As such, no support was 
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found for the hypothesis that mental health care providers would recommend more 

cognitive-behavioral techniques compared to medical health care providers.  An 

examination of means indicated that medical and mental health care providers 

recommended cognitive-behavioral techniques to the same extent that parents found 

these techniques helpful for weight management treatment. No support was found for 

the hypothesis that parents would rate behavior-only techniques as more helpful than 

cognitive-behavioral techniques. Please refer to Table 12 for TTIS subscale scores 

comparing the clinical and community parent samples.  

 The third research question and its related hypotheses examined if treatment 

acceptability would be influenced by the rater of the treatment (e.g., medical provider, 

mental provider, parents), and by the child‟s presenting problem described in each 

vignette (e.g., overweight only [OW], overweight plus psychosocial problems 

[OW+PS]). Results indicated that in fact, acceptability of the various treatment 

approaches was influenced by the evaluator of the treatment, such that overall, parents 

rated treatments as more acceptable than both types of health care providers, and 

medical health care providers rated treatments as more acceptable than mental health 

care providers. Results also indicated that treatment acceptability was influenced by 

the child‟s presenting problem, but that this was affected by the type of treatment 

being rated. Specifically, significant differences were found between treatment types 

for both vignettes (e.g., OW and OW+PS). For the OW child, the behavior-only 

treatment was rated as most acceptable by all raters, followed by the cognitive-

behavioral treatment, and the cognitive-only treatment.  The same pattern was found 

for treatment acceptability across raters for the child with OW+PS.  
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 Further analyses showed that as hypothesized, medical health care providers 

rated behavior-only treatments as more acceptable than the cognitive-behavioral 

treatment for both vignettes. Similarly, support was found for the prediction that 

parents would rate behavior-only treatments as more acceptable than the cognitive-

behavioral treatments for the OW child and for the OW+PS child.  As hypothesized, 

mental health care providers rated the cognitive-behavioral treatment as more 

acceptable than the cognitive-only treatment for the OW child. No support was found 

for the prediction that mental health care providers would rate the cognitive-behavioral 

treatment as more acceptable than the behavior-only treatment for the OW+PS child.  

Please refer to Table 12 for TEI-SF treatment acceptability information for the OW 

and OW+PS vignettes comparing the clinical and community parent samples. 

Furthermore, post-hoc analyses revealed no significant relationships between parent 

treatment acceptability ratings and child‟s BMI (see Table 13).     

Theoretical Implications 

 To our knowledge, the current study is the first study to compare perceptions 

among parents, medical health care providers‟ and mental health care providers‟ 

opinion about causes of and treatments for childhood obesity.  Study findings about 

the causes of obesity indicate that medical and mental health care providers perceive 

familial and environmental variables as contributing to childhood obesity more than 

parents. The current study also provides information about parents and health care 

providers‟ perception of the most helpful, recommendable or acceptable weight 

management treatments for children and families. For instance, when asked to indicate 

how much they would recommend various weight management techniques, no 
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significant differences were found in medical and mental health care providers‟ 

recommendations of behavior-only and cognitive-behavioral techniques, suggesting 

that they would equally consider recommending these techniques for weight 

management.  Although not statistically significant, parents rated the behavior-only 

techniques as slightly more helpful compared to cognitive-behavioral techniques. 

 Study results are consistent with Golan and Weizman‟s (2001) conceptual 

model for the treatment of childhood obesity. Golan and Weizman‟s familial approach 

model, derived from social learning, behavioral, and family-systems theories, 

emphasizes the role of parental presence in the treatment of childhood obesity. Golan 

and Weizman call attention to behavioral, cognitive, and environmental modifications 

in the family system initiated by parents to produce positive changes in their child‟s 

weight status. These changes take into account the importance of parental modeling of 

appropriate cognitive and behavioral strategies and the provision of a more structured 

environment to promote healthier lifestyles in the family system. Findings of the 

current study provide support for this familial approach model, and indicate that 

medical and mental health care providers also perceive the importance of parents, the 

environment, and behavioral and cognitive-behavioral changes in the development and 

treatment of childhood obesity.   

 As has been established by Albert Bandura, learning occurs by observation and 

imitation of a social model (Grusec, 1992). Study findings indicate that health care 

providers perceive that parents have a greater influence in the development of 

pediatric obesity, at least in part due to modeling of obesity-promoting behaviors (e.g., 

“Parents not being physically active with their children”), than what is perceived by 
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the parents themselves. A review of the literature by Puhl and Latner (2007) found that 

parents have felt blamed and held responsible for their child‟s overweight status by 

health care providers.  Parents also indicated feeling guilty, angry, and frustrated about 

not knowing ways to help their child lose weight (Puhl & Latner). Therefore, the 

manner in which treatment goals and recommendations are discussed with parents 

should be carefully considered. For instance, basing recommendations on treatments 

that are perceived by parents as more helpful and acceptable may allow parents to be 

more willing to implement such recommendations (Eamon & Venkataraman, 2003). 

Because parents rated behavioral weight management treatments as more acceptable 

compared to cognitive-only and cognitive-behavioral approaches, it is also 

recommended that interventions begin by teaching parents to model appropriate and 

health-promoting behaviors to their children and families.  

 Overall, behavioral treatments were perceived as more acceptable than 

cognitive-only and cognitive-behavioral treatments. From a developmental 

perspective, the younger children are when health-promoting behaviors are modeled, 

the easier it will be for the child to acquire and maintain these changes given that 

parents will be the first to initially expose the behaviors to be imitated by children as 

they grow older (Golan & Weizman, 2001).  Although this study did not examine the 

reasons why health care providers and parents rated behavioral treatments as more 

acceptable than the cognitive-only and cognitive-behavioral treatments, one possible 

explanation for study findings is the perception that behavioral changes may be easier 

to target in children than cognitive changes.  While studies that have incorporated 

cognitive and behavioral weight management strategies have reported successful 
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weight loss with children as young as 7 years old (Duffy & Spence, 1993), parents and 

health care providers may perceive targeting behavioral changes as more 

developmentally acceptable in childhood than targeting cognitive changes. According 

to Jean Piaget‟s stages of cognitive development, middle childhood (e.g., 7 to 12 yrs) 

involves the start of concrete and logical thinking, whereas abstract and formal logical 

thinking begins to develop in adolescence (Feldman, 2008).  Considering Piaget‟s 

theory of cognitive development, it is possible that adolescents may be more likely to 

benefit from cognitive-based interventions than children in middle childhood. Thus, 

perhaps health care providers and/or parents may have rated cognitive-only and 

cognitive-behavioral treatment approaches as more helpful and/or acceptable for 

adolescents than for the child age group targeted in the current study (e.g., 7 to 12 

years old).  A second possible explanation for behavioral treatments being perceived 

as more acceptable is that these may be seen as more practical to teach and/or monitor 

in managed health care settings and easier to be implemented by families, particularly 

with younger children, than cognitive-based approaches.   

Methodological Implications 

 There were several methodological implications pertaining to measurement 

and sample selection in the present study that are worth mentioning. First, this study 

addressed a limitation found in the literature as this was the first known study to 

compare perceptions about causes and treatments of childhood obesity from multiple 

sources: medical health care providers, mental health care providers, and parents.  As 

has been mentioned earlier throughout this paper, there are several advantages to 

having information from both patients and health care providers pertaining to defining 
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goals of treatment (Fuqua & Schwade, 1986), treatment adherence, and program 

effectiveness (Eamon & Venkataraman, 2003; Reimers et al., 1992). These advantages 

will be further discussed in the clinical implications section of this paper.  

 Second, the online recruitment of medical and mental health care providers 

allowed for collection of a national sample from providers of various demographic 

characteristics and from a wide range of disciplines. While this method of recruitment 

may have some limitations (please refer to the Limitations Section), it also has the 

advantage of increasing the generalizability of study findings to other health care 

providers across the United States.  As such, study findings provide support for what 

has been suggested in the literature regarding medical and mental health care 

providers‟ attribution of family-related factors to the development of childhood 

obesity (Berkowitz & Stunkard, 2002; Davis et al., 2007; Golan & Crow, 2004a; 

Panzer, 2006). The study also contributes information about the techniques and 

treatment approaches that medical and mental health care providers across the country 

find acceptable for the treatment of childhood obesity.  

 Third, most studies examining treatment acceptability with children have 

focused on behavior problems (i.e., Kazdin 1980, 1984, 1986; Kazdin et al., 1981; 

Miltenberger, 1990; Reimers & Wacker, 1988; Reimers et al., 1992). Fewer studies 

have examined the social validity of healthcare services and various health-related 

conditions. Recent attention has been given to promoting the inclusion of social 

validity assessments in pediatric research settings (Rapoff, 2010). A such, the present 

study addressed this paucity in research by examining two of the three components of 

social validity proposed by Wolf (1978) as they relate to pediatric obesity. Results of 
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the current study regarding parents‟ and health care providers‟ definition of the 

presenting problem and perceived acceptability of various weight management 

treatments provides valuable information that can be incorporated in current and future 

weight management treatment programs and research studies.  

 Fourth, asking parents to report demographic information about their child 

addressed a limitation found in the study conducted by Hardus et al. (2003). 

Specifically, collecting information about the child‟s date of birth, height, and weight 

allowed for the calculation of the child‟s BMI and the identification of their weight 

status classification. Having the child‟s BMI also allowed for the examination of its 

possible relationship to parent‟s perception about causes of and treatments for 

childhood obesity.  Post-hoc analyses revealed no significant relationships between 

child BMI and parents‟ perception of the environmental and familial causes of 

childhood obesity, and between child BMI and parents‟ treatment acceptability ratings 

(please refer to Table 13 for correlation coefficients).   

Clinical Implications 

 It is important to consider that the majority of the parents who participated in 

the current study were recruited from the community, therefore limiting the 

generalizability of findings to a clinical sample. However, more than half of parents 

reported having children whose BMI placed them in the overweight or obese 

categories. As such, findings of the current study provide information that can guide 

future clinical studies in the areas of pediatric obesity and may also help better 

understand and address challenges related to weight management treatment adherence 

among clinical and community populations. For instance, support was found for the 
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hypothesis that health care providers (medical and mental combined) attributed a 

child‟s overweight problem to family-related factors more so than parents. Parents are 

perceived as agents of change in the life of a child (Golan & Crow, 2004a) and 

similarities in obesity-promoting behaviors have been identified among immediate 

family members (Davison & Campbell, 2005; Strauss, 1999).  Given findings of the 

current study, it may be beneficial for health care providers to initially provide 

education on their perception of the role that parents play in the child‟s development 

of habitual tendencies, and then make recommendations about changes pertaining to 

family-related variables (e.g., encouraging parents to model physical activity, limit the 

purchase of junk foods, etc.). Findings of the current study also indicated that health 

care providers attributed childhood obesity to environmental variables more so than 

parents. As such, it may be beneficial for health care providers to offer education on 

the influence of environmental factors when defining the child‟s overweight problem, 

selecting treatment goals, and/or making weight management recommendations that 

target changes in these areas (e.g., increasing accessibility to recreational settings). 

Moreover, assessing parents‟ perception of the contributing factors to their child‟s 

weight problem can allow health care providers to provide education on variables that 

parents may not have considered as significant contributors to their child‟s weight. As 

has been noted previously, when health care providers and patients disagree on the 

definition of the problem or the treatment goals, this can lead consumers of treatment 

(e.g., or in this case the parent of the overweight child) to be dissatisfied with care, end 

treatment prematurely, or select alternative healing systems (Kleinman et al.,1978).   
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 Finally, assessing parental concern for their child‟s weight may be another 

indication of parent‟s willingness to accept the recommendations made by medical and 

mental health care providers for their child‟s weight management treatment and/or for 

an overall healthier lifestyle at home. In the current study, more than half of all parents 

indicated they were either “not concerned at all” or being “somewhat concerned” 

about their child‟s weight. However, the small sample of parents recruited at an 

obesity treatment clinic reported greater concern for their child‟s current weight 

compared to the parents recruited from the community. Therefore, it is important for 

health care providers to also consider parental concern about the child‟s weight 

problem when making treatment recommendations, as this will likely influence 

parents‟ motivation, willingness and/or perceived need to apply the treatment 

recommendations, which will then possibly impact the family‟s overall treatment 

adherence. Parents with limited motivation to make lifestyle changes may benefit from 

motivational interviewing strategies employed by their health care providers to help 

increase motivation and readiness to change (Barlow & the Expert Committee, 2007). 

Health care providers may also want to provide education on the various weight 

management treatment options available to help increase parental motivation to 

participate in treatment.  

 As previously noted, this study was the first known study to compare 

responses from medical and mental health care providers‟ with that of parents. Having 

information from three different consumers of treatment offers several clinical 

advantages. For instance, findings of the current study provide information regarding 

discrepancies on the perceived causes of childhood obesity between parents and health 
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care providers. As such, these discrepancies should be considered when defining goals 

of weight management treatment for children and families. Furthermore, examining 

differences in treatment acceptability between medical health care providers, mental 

health care providers, and parents also provides information about the treatment 

procedures that may be perceived as most (and least) acceptable for weight 

management treatment. For instance, behavior-only treatments were rated as the most 

acceptable treatment across raters for both types of vignettes. Additionally, parents 

rated behavior-only weight management techniques as being slightly more helpful 

compared to cognitive-behavioral and cognitive-only techniques.  Because previous 

studies have found an association between treatment acceptability, program 

effectiveness, and treatment adherence (Eamon & Venkataraman, 2003; Reimers et 

al., 1992), current study finding indicate that recommending behavior-only weight 

management techniques to parents seeking weight management treatment for their 

child or seeking to establish an overall healthier lifestyle at home may lead to greater 

treatment adherence compared to recommending other (e.g., cognitive-behavioral, 

cognitive-only) weight management approaches. Therefore, the current study design 

allowed for comparison of responses between various consumers of weight 

management treatment and as such contributes to the childhood obesity literature by 

providing information that may help reduce potential barriers that parents and/or 

health care providers may face when discussing weight management treatment 

approaches.     

 Contrary to predictions, no significant differences were found in medical and 

mental health care providers‟ recommendation of behavior-only and cognitive-
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behavioral techniques, such that both types of techniques were similarly recommended 

by both providers.  Parents rated behavior-only techniques as slightly more helpful for 

weight management treatment and significantly more acceptable for both case 

vignettes compared to cognitive-behavioral treatments. This suggests that, as initially 

proposed by Thaw (2003), behavioral treatments may be more consistent with parental 

expectations of weight management treatment. As has been noted by Thaw, perhaps 

one reason for this finding is the commercialization of behavioral weight management 

approaches that commonly include diet and exercise. Therefore, the attention given to 

behavioral weight management approaches by the media likely influences consumers‟ 

expectations of treatment components and as such their acceptability of this weight 

management approach (Kazdin, 1980).   

 Findings suggest that while parents perceived both behavior-only and 

cognitive-behavioral techniques as helpful, overall they rated behavior-only treatments 

as more acceptable than cognitive-behavioral treatments.  As such, it is possible that 

parents may be more willing to implement behavioral-only strategies prior to 

cognitive-behavioral approaches. Moreover, responses from the Treatment Techniques 

Importance Scale indicated that medical providers recommended more behavior-only 

techniques than parents perceived finding helpful. This suggests that medical 

providers may ask parents to implement behavioral-based techniques more than 

parents may be willing to implement at a given time. Therefore, it may be beneficial 

for medical health care providers to make a smaller number of behavioral-based 

recommendations and to also assess which of various behavioral techniques parents 

perceive more acceptable, as this may aid in the selection of recommended strategies 
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and as such increase parents‟ adherence to the recommended treatments (Eamon & 

Venkataraman, 2003; Kazdin, 1980, 1986; Miltenberger, 1990; Wolf, 1978).  These 

findings may also provide insight about possible reasons some parents may not follow 

through with behavioral recommendations made by their child‟s health care provider 

(e.g., parents may not see them as helpful as medical health care providers). 

 Finally, treatment acceptability findings indicated that medical health 

providers, mental health providers, and parents considered a child‟s presenting 

problem (e.g., OW versus OW+PS) when rating the acceptability of various weight 

management treatments. Overall, behavior-only treatments were rated as the most 

acceptable treatment for both vignette types. However, respondents still rated 

cognitive-behavioral treatments for both case vignettes above the moderately 

acceptable range, suggesting that this would still be considered an acceptable 

treatment approach for the OW child as well as for the OW+PS child.  Furthermore, 

although not statistically significant, a visual inspection of marginal means suggested 

that cognitive-behavioral and cognitive-only treatments were perceived as more 

acceptable for the OW+PS child compared to the OW child. While the cognitive-only 

treatment was rated as the least acceptable of all three treatments for both case 

vignettes, a visual inspection of marginal means indicates that the cognitive-only 

treatment had higher acceptability ratings for the OW+PS child compared to the OW 

child. Therefore, this may indicate an awareness that overweight children presenting 

with psychosocial stressors would benefit from cognitive-based treatments more so 

than a child who only presents with overweight problems. This is an important point 

to consider given that psychosocial problems have been identified as a major 
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consequence of childhood obesity (Dietz, 1998), including poor self-concept (Strauss 

et al., 1985; Tweddle-Banis et al., 1988), mood and anxiety-related problems (Britz et 

al., 2000; Levine et al., 2001; Strauss et al.), and social and behavior problems 

(Stradmeijer et al., 2000; Tweddle-Banis et al.).  Study findings are consistent with 

Expert Committee Recommendations to incorporate mental health assessments and 

interventions in weight management treatment for children (Barlow & Dietz, 1998; 

Barlow & the Expert Committee, 2007) and with recommendations made by Panzer 

(2006) for treatments to be tailored, with the inclusion of cognitive-based strategies, to 

the degree of the presenting problem(s) of the overweight child.  

Limitations and Future Research 

 There were limitations in this study that should be addressed in future research. 

One such limitation was the different recruitment methods for health care providers 

and parents. While online recruiting of health care providers allowed the opportunity 

to collect data at the national level from providers of various disciplines, it is 

important to consider that parent participants were recruited at the local level. As such, 

this methodological limitation should be taken into consideration when interpreting 

study findings, as it is possible for perceptions about the causes and treatments of 

childhood obesity to vary by geographic location. Future studies should aim to recruit 

participants from similar sociodemographic areas that facilitate accessibility to various 

consumers of treatment (e.g., parents and health care providers) and that may also 

make it possible to implement the same method of data collection for all participants 

(e.g., either online, paper-pencil, or both).  
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 Online data collection for health care providers was also limited to only those 

organizations that were able and/or willing to authorize recruitment of potential study 

participants or allowed posting of the study announcement on the organization‟s 

website.  Furthermore, online recruitment of health care providers may have been 

limited by the type of providers that volunteered to participate (e.g., providers 

subscribed to organization listservs, providers with computer access and who were 

comfortable with completing online questionnaires).  Moreover, it is important to 

consider that the majority of medical health care providers who participated in the 

study were nurses, which may limit the generalizability of findings to other medical 

providers (e.g., physicians, dietitians).  Finally, one health care provider offered 

feedback indicating that the estimated study completion time (25 minutes) deterred 

him from recommending the survey to other health care providers. Therefore, it is 

possible that the estimated study completion time may have discouraged other health 

care providers from completing study materials. Therefore, future studies should aim 

to reduce the estimated completion time (e.g., 5 to 10 minutes) and also offer the 

option of paper-pencil questionnaires to increase the possibility of participation from 

health care providers.  

 Regarding parent recruitment, the current study included Caucasian (26.6%), 

Hispanic/Latino (59.4%), and African-American (14.1%) participants living in west 

Texas, which limited generalizability of findings to parents living in other areas of the 

United States. Additionally, the ethnic distribution of the parent sample was not 

representative of the ethnic distribution in Lubbock County or of the state of Texas 

(U.S. Census Bureau, 2010a), such that there was a larger sample of Hispanic/Latino 
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parent participants than Caucasian/non-Hispanic participants. The large number of 

Hispanic/Latino participants may be due to the place of recruitment (e.g., community 

clinics and events), which primarily provided services to low-income and underserved 

populations. However, given that Hispanics/Latinos have become the largest ethnic 

minority group in the United States (U.S. Census Bureau, 2010b), and that 

Hispanic/Latino youth have been identified as a group with high prevalence rates of 

obesity (Ogden & Carroll, 2010), findings of the current study contribute to the current 

literature by providing information about perceptions of causes and treatments for 

childhood obesity among a sample of predominantly Hispanic/Latino parents. Future 

studies should aim to assess the degree of acculturation among Hispanic/Latino 

participants in order to also examine how this may influence opinions about the causes 

of and treatments for pediatric obesity. Moreover, while the ethnic distribution of 

medical and mental health care providers (a largely Caucasian sample) was more 

representative of the national ethnic sample (U.S. Census Bureau, 2010b), it also 

warrants for comparisons between parent and health care provider responses to be 

interpreted with caution.  

 Furthermore, the gender distribution of parents, more mothers (87.5%) than 

fathers, may also indicate that parental responses were more consistent with a 

mother‟s opinion versus that of the mother-father dyad. However, this sample 

distribution may be representative of typical respondents found in child and family 

studies, where fathers tend to be underrepresented (as reviewed by Costigan & Cox, 

2001). Future studies should aim to collect a similar number of mother and father 

participants and explore if gender differences exist in their opinion about causes of and 
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treatments for childhood obesity. Moreover, the majority of parents who participated 

in this study were from a community sample. Not all parents had children who were 

overweight or obese and despite the efforts made to verify child height and weight 

data, not all children were available to take height and weight measurements. In these 

instances, parents were asked to estimate their child‟s height and weight. As such, it is 

possible that the large percentage of overweight and obese children in the current 

study may be due to inaccurate estimations made by parents.  Future studies should 

aim to recruit a more equal number of parents from a community and a clinical sample 

to determine if differences exist between parents‟ perceptions of causes and treatments 

of childhood obesity, and how these compare to health care providers‟ responses.  

 Using hypothetical case vignettes to assess parents and health care providers‟ 

acceptability of weight management treatments also raises methodological limitations 

that should be noted. The two vignettes used in this study made distinctions between 

presenting problems, such that one child was described as only having weight 

problems (OW) while the other child was described as having overweight plus 

psychosocial problems (OW+PS).  Similarly, the three treatments presented as options 

for each vignette were specifically developed to only include techniques relevant to 

the treatment being evaluated. Making clear-cut distinctions between presenting 

problems and available treatments could make it difficult to generalize findings to real 

life problems in naturalistic settings (Dahl et al., 2007).  Moreover, it may have been 

difficult for health care providers and parents to only consider the information 

presented in the vignettes without being influenced by information from personal 

experience when answering questionnaire items. As was earlier discussed, health care 
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providers rated the OW child as neither similar nor dissimilar to the children they saw 

in their practice or to the typical overweight child. They rated the OW+PS child as 

slightly more similar to the children they saw in their practice and to the typical 

overweight child. Parents rated both the OW child and the OW+PS child as being 

more dissimilar than similar to their own child and to the typical overweight child.  

Therefore, it is important to consider that using analog studies where ratings of 

acceptability are based on hypothetical cases, particularly where no similarities are 

perceived between the vignettes and real-life interactions, does not assure that parents 

or health care providers would make similar ratings when evaluating procedures for 

their family or their clinical practice, respectively (Foster & Mash, 1999).  As such, 

future studies should consider having parents and/or health care providers consider 

their own child or patients (versus a hypothetical child) when rating the acceptability 

of various weight management treatments, as this would allow for a more approximate 

evaluation of the rater‟s perception of various weight management treatments and 

provide useful information about the clinical application of these findings.  

 The current study examined parents and health care providers‟ perception of 

three different weight management treatments: behavior-only, cognitive-only, and 

cognitive-behavioral. While including these treatments addressed a current limitation 

found in the literature, future studies should consider including additional treatment 

modalities (e.g., medication, lap band, bariatric surgery, etc.) to further the literature 

on the perceptions of parents and health care providers about additional treatment 

approaches to childhood obesity.  
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 Finally, no support was found for the validity of the Beliefs About the Causes 

of Childhood Obesity Questionnaire. Therefore, results for the first research question 

and its related hypotheses on the causes of pediatric obesity should be interpreted with 

caution. Despite the fact that no interpretable factor structures were found for this 

questionnaire, it was decided to continue testing hypotheses with the proposed 

variables (e.g., family and environmental subscales) as these were created based on the 

literature reviewed for the current study and were considered to have face validity.  

Future studies will aim to address the limitation of the current study by making 

modifications to the Beliefs About the Causes of Childhood Obesity Questionnaire to 

increase its validity. The Treatment Techniques Importance Scale was also developed 

for the purpose of the current study and as such, no validity data was available for this 

scale.  Therefore, it is important to take into consideration that the lack of validated 

measures may have contributed to the current study findings. As such, future studies 

will also aim to validate the Treatment Techniques Importance Scale.  
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Table 13 

 

Child BMI and Parent Acceptability Correlation Coefficients 

 

TEI Acceptability Subscales r p 

OW: Cognitive .17 .19 

OW: Behavioral -.21 .12 

OW: CBT .16 .24 

   

OW+PS: Cognitive .03 .81 

OW+PS: Behavioral -.07 .60 

OW+PS: CBT .17 .19 

Note. OW = overweight problems vignette;  

OW+PS = overweight plus psychosocial problems vignette 
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CHAPTER VIII 

SUMMARY AND CONCLUSIONS 

 The present study examined the agreement between medical health care 

providers, mental health care providers, and parents about causes of and treatments for 

childhood obesity.  Findings from this study allow for conclusions to be made about 

social validity ratings between behavior-only, cognitive-behavioral, and cognitive-

only weight management approaches and also how these ratings could be influenced 

by a child‟s presenting problem. Overall, health care providers perceived familial and 

environmental variables as contributing to childhood obesity more than parents. It is 

important that this information be considered when defining treatment goals and when 

making weight management recommendations in order to address potential barriers or 

challenges related to treatment adherence.  

 Overall, parents and medical health care providers rated behavior-only 

treatments as more acceptable for childhood obesity compared to cognitive-behavioral 

treatments. Mental health care providers rated the behavior-only treatments as more 

acceptable than the cognitive-behavioral treatment for an overweight child but not for 

an overweight child who also had psychosocial stressors (for whom they rated similar 

acceptability ratings on both behavior-only and cognitive-behavioral treatments).  

Therefore, these findings provide support for what the Expert Committee recommends 

towards the prevention, management, and treatment of childhood obesity (Barlow & 

the Expert Committee, 2007).  Study findings suggest that parents will be more likely 

to accept weight management recommendations that target behavioral changes 

compared to cognitive-behavioral or cognitive-only changes. As such, efforts for the 
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prevention, management, and treatment of childhood obesity may be more promising 

given that parents reported higher acceptability of behavioral treatment approaches.  

This study also shed light about taking into account a child‟s physical and 

psychosocial symptoms when considering treatment recommendations. Although not 

significant, ratings indicated that cognitive-based approaches were considered as 

slightly more acceptable for the child with overweight and psychosocial stressors 

versus the overweight-only child. Therefore, more research is needed to continue 

exploring the extent that a child‟s physical and psychosocial symptoms are considered 

when defining treatment goals and selecting intervention procedures for pediatric 

obesity.   

 

 

 



Texas Tech University, Rocio I. Villarreal, August 2011 

 

108 

REFERENCES 

Arredondo, E. M., Elder, J. P., Ayala, G. X., Campbell, N., Baquero, B., & Duerksen, 

 S. (2006). Is parenting style related to children‟s healthy eating and physical 

 activity in Latino families? Health Education Research, 21(6), 862 – 871. 

 doi:10.1093/her/cyl110 

 

Ball, K. & Crawford, D. (2005). The role of socio-cultural factors in the obesity 

 epidemic. In D. Crawford & R. W. Jeffery (Eds.), Obesity prevention and 

 public health (pp. 37 - 53). New York: Oxford University Press Inc. 

 

Barlow, S. E., & Dietz, W. H. (1998). Obesity evaluation and treatment:  Expert 

 committee recommendations. Pediatrics, 102(3), 11p. Available at 

 http://pediatrics.aappublications.org/cgi/reprint/102/3/e29  

 

Barlow, S. E., & the Expert Committee (2007). Expert committee recommendations 

 regarding the prevention, assessment, and treatment of child and adolescent 

 overweight and obesity: Summary report. Pediatrics, 120, S164-S192. 

 doi:10.1542/peds.2007-2329C 

 

Berkowitz, R. I., & Stunkard, A. J. (2002). Development of childhood obesity. In 

 Wadden & Stunkard (Eds.), Handbook of Obesity Treatment (pp. 515 - 531). 

 New York: The Guilford Press. 

 

Betancourt, H., & Lopez, S. R. (1993). The study of culture, ethnicity, and race in 

 American psychology. American Psychologist, 48(6), 629-637. 

 doi:10.1037/0003-066X.48.6.629 

 

Birch, L. L., & Fisher, J. A. (1996). The role of experience in the development of 

 children‟s eating behavior. In E. D. Capaldi (Ed.), Why we eat what we eat: 

 The Psychology of eating, (pp. 113 – 141). Washington, DC: American 

 Psychological Association. doi:10.1037/10291-005 

 

Blisard, N., Stewart, H., & Jolliffe, D. (2004). Low-income households’ expenditures 

 on fruits and vegetables. United States Department of Agriculture 

 (Agricultural Economic Report No.833) retrieved July 19, 2007 from 

 http://www.ers.usda.gov/publications/aer833/aer833.pdf   

 

Blom-Hoffman, J. (2008). School-based promotion of fruit and vegetable consumption 

 in multiculturally diverse, urban schools. Psychology in the Schools, 45(1), 16-

 27. doi:10.1002/pits.20275 

 

Braet, C., & Van Winckel, M. (2000). Long-term follow-up of a cognitive behavioral 

 treatment program for obese children. Behavior Therapy, 31, 55-74. 

 doi:10.1016/S0005- 7894(00)80004-0 

http://dx.doi.org/10.1093/her/cyl110
http://pediatrics.aappublications.org/cgi/reprint/102/3/e29
http://dx.doi.org/10.1542/peds.2007-2329C
http://dx.doi.org/10.1037/0003-066X.48.6.629
http://dx.doi.org/10.1037/10291-005
http://www.ers.usda.gov/publications/aer833/aer833.pdf
http://dx.doi.org/10.1002/pits.20275
http://dx.doi.org/10.1016/S0005-7894(00)80004-0


Texas Tech University, Rocio I. Villarreal, August 2011 

 

109 

Britz, B., Siegfried, W., Ziegler, A., Lamertz, C., Herpertz-Dahlmann, B. M., 

 Remschmidt, H. et al. (2000). Rates of psychiatric disorders in a clinical study 

 group of adolescents with extreme obesity and in obese adolescents ascertained 

 via a population based study. International Journal of Obesity, 24, 1707-1714. 

 doi:10.1038/sj.ijo.0801449 

 

Brown, P. J. (1993). Cultural perspectives on the etiology and treatment of obesity. In 

 A. J. Stunkard & Wadden (Eds.), Obesity: Theory and therapy (2 ed., p. 179-

 193). New York: Raven Press, Ltd. 

 

Brownell, K. D., Kelman, J. H., & Stunkard, A. J. (1983). Treatment of obese children 

 with and without their mothers: Changes in weight and blood pressure. 

 Pediatrics, 71(4), 515- 523.  

 

Byrne, C. D., & Phillips, D. I. W. (2006). The developmental environment and its role 

 in the metabolic syndrome. In P. Gluckman & M. Hanson (Eds.), 

 Developmental origins of health and disease, (pp. 265-274). New York: 

 Cambridge University Press. doi:10.1017/CBO9780511544699.020 

 

Centers for Disease Control and Prevention (2000). Body mass index-for-age 

 percentiles: Growth charts. Available at 

 http://www.cdc.gov/growthcharts/charts.htm  

 

Centers for Disease Control and Prevention (2004). Fact sheet: Obesity still a major 

 problem, new data show. Retrieved April 19, 2005, from 

 http://www.cdc.gov/nchs/pressroom/04facts/obesity.htm 

 

Centers for Disease Control and Prevention (2007). Fact sheet: Obesity still a major 

 problem, new data show. Retrieved February 8, 2008, from 

 http://www.cdc.gov/nchs/pressroom/06facts/obesity03_04.htm   

 

Centers for Disease Control and Prevention (2008a). Childhood overweight: 

 Overweight prevalence: Retrieved February 2, 2008 from 

 http://www.cdc.gov/nchs/products/pubs/pubd/hestats/overweight/overwght_chi

 ld_03.htm 

 

Centers for Disease Control and Prevention (2008b). Trends in the prevalence of 

 physical activity. National YRBS: 1991-2007. Retrieved June 18, 2008, from 

 http://www.cdc.gov/HealthyYouth/yrbs/pdf/yrbs07_us_physical_activity_trend

 .pdf  

 

Centers for Disease Control and Prevention (2008c). About BMI for children and 

 teens. Retrieved June 20, 2008 from 

 http://www.cdc.gov/nccdphp/dnpa/bmi/childrens_BMI/about_childrens_BMI.

 htm 

http://dx.doi.org/10.1038/sj.ijo.0801449
http://dx.doi.org/10.1017/CBO9780511544699.020
http://www.cdc.gov/growthcharts/charts.htm
http://www.cdc.gov/nchs/pressroom/04facts/obesity.htm
http://www.cdc.gov/nchs/pressroom/06facts/obesity03_04.htm
http://www.cdc.gov/nchs/products/pubs/pubd/hestats/overweight/overwght_child_03.htm
http://www.cdc.gov/nchs/products/pubs/pubd/hestats/overweight/overwght_child_03.htm
http://www.cdc.gov/HealthyYouth/yrbs/pdf/yrbs07_us_physical_activity_trend.pdf
http://www.cdc.gov/HealthyYouth/yrbs/pdf/yrbs07_us_physical_activity_trend.pdf
http://www.cdc.gov/nccdphp/dnpa/bmi/childrens_BMI/about_childrens_BMI.htm
http://www.cdc.gov/nccdphp/dnpa/bmi/childrens_BMI/about_childrens_BMI.htm


Texas Tech University, Rocio I. Villarreal, August 2011 

 

110 

 

Centers for Disease Control and Prevention (2010a).Defining childhood overweight 

 and obesity. Retrieved April 6, 2011 from 

 http://www.cdc.gov/obesity/childhood/defining.html 

 

Centers for Disease Control and Prevention (2010b). Overweight and obesity: 

 Contributing factors. Retrieved April 6, 2011 from 

 http://www.cdc.gov/obesity/causes/index.html  

 

Chamberlain, L. J., Wang, Y., & Robinson, T. N. (2006). Does children‟s screen time 

 predict requests for advertised products? Archives of Pediatrics and Adolescent 

 Medicine, 160, 363-368. doi:10.1001/archpedi.160.4.363 

 

Coates, T. J., & Thoresen, C. E. (1981). Behavior and weight changes in three obese 

 adolescents. Behavior Therapy, 12, 383-399. doi:10.1016/S0005-

 7894(81)80126-8 

 

Cogan, J. C., Bhalla, S. K., Sefa-Dedeh, A., & Rothblum, E. D. (1996). A comparison 

 study of United States and African students on perceptions of obesity and 

 thinness. Journal of Cross-Cultural Psychology, 27(1), 98-113.  

 doi:10.1177/0022022196271007 

 

Cogwell-Anderson, R., & Fox, R. A. (1989). Behavioral treatment approaches. In A. 

 F. Rotatori & R. A. Fox (Eds.), Obesity in children and youth: Measurements, 

 characteristics, causes, and treatment (pp. 89-108). Springfield: Charles C. 

 Thomas.  

 

Cohen, J. (1992). A power primer. Psychological Bulletin, 112, 155-159. 

 doi:10.1037/0033- 2909.112.1.155 

 

Costigan, C. L., & Cox, M. J. (2001).  Father‟s participation in family research: Is 

 there a self-selection bias? Journal of Family Psychology, 15(4), 706-720. 

 doi:10.1037/0893- 3200.15.4.706 

 

Crandall, C., & Martinez, R. (1996). Culture, ideology and antifat attitudes. 

 Personality and Social Psychology Bulletin, 22(11), 1165-1176. 

 doi:10.1177/01461672962211007 

 

Cuellar, I., Arnold, B., & Maldonado, R. (1995). Acculturation rating scale for 

 Mexican Americans-II: A revision of the original ARSMA scale. Hispanic 

 Journal of Behavioral Sciences, 17(3), 275-304. 

 doi:10.1177/07399863950173001 

 

 

 

http://www.cdc.gov/obesity/childhood/defining.html
http://www.cdc.gov/obesity/causes/index.html
http://dx.doi.org/10.1001/archpedi.160.4.363
http://dx.doi.org/10.1016/S0005-7894(81)80126-8
http://dx.doi.org/10.1016/S0005-7894(81)80126-8
http://dx.doi.org/10.1177/0022022196271007
http://dx.doi.org/10.1037/0033-2909.112.1.155
http://dx.doi.org/10.1037/0893-3200.15.4.706
http://dx.doi.org/10.1177/01461672962211007
http://dx.doi.org/10.1177/07399863950173001


Texas Tech University, Rocio I. Villarreal, August 2011 

 

111 

Cullen, K. W., Baranowski, T., Rittenberry, L., Cosart, C., Hebert, D. & Moor, C. 

 (2001). Child-reported family and peer influences on fruit, juice, and vegetable 

 consumption: Reliability and validity of measures. Health Education Research, 

 16(2), 187-200. doi:10.1093/her/16.2.187 

 

Dahl, N., Tervo, R., & Symons, F. J. (2007). Treatment acceptability of healthcare 

 services for children with cerebral palsy. Journal of Applied Research in 

 Intellectual Disabilities, 20, 475-482. doi:10.1111/j.1468-3148.2007.00345.x 

 

Davis, M. M., Gance-Cleveland, B., Hassink, S., Johnson, R., Paradis, G., & 

 Resnicow, K. (2007). Recommendations for prevention of childhood obesity. 

 Pediatrics, 120, S229-S254. doi:10.1542/peds.2007-2329E     

 

Davison, K. K. & Campbell, K. (2005). Opportunities to prevent obesity in children 

 within families: An ecological approach. In D. Crawford & R. W. Jeffery 

 (Eds.), Obesity prevention and public health (pp. 207 - 230). New York: 

 Oxford University Press Inc. 

 

Dietz, W. (1998). Health consequences of obesity in youth: Childhood predictors of 

 adult disease. American Academy of Pediatrics, 3(2), 518-525.  

 Dietz, W. H. (2003). Pediatric obesity. In R. H. Eckel (Ed.), Obesity: 

 Mechanism and clinical management (pp. 91 – 102). Philadelphia: Lippincott 

 Williams & Wilkins. 

 

Dounchis, J. Z., Hayden, H. A., & Wilfley, D. E. (2001). Obesity, body image, and 

 eating disorders in ethnically diverse children and adolescents. In J. K. 

 Thompson & L. Smolak (Eds.). Body image, eating disorders, and obesity in 

 youth: Assessment, prevention, and treatment (pp. 67 – 98). Washington, DC: 

 American Psychological Association. doi:10.1037/10404-003 

 

Duffy, G., & Spence, S. H. (1993). The effectiveness of cognitive self-management as 

 an adjunct to a behavioural intervention for childhood obesity: A research note. 

 Journal of Child Psychology and Psychiatry, 34(6), 1043-1050. 

 doi:10.1111/j.1469-7610.1993.tb01107.x 

 

Eamon, M. E., & Venkataraman, M. (2003). Implementing parent management 

 training in the context of poverty. The American Journal of Family Therapy, 

 31, 281-293. doi:10.1080/01926180390201972 

 

Edwards, C., Nicholls, D., Croker, H., Van Zyl, S., Viner, R., & Wardle, J. (2006). 

 Family-based behavioural treatment of obesity: acceptability and effectiveness 

 in the UK. European  Journal of Clinical Nutrition, 60, 587-592. 

 doi:10.1038/sj.ejcn.1602353 

 

http://dx.doi.org/10.1093/her/16.2.187
http://dx.doi.org/10.1111/j.1468-3148.2007.00345.x
http://dx.doi.org/10.1037/10404-003
http://dx.doi.org/10.1111/j.1469-7610.1993.tb01107.x
http://dx.doi.org/10.1080/01926180390201972
http://dx.doi.org/10.1038/sj.ejcn.1602353


Texas Tech University, Rocio I. Villarreal, August 2011 

 

112 

Emes, C., Velde, B., Moreau, M., Murdoch, D. D., & Trussell, R. (1990). An activity 

 based weight control program. Adapted Physical Activity Quarterly, 7, 314-

 324.  

 

Epstein, L. H. (1993). New developments in childhood obesity. In A. J. Stunkard & T. 

 A. Wadden (Eds.), Obesity: Theory and therapy (2 ed., p. 301-312). New 

 York: Raven  Press, Ltd. 

 

Epstein, L.H., Paluch, R.A., Gordy, C.C., & Dorn, J. (2000). Decreasing sedentary 

 behaviors in treating pediatric obesity. Archives of Pediatric and Adolescent 

 Medicine, 154, 220-226.   

 

Epstein, L. H., Koeske, R., Wing, R. R., & Valoski, A. (1986). The effect of family 

 variables on child weight change. Health Psychology, 5(1), 1-11.  

 doi:10.1037/0278-6133.5.1.1 

 

Epstein, L. H., Smith, J. A., Vara, L. S., & Rodefer, J. S. (1991). Behavioral economic 

 analysis of activity choice in obese children. Health Psychology, 10, 311-316. 

 doi:10.1037/0278-6133.10.5.311 

 

Epstein, L. H., & Squires, S. (1988). The stop light diet for children: An eight-week 

 program for parents and children (1
st
 Ed). Boston: Little Brown.   

 

Epstein, L.H., Valoski, A.M., Kalarchian, M.A., & McCurley, J. (1995a). Do children 

 lose and maintain weight easier than adults? A comparison of child and parent 

 weight changes from six months to ten years. Obesity Research, 3(5), 411-417.  

 

Epstein, L.H., Valoski, A.M., Vara, L.S., McCurley, J., Wisniewski, L., Kalarchian, 

 M.A., et al., (1995b). Effects of decreasing sedentary behavior and increasing 

 activity on weight change in obese children. Health Psychology, 14(2), 109-

 115. doi:10.1037/0278-6133.14.2.109 

 

Epstein, L. H., Valoski, A., Wing, R. R., & McCurley, J. (1990). Ten-year follow-up 

 of behavioral, family-based treatment for obese children. Journal of the 

 American Medical Association, 264(19), 2519-2523. 

 doi:10.1001/jama.264.19.2519 

 

Epstein, L.H., Wing, R.R., Koeske, R., Andrasik, F., & Ossip, D.J. (1981).  

Child and parent weight loss in family-based behavior modification programs. 

Journal of Consulting and Clinical Psychology, 49(5), 674-685. 

doi:10.1037/0022-006X.49.5.674 

 

 

 

http://dx.doi.org/10.1037/0278-6133.5.1.1
http://dx.doi.org/10.1037/0278-6133.10.5.311
http://dx.doi.org/10.1037/0278-6133.14.2.109
http://dx.doi.org/10.1001/jama.264.19.2519
http://dx.doi.org/10.1037/0022-006X.49.5.674


Texas Tech University, Rocio I. Villarreal, August 2011 

 

113 

Epstein, L.H., Wing, R.R., Koeske, R., Ossip, D., & Beck, S. (1982). A comparison of 

 lifestyle change and programmed aerobic exercise on weight and fitness 

 changes in obese children. Behavior Therapy, 13, 651-665. 

 doi:10.1016/S0005-7894(82)80022-1 

 

Epstein, L.H., Wing, R.R., Koeske, R., & Valoski, A. (1985a). A comparison of 

 lifestyle exercise, aerobic exercise, and calisthenics on weight loss in obese 

 children. Behavior Therapy, 16, 345-356. doi:10.1016/S0005-7894(85)80002-

 2 

 

Epstein, L.H., Wing, R.R., Penner, B.C., & Kress, M.J. (1985b). Effect of diet and 

 controlled exercise on weight loss in obese children. The Journal of Pediatrics, 

 107(3), 558-361. 

 

Fabian L. J., & Thompson, J. K. (1989). Body image and eating disturbance in young 

 females. International Journal of Eating Disorders, 8(1), 63-74. 

 doi:10.1002/1098-108X(198901)8:1<63::AID-EAT2260080107>3.0.CO;2-9 

 

Fagot-Campagna, A. (2000). Emergence of type 2 diabetes mellitus in children: 

 Epidemiological evidence. Journal of Pediatric Endocrinology & Metabolism, 

 13, 1395-1402.   

 

Faith, M. S., Matz, P. E., & Allison, D. B. (2003). Psychosocial correlates and 

 consequences of obesity. In R. E. Anderson (Ed.), Obesity, etiology, 

 assessment, treatment, and prevention (pp. 17-31). Campaign, IL: Human 

 Kinetics Publishers, Inc.   

 

Faith, M. S., Saelens, B. E., Wilfley, D. E., & Allison, D. B. (2001). Behavioral 

 treatment of childhood and adolescent obesity: Current status, challenges, and 

 future directions. In J. K. Thompson & L. Smolak (Eds.), Body image, eating 

 disorders, and obesity in youth: Assessment, prevention, and treatment, 

 (pp.313-340), Washington, DC: American Psychological Association. 

 doi:10.1037/10404-013 

 

Farrar, J. T., Young, J. P., LaMoreaux, L., Werth, J. L., & Poole, R. M. (2001). 

 Clinical importance of changes in chronic pain intensity measured on an 11-

 point numerical pain  rating scale. Pain, 94, 149-158. doi:10.1016/S0304-

 3959(01)00349-9 

 

Feldman, R. S. (2008). Physical and cognitive development in middle childhood. In  

 Development Across the Life Span (5
th

 ed., pp. 284-329). Upper Saddle River, 

 NJ: Pearson Prentice Hall.  

 

http://dx.doi.org/10.1016/S0005-7894(82)80022-1
http://dx.doi.org/10.1016/S0005-7894(85)80002-2
http://dx.doi.org/10.1016/S0005-7894(85)80002-2
http://dx.doi.org/10.1002/1098-108X(198901)8:1%3c63::AID-EAT2260080107%3e3.0.CO;2-9
http://dx.doi.org/10.1037/10404-013
http://dx.doi.org/10.1016/S0304-3959(01)00349-9
http://dx.doi.org/10.1016/S0304-3959(01)00349-9


Texas Tech University, Rocio I. Villarreal, August 2011 

 

114 

Fisher, K. (2008). Assessing clinically meaningful change following a programme for 

 managing chronic pain. Clinical Rehabilitation, 22, 252-259. 

 doi:10.1177/0269215507081928 

 

Foster, S. L., & Mash, E. J. (1999). Assessing social validity in clinical treatment 

 research: Issues and procedures. Journal of Consulting and Clinical 

 Psychology, 67(3), 308-319. doi:10.1037/0022-006X.67.3.308 

 

Foster, G. D., & Wadden, T. A. (1994). The psychology of obesity, weight loss, and 

 weight regain: Research and clinical findings. In G. L. Blackburn & B. S. 

 Kanders (Eds.), Obesity, pathophysiology, psychology, and treatment (pp.140-

 166). New York: Chapman & Hall, Inc.  

 

Freedman, D. S., Dietz, W. H., Srinivasan, S. R., & Berenson, G. S. (1999). The 

 relation of overweight to cardiovascular risk factors among children and 

 adolescents: The Bogalusa Heart Study. Pediatrics, 103(6), 1175-1182.  

 

Fuqua, R. W. & Schwade, J. (1986). Social validation of applied behavioral research: 

 A selective review and critique. In A. Poling & R. W. Fuqua (Eds.), Research 

 Methods in Applied Behavior Analysis: Issues and Advances, pp.265 – 292. 

 New York: Plenum Press.  

 

Gallo, A. E. (1999). Food advertising in the United States. In Frazao, E. (Ed.) 

 American eating habits: Changes and consequences. Agriculture information 

 bulletin no.750, pp.173-180. Economic Research Service, U.S. Department of 

 Agriculture, Washington, D.C.  

 

Gardner, R., Friedman, B., & Jackson, N. (1999). Hispanic and White children's 

 judgments of  perceived and ideal body size in self and others. The 

 Psychological Record, 49, 555-564. 

 

Garn, S. M., & Clark, D. C. (1975). Nutrition, growth, development, and maturation: 

 Findings from the ten-state nutrition survey of 1968-1970. Pediatrics, 56(2), 

 306-319.  

 

Garn, S. M., LaVelle, M., Rosenberg, K. R., & Hawthorne, V. M. (1986). 

 Maturational timing as a factor in female fatness and obesity. The American 

 Journal of Clinical Nutrition, 43, 879-883.  

 

Golan, M. (2006). Parents as agents of change in childhood obesity – from research to  

practice. International Journal of Pediatric Obesity, 1(2), 66-76. 

 doi:10.1080/17477160600644272 

 

http://dx.doi.org/10.1177/0269215507081928
http://dx.doi.org/10.1037/0022-006X.67.3.308
http://dx.doi.org/10.1080/17477160600644272


Texas Tech University, Rocio I. Villarreal, August 2011 

 

115 

Golan, M. & Crow, S. (2004a). Parents are key players in the prevention and treatment 

 of weight-related problems. Nutrition Reviews, 62(1), 39-50. 

 doi:10.1111/j.1753-4887.2004.tb00005.x 

 

Golan, M., & Crow, S. (2004b). Targeting parents exclusively in the treatment of 

 childhood obesity: Long-term results. Obesity Research, 12(2), 357-361. 

 doi:10.1038/oby.2004.45 

 

Golan, M., Kaufman, V., & Shahar, D. R. (2006). Childhood obesity treatment: 

 targeting parents exclusively v. parents and children. British Journal of 

 Nutrition, 95, 1008-1015. doi:10.1079/BJN20061757 

 

Golan, M. & Weizman, A. (2001). Familial approach to the treatment of childhood 

 obesity: Conceptual model. Journal of Nutrition Education, 33(2), 102-107. 

 doi:10.1016/S1499-4046(06)60173-5 

 

Golan, M., Weizman, A., Apter, A., & Fainaru, M. (1998). Parents as the exclusive 

 agents of change in the treatment of childhood obesity. American Journal of 

 Clinical Nutrition, 67, 1130-5.  

 

Goldfield, A., & Chrisler, J. C. (1995). Body stereotyping and stigmatization of obese 

 persons by first graders. Perceptual and Motor Skills, 81, 909-910.  

 

Goodman, E. & Whitaker, R. C. (2002). A prospective study of the role of depression 

 in the development and persistence of adolescent obesity. Pediatrics, 109(3), 

 497-504. doi:10.1542/peds.110.3.497 

 

Gordon-Larsen, P., Harris, K. M., Ward, D. S., & Popkin, B. M. (2003). Acculturation 

 and overweight-related behaviors among Hispanic immigrants to the US: The 

 National Longitudinal Study of Adolescent Health. Social Science & Medicine, 

 57, 2023-2034. doi:10.1016/S0277-9536(03)00072-8 

 

Gortmaker, S., Must, A., Perrin, J., Sobol, A., & Dietz, W. (1993). Social and 

 economic consequences of overweight in adolescence and young adulthood. 

 The New England Journal of Medicine, 329(14), 1008-1012. 

 doi:10.1056/NEJM199309303291406 

 

Grayston, A. D. & DeLuca R. V. (1996). Social validity of group treatment for 

 sexually abused boys. Child & Family Behavior Therapy, 18(2), 1-11. 

 doi:10.1300/J019v18n02_01 

 

Grusec, J. E. (1992). Social learning theory and developmental psychology: The  

 legacies of Robert Sears and Albert Bandura. Developmental Psychology, 

 28(5), 776-786. doi:10.1037/0012-1649.28.5.776 

 

http://dx.doi.org/10.1111/j.1753-4887.2004.tb00005.x
http://dx.doi.org/10.1038/oby.2004.45
http://dx.doi.org/10.1079/BJN20061757
http://dx.doi.org/10.1016/S1499-4046(06)60173-5
http://dx.doi.org/10.1542/peds.110.3.497
http://dx.doi.org/10.1016/S0277-9536(03)00072-8
http://dx.doi.org/10.1056/NEJM199309303291406
http://dx.doi.org/10.1300/J019v18n02_01
http://dx.doi.org/10.1037/0012-1649.28.5.776


Texas Tech University, Rocio I. Villarreal, August 2011 

 

116 

Haas, J. S., Lee, L. B., Kaplan, C. P., Sonneborn, D., Phillips, K. A., & Liang, S. 

 (2003). The association of race, socioeconomic status, and health insurance 

 status with the prevalence of overweight among children and adolescents. 

 American Journal of Public Health, 93(12), 2105 – 2110.  

 doi:10.2105/AJPH.93.12.2105 

 

Hardus, P. M., van Vuuren, C. L., Crawford, D., & Worsley, A. (2003). Public 

 perceptions of the causes and prevention of obesity among primary school 

 children. International Journal of Obesity, 27, 1465-1471. 

 doi:10.1038/sj.ijo.0802463 

 

Harper, D. C., Wacker, D. P., & Seaborg-Cobb, L. (1986). Children‟s social 

 preferences towards peers with visible physical differences. Journal of 

 Pediatric Psychology, 11(3), 323-342. doi:10.1093/jpepsy/11.3.323 

 

Hawkins, R. P. (1991). Is social validity what we are interested in? Argument for a 

 functional approach. Journal of Applied Behavior Analysis, 24(2), 205-213. 

 doi:10.1901/jaba.1991.24-205 

 

Hawkins, S. S., Cole, T. J., & Law, C. (2008). Maternal employment and early 

 childhood overweight: findings from the UK Millennium Cohort Study. 

 International Journal of Obesity, 32, 30-38. doi:10.1038/sj.ijo.0803682 

 

Hayton, J. C., Allen, D. G., & Scarpello, V. (2004). Factor retention decisions in 

 exploratory factor analysis: A tutorial on parallel analysis. Organizational 

 Research Methods, 7(2), 191-205. doi:10.1177/1094428104263675 

 

Herrera, E. A., Johnston, C. A., & Steele, R. G. (2004). A comparison on cognitive 

 and behavioral treatments for pediatric obesity. Children’s Health Care, 33(2), 

 151-167. doi:10.1207/s15326888chc3302_5 

 

Hill, J. O., & Donahoo, W. T. (2003). Environmental influences on obesity. In R. H. 

 Eckel (Ed.), Obesity: Mechanisms and clinical management (p. 75 – 90). 

 Philadelphia: Lippincott Williams & Wilkins.  

 

Hill, A. J., & Silver, E. K. (1995). Fat, friendless, and unhealthy: 9-year old children‟s 

 perception of body shape stereotypes. International Journal of Obesity, 19, 

 423-430.  

 

Hodes, M., Jones, C., & Davies, H. (1996). Cross-cultural differences in maternal 

 evaluation of  children's body shapes. International Journal of Eating 

 Disorders, 19(3), 257-263. doi:10.1002/(SICI)1098-

 108X(199604)19:3<257::AID-EAT4>3.0.CO;2-L 

 

http://dx.doi.org/10.2105/AJPH.93.12.2105
http://dx.doi.org/10.1038/sj.ijo.0802463
http://dx.doi.org/10.1093/jpepsy/11.3.323
http://dx.doi.org/10.1901/jaba.1991.24-205
http://dx.doi.org/10.1038/sj.ijo.0803682
http://dx.doi.org/10.1177/1094428104263675
http://dx.doi.org/10.1207/s15326888chc3302_5
http://dx.doi.org/10.1002/(SICI)1098-108X(199604)19:3%3c257::AID-EAT4%3e3.0.CO;2-L
http://dx.doi.org/10.1002/(SICI)1098-108X(199604)19:3%3c257::AID-EAT4%3e3.0.CO;2-L


Texas Tech University, Rocio I. Villarreal, August 2011 

 

117 

Holgado-Tello, F. P., Chacon-Moscoso, S., Barbero-Garcia, I., & Vila-Abad, E. 

 (2010). Polychoric versus Pearson correlations in exploratory and confirmatory 

 factor analysis of ordinal variables. Quality & Quantity, 44, 153-166. 

 doi:10.1007/s11135-008-9190-y 

 

Institute of Medicine of the National Academies. (2004a). Communities can play a 

 role in preventing childhood obesity. Retrieved June 17, 2008, from 

 www.iom.edu 

 

Institute of Medicine of the National Academies. (2004b). Childhood obesity in the 

 United States:  Facts and figures. Retrieved April 8, 2005, from www.iom.edu 

 

Isett, R., Roszkowski, M., & Spreat, S. (1983). Tolerance for deviance: Subjective 

 evaluation of the social validity of the focus of treatment in mental retardation. 

 American Journal of Mental Deficiency, 87(4), 458-461.  

 

Janssen, I., Craig, W. M., Boyce, W. F., & Pickett, W. (2004). Associations between 

 overweight and obesity with bullying behaviors in school-aged children. 

 Pediatrics, 113(5), 1187-1194. doi:10.1542/peds.113.5.1187 

 

Jeffery, R. W., & Linde, J. A. (2005). Evolving environmental factors in the obesity 

 epidemic. In D. Crawford & R. W. Jeffery (Eds.), Obesity prevention and 

 public health (pp. 55 – 73). New York: Oxford University Press Inc. 

 

Jelalian, E., Boergers, J., Alday, S., & Frank, R. (2003). Survey of physician attitudes 

 and practices related to pediatric obesity. Clinical Pediatrics, 42, 235-245. 

 doi:10.1177/000992280304200307 

 

Jelalian, E., & Mehlenbeck, R. (2003). Pediatric obesity. In M. C. Roberts (Ed.), 

 Handbook of  pediatric psychology (3 ed., p. 529-543). New York: Guilford 

 Press. 

 

Johnson, J. G., Cohen, P., Kasen, S., & Brook, J. S. (2002). Childhood adversities 

 associated with risk for eating disorders or weight problems during 

 adolescence or early adulthood. American Journal of Psychiatry, 159, 394-400. 

 doi:10.1176/appi.ajp.159.3.394 

 

Kazdin, A. E. (1980). Acceptability of alternative treatments for deviant child 

 behavior. Journal of Applied Behavior Analysis, 13(2), 259-273. 

 doi:10.1901/jaba.1980.13-259 

 

Kazdin, A. E. (1984). Acceptability of aversive procedures and medication as 

 treatment alternatives for deviant child behavior. Journal of Abnormal Child 

 Psychology, 12(2), 289-302. doi:10.1007/BF00910669 

 

http://dx.doi.org/10.1007/s11135-008-9190-y
http://www.iom.edu/
http://www.iom.edu/
http://dx.doi.org/10.1542/peds.113.5.1187
http://dx.doi.org/10.1177/000992280304200307
http://dx.doi.org/10.1176/appi.ajp.159.3.394
http://dx.doi.org/10.1901/jaba.1980.13-259
http://dx.doi.org/10.1007/BF00910669


Texas Tech University, Rocio I. Villarreal, August 2011 

 

118 

Kazdin, A. E. (1986). Acceptability of psychotherapy and hospitalization for disturbed 

 children: Parent and child perspectives. Journal of Clinical Child Psychology, 

 15(4), 333-340. 

 

Kazdin, A. E., French, N. H., & Sherick, R. B. (1981). Acceptability of alternative 

 treatments for children: Evaluations by inpatient children, parents, and staff. 

 Journal of Consulting and Clinical Psychology, 49(6), 900-907. 

 doi:10.1037/0022-006X.49.6.900 

 

Kelley, M. L., Heffer, R. W., Gresham, F. M., & Elliot, S. N. (1989). Development of 

 a modified Treatment Evaluation Inventory. Journal of Psychopathology and 

 Behavioral Assessment, 11(3), 235-247. doi:10.1007/BF00960495 

 

Kelsey, J. L. (1973). Epidemiology of slipped capital femoral epiphysis: A review of 

 the literature. Pediatrics, 73(51), 1042-1050.  

 

Kimm, S. S., Obarzanek, E., Barton, B. A., Aston, C. E., Similo, S. L., Morrison, J. 

 A., et al. (1996). Race, socioeconomic status, and obesity in 9 to 10 year-old 

 girls: The NHLBI growth and health study. Annals of Epidemiology, 6(4), 266 

 – 275. doi:10.1016/S1047-2797(96)00056-7 

 

Kleinman, A., Eisenberg, L., & Good, B. (1978). Clinical lessons from anthropologic 

 and cross-cultural research. Annals of Internal Medicine, 88, 251-258.   

 

Lansky, D. & Vance, M. A. (1983). School-based intervention for adolescent obesity: 

 Analysis of treatment, randomly selected control, and self-selected control 

 subjects. Journal of Consulting and Clinical Psychology, 15(1), 147-148. 

 doi:10.1037/0022-006X.51.1.147 

 

Lee, D., & Lim, H-W. (2008). Scale construction. In P. H. Heppner, B. E. Wampold, 

 & D. M. Kivlighan (Eds.), Research Design in Counseling (pp.494-510). 

 Belmont, CA: Thomson Brooks/Cole. 

 

Levine, M. D., Ringham, R. M., Kalarchian, M. A.,Wisniewski, L., & Marcus, M.D. 

 (2001). Is family-based behavioral weight control appropriate for severe 

 pediatric obesity? The International Journal Of Eating Disorders, 30(3), 318-

 28. doi:10.1002/eat.1091 

 

Lissau, I., & Sorensen, T.I. (1994). Parental neglect during childhood and increased 

 risk of obesity in young adulthood. Lancet, 343(8893), 324-327. 

 doi:10.1016/S0140- 6736(94)91163-0 

 

Lumeng, J. C. & Hillman, K. H. (2006). Eating in larger groups increases food 

 consumption. Archives of Disease in Childhood, 92, 384-387. 

 doi:10.1136/adc.2006.103259 

http://dx.doi.org/10.1037/0022-006X.49.6.900
http://dx.doi.org/10.1007/BF00960495
http://dx.doi.org/10.1016/S1047-2797(96)00056-7
http://dx.doi.org/10.1037/0022-006X.51.1.147
javascript:__doLinkPostBack('detail','ss%257E%257EAU%2520%252522Levine%2520MD%252522%257C%257Csl%257E%257Erl','');
javascript:__doLinkPostBack('detail','ss%257E%257EAU%2520%252522Ringham%2520RM%252522%257C%257Csl%257E%257Erl','');
javascript:__doLinkPostBack('detail','ss%257E%257EAU%2520%252522Kalarchian%2520MA%252522%257C%257Csl%257E%257Erl','');
javascript:__doLinkPostBack('detail','ss%257E%257EAU%2520%252522Wisniewski%2520L%252522%257C%257Csl%257E%257Erl','');
javascript:__doLinkPostBack('detail','ss%257E%257EAU%2520%252522Marcus%2520MD%252522%257C%257Csl%257E%257Erl','');
http://dx.doi.org/10.1002/eat.1091
http://dx.doi.org/10.1016/S0140-6736(94)91163-0
http://dx.doi.org/10.1136/adc.2006.103259


Texas Tech University, Rocio I. Villarreal, August 2011 

 

119 

Maddox, G. L., Back, K. W., & Liederman, V. R. (1968). Overweight as social 

 deviance and disability. Journal of Health and Social Behavior, 9(4), 287-298.  

 doi:10.2307/2948537 

 

Mallory, G. B., Fiser, D.H., & Jackson, R. (1989). Sleep-associated breathing 

 disorders in morbidly obese children and adolescents. The Journal of 

 Pediatrics, 115, 892-897. doi:10.1016/S0022-3476(89)80738-3 

 

Mast, M., Körtzinger, I., König, E., & Müller, M. J. (1998). Gender differences in fat 

 mass of 5-7 year old children. International Journal of Obesity, 22, 878-884. 

 doi:10.1038/sj.ijo.0800675 

 

McCabe, M. P., Ricciardelli, L. A., & Holt, K. (2005). A longitudinal study to explain 

 strategies to change weight and muscles among normal weight and overweight 

 children. Appetite, 45, 225-234.  doi:10.1016/j.appet.2005.07.009 

 

McElroy, S. L., Kotwal, R., Malhotra, S., Nelson, E. B., Keck, P. E., & Nemeroff, C. 

 B. (2004). Are mood disorders and obesity related? A review for the mental 

 health professional. Journal of Clinical Psychiatry, 65(5), 634-651. 

 doi:10.4088/JCP.v65n0507 

 

McGinnis, M. J. (1992). The public health burden of a sedentary lifestyle. Medicine 

 and Science in Sports and Exercise, 24(6), S196-200.  

 

McGrath-Davis, A., James, R. L., Boles, R. E., Goetz, J. R., Belmont, J., & Malone, 

 B. (2011). The use of telemedicine in the treatment of paediatric obesity: 

 feasibility and acceptability. Maternal and Child Nutrition, 7, 71-79. 

 doi:10.1111/j.1740-8709.2010.00248.x 

 

Meyer, J. M., & Stunkard, A. J. (1993). Genetics and human obesity. In A. J. Stunkard 

 & T. A. Wadden (Eds.), Obesity: Theory and therapy (2 ed., p. 137-149). New 

 York: Raven  Press, Ltd.  

 

Miltenberger, R. G. (1990). Assessment of treatment acceptability: A review of the 

 literature. Topics in Early Childhood Special Education, 10(3), 24-38. 

 doi:10.1177/027112149001000304 

 

Nemet, D., Barkan, S., Epstein, Y., Friedland, O., Kowen, G., & Eliakim, A. (2005). 

 Short- and long-term beneficial effects of a combined dietary-behavioral-

 physical activity intervention for the treatment of childhood obesity. 

 Pediatrics, 115(4), 443-449.  doi:10.1542/peds.2004-2172 

 

 

 

http://dx.doi.org/10.2307/2948537
http://dx.doi.org/10.1016/S0022-3476(89)80738-3
http://dx.doi.org/10.1038/sj.ijo.0800675
http://dx.doi.org/10.1016/j.appet.2005.07.009
http://dx.doi.org/10.4088/JCP.v65n0507
http://dx.doi.org/10.1111/j.1740-8709.2010.00248.x
http://dx.doi.org/10.1177/027112149001000304
http://dx.doi.org/10.1542/peds.2004-2172


Texas Tech University, Rocio I. Villarreal, August 2011 

 

120 

Ogden, C., & Carroll, M. (2010). Prevalence of obesity among children and 

 adolescents: United States, trends 1963-1965 through 2007-2008. National 

 Center for Health Statistics, Health E-Stats. Available at 

 http://www.cdc.gov/nchs/data/hestat/obesity_child_07_08/obesity_child_07_0

 8.pdf    

 

Okie, S. (2005). Off the couch and away from the screen. In Fed-up! Winning the war 

 against childhood obesity (pp.113-147). Washington, DC: Joseph Henry Press.  

 

Olvera, N., Suminski, R., & Power, T. G. (2005). Intergenerational perceptions of 

 body image in Hispanics: Role of BMI, gender, and acculturation. Obesity 

 Research, 13(11), 1970-1979. doi:10.1038/oby.2005.242 

 

Panzer, B. (2006). Integrating pediatric obesity treatment into clinical practice. 

 American Journal of Orthopsychiatry, 76(4), 531-544. doi:10.1037/0002-

 9432.76.4.531 

 

Parizkova, J., & Hills, A. (2001). Health problems. In Childhood obesity: Prevention 

 and treatment, (p. 189-199). Boca Raton: CRC Press LLC. 

 

Patterson, M. L., Stern, S., Crawford, P. B., McMahon, R. P., Similo, S. L., Schreiber, 

 G. B., et al., (1997). Sociodemographic factors and obesity in preadolescent 

 Black and White girls: NHLBI‟s growth and health study. Journal of the 

 National Medical Association, 89(9), 594-600.  

 

Polivy, J., & Herman, C. P. (1995). Dieting and its relation to eating disorders. In K. 

 D. Brownell & C. G. Fairburn (Eds.), Eating disorders and obesity: A 

 comprehensive handbook, (pp. 83 – 86). New York: The Guilford Press.  

 

Popkin, B. M. (2005). The implications of the nutrition transition for obesity in the 

 developing world. In D. Crawford & R. W. Jeffery (Eds.), Obesity prevention 

 and public health (pp. 75 - 98). New York: Oxford University Press Inc. 

 

Price, R. A. (2002). Genetics and common obesities: Background, current status, 

 strategies, and future prospects. In Stunkard & Wadden, (Eds.), Handbook of 

 Obesity Treatment (pp. 73 – 94). New York: The Guilford Press. 

 

Puhl, R. M., & Latner, J. D. (2007). Stigma, obesity, and the health of the nation‟s 

 children. Psychological Bulletin, 133(4), 557-580. doi:10.1037/0033-

 2909.133.4.557 

 

Rapoff, M. A. (2010). Editorial: Assessing and enhancing clinical significance/social 

 validity of intervention research in pediatric psychology. Journal of Pediatric 

 Psychology, 35(2), 114-119.  doi:10.1093/jpepsy/jsp102 

 

http://www.cdc.gov/nchs/data/hestat/obesity_child_07_08/obesity_child_07_08.pdf
http://www.cdc.gov/nchs/data/hestat/obesity_child_07_08/obesity_child_07_08.pdf
http://dx.doi.org/10.1038/oby.2005.242
http://dx.doi.org/10.1037/0002-9432.76.4.531
http://dx.doi.org/10.1037/0002-9432.76.4.531
http://dx.doi.org/10.1037/0033-2909.133.4.557
http://dx.doi.org/10.1037/0033-2909.133.4.557
http://dx.doi.org/10.1093/jpepsy/jsp102


Texas Tech University, Rocio I. Villarreal, August 2011 

 

121 

Reimers, T. M., & Wacker, D. P. (1988). Parents‟ ratings of the acceptability of 

 behavioral treatment recommendations made in an outpatient clinic: A 

 preliminary analysis of the influence of treatment effectiveness. Behavioral 

 Disorders, 14(1), 7-15.  

 

Reimers, T. M., Wacker, D. P., Cooper, L. J., & deRaad, A. (1992). Acceptability of 

 behavioral treatments for children: Analogue and naturalistic evaluations by 

 parents. School Psychology Review, 21(4), 628-643. 

 

Rimm, S.B. (2004). Rescuing the emotional lives of overweight children: What our 

 kids go through – and how we can help. United States: Rodale Inc.  

 

Ritenbaugh, C. (1982). Obesity, as a culture-bound syndrome. Culture, medicine and  

 psychiatry, 6, 347-361. doi:10.1007/BF00118882 

 

Robinson, T., Chang, J., Haydel, F., & Killen, J. (2001). Overweight concerns and 

 body dissatisfaction among third-grade children: The impacts of ethnicity and 

 socioeconomic status. The Journal of Pediatrics, 138, 181-187. 

 doi:10.1067/mpd.2001.110526 

 

Rocchini, A. P., Katch, V., Anderson, J., Hinderliter, J., Becque, D., Martin, M., et al.  

(1988). Blood pressure in obese adolescents: Effect of weight loss. Pediatrics, 

82(1), 16-23.   

 

Rohrbacher, R. (1973). Influence of a special camp program for obese boys on weight 

 loss, self-concept, and body image. Research Quarterly, 44, 150-157.  

 

Rosen, A. & Proctor, E. K. (1981). Distinctions between treatment outcomes and their  

implications for treatment evaluation. Journal of Consulting and Clinical 

Psychology, 49(3), 418-425. doi:10.1037/0022-006X.49.3.418 

 

Rosnov, D. L. (2009). Acceptability of weight loss treatments among overweight 

 adolescents and their caregivers. Dissertation Abstracts International: Section 

 B: The Sciences and Engineering, 69 (7-B), 4441.  

 

Rozin, P. (1996). Sociocultural influences on human food selection. In E. D. Capaldi 

 (Ed.), Why we eat what we eat: The Psychology of eating, (pp. 233 – 263). 

 Washington, DC: American Psychological Association. doi:10.1037/10291-

 009 

 

Saelens, B. E., Sallis, J. F., & Frank, L. F. (2003). Environmental correlates of 

 walking and cycling: findings from the transportation, urban design, and 

 planning literatures. Annals of Behavioral Medicine, 25(2), 80-91. 

 doi:10.1207/S15324796ABM2502_03 

 

http://dx.doi.org/10.1007/BF00118882
http://dx.doi.org/10.1067/mpd.2001.110526
http://dx.doi.org/10.1037/0022-006X.49.3.418
http://dx.doi.org/10.1037/10291-009
http://dx.doi.org/10.1037/10291-009
http://dx.doi.org/10.1207/S15324796ABM2502_03


Texas Tech University, Rocio I. Villarreal, August 2011 

 

122 

Sahakian, B. J. (1983). Psychological factors in childhood obesity: Aetiology and 

 treatment. The Journal of Obesity and Weight Regulation, 2(3&4), 181-194. 

 

Schwartz, I. S. (1991). The study of consumer behavior and social validity: An 

 essential partnership for applied behavior analysis. Journal of Applied 

 Behavior Analysis, 24(2), 241-244. doi:10.1901/jaba.1991.24-241 

 

Schwartz, I. S., & Baer, D. M. (1991). Social validity assessments: Is current practice 

 state of the art? Journal of Applied Behavior Analysis, 24(2), 189-204. 

 doi:10.1901/jaba.1991.24-189 

 

Schwartz, M. B., & Puhl, R. (2003). Childhood obesity: A societal problem to solve. 

 Obesity Reviews, 4, 57-41. doi:10.1046/j.1467-789X.2003.00093.x 

 

Schwimmer, J., Burwinkle, T., & Varni, J. W. (2003). Health-related quality of life of 

 severely obese children and adolescents. Journal of the American Medical 

 Association, 289(14),  1813-1819. doi:10.1001/jama.289.14.1813 

 

Serdula, M. K., Ivery, D., Coates, R. J., Freedman, D. S., Williamson, D. F., & Byers, 

 T. (1993). Do obese children become obese adults? A review of the literature. 

 Preventive Medicine, 22, 167-177. doi:10.1006/pmed.1993.1014 

 

Sherry, B. & Dietz, W. H. (2004). Pediatric overweight: An overview. In G. A. Bray 

 & C. Bouchard (Eds.), Handbook of obesity: Etiology and pathophysiology 

 (2nd ed.; pp. 117 - 133). New York: Marcel Dekker, Inc.  

 

Sheslow, D., Hassink, S., Wallace, W., & DeLancey, E. (1993). The relationship 

 between self-esteem and depression in obese children. Annals of the New York 

 Academy of Sciences, 699(1), 289-291. doi:10.1111/j.1749-

 6632.1993.tb18869.x 

 

Silvestri, J. M., Weese-Mayer, D. E., Bass, M. T., Kenny, A. S., Hauptman, S. A. & 

 Pearsall, S. M. (1993). Polysomnography in obese children with a history of 

 sleep-associated breathing disorders. Pediatric Pulmonology, 16 (2), 124-129. 

 doi:10.1002/ppul.1950160208 

 

Sothern, M. S., von Almen, K., Schumacher, H. D., Suskind, R. M., & Blecker, U. 

 (1999). A multidisciplinary approach to the treatment of childhood obesity. 

 Delaware Medical Journal, 71, 255-261.  

 

Staffieri, J. R. (1967). A study of social stereotype of body image in children. Journal 

 of Personality and Social Psychology, 7(1), 101-104. doi:10.1037/h0021227 

 

 

http://dx.doi.org/10.1901/jaba.1991.24-241
http://dx.doi.org/10.1901/jaba.1991.24-189
http://dx.doi.org/10.1046/j.1467-789X.2003.00093.x
http://dx.doi.org/10.1001/jama.289.14.1813
http://dx.doi.org/10.1006/pmed.1993.1014
http://dx.doi.org/10.1111/j.1749-6632.1993.tb18869.x
http://dx.doi.org/10.1111/j.1749-6632.1993.tb18869.x
http://web.ebscohost.com.lib-e2.lib.ttu.edu/ehost/viewarticle?data=dGJyMPPp44rp2%2fdV0%2bnjisfk5Ie46bZLtqmyS7ek63nn5Kx95uXxjL6srUqwpbBIrq6eULipt1Kyp55oy5zyit%2fk8Xnh6ueH7N%2fiVaunr0ixq7JRs6exPurX7H%2b72%2bw%2b4ti7e%2bvb4oWk6t9%2fu7fMPt%2fku1CxrLVKr66kfu3o63nys%2bSN6uLyffbq&hid=12
http://web.ebscohost.com.lib-e2.lib.ttu.edu/ehost/viewarticle?data=dGJyMPPp44rp2%2fdV0%2bnjisfk5Ie46bZLtqmyS7ek63nn5Kx95uXxjL6srUqwpbBIrq6eULipt1Kyp55oy5zyit%2fk8Xnh6ueH7N%2fiVaunr0ixq7JRs6exPurX7H%2b72%2bw%2b4ti7e%2bvb4oWk6t9%2fu7fMPt%2fku1CxrLVKr66kfu3o63nys%2bSN6uLyffbq&hid=12
http://dx.doi.org/10.1002/ppul.1950160208
http://dx.doi.org/10.1037/h0021227


Texas Tech University, Rocio I. Villarreal, August 2011 

 

123 

Stewart, H., Blisard, N., Bhuyan, S., & Nayga, R. (2004). The demand for food away 

 from home: Full service or fast food? United States Department of Agriculture 

 (Agricultural Economic Report No.829) retrieved July 19, 2007 from 

 http://www.ers.usda.gov/publications/aer829/aer829.pdf  

 

Story, M. T., Neumark-Stzainer, D. R., Sherwood, N. E., Holt, K., Sofka, D., 

 Trowbridge, F. L., et al. (2002). Management of child and adolescent obesity: 

 Attitudes, barriers, skills, and training needs among health care professionals. 

 Pediatrics, 110(1), 210-214.  

 

Story, M., & French, S. (2004). Food advertising and marketing directed at children 

 and adolescents in the U.S. International Journal of Behavioral Nutrition and 

 Physical Activity, 1(3), 17p. 

 

Stradmeijer, M., Bosch, J., Koops, W., & Seidell, J. (2000). Family functioning and 

 psychosocial adjustment in overweight youngsters. International Journal of 

 Eating Disorders, 27, 110-114.  doi:10.1002/(SICI)1098-

 108X(200001)27:1<110::AID-EAT14>3.0.CO;2-5 

 

Strauss, R. (1999). Childhood obesity. Current Problems in Pediatrics, 29, 5-29. 

 doi:10.1016/S0045-9380(99)80011-5 

 

Strauss, C. C., Smith, K., Frame, C., & Forehand, R. (1985). Personal and 

 interpersonal characteristics associated with childhood obesity. Journal of 

 Pediatric Psychology, 10(3), 337-343. doi:10.1093/jpepsy/10.3.337 

 

Sturm, R. (2005). Childhood obesity – what we can learn from existing data on 

 societal trends, part 2. Preventing Chronic Disease, 2(2). Retrieved April 29, 

 2008 from http://www.cdc.gov/pcd/issues/2005/apr/04_0039.htm   

 

Tabachnick, B. G., & Fidell, L. S. (2001). Multivariate analysis of variance and 

covariance. In Using Multivariate Statistics (4
th

 ed.), pp. 322-390. Needham 

Heights, MA: Allyn & Bacon. 

 

Tanofsky-Kraff, M., Hayden-Wade, H., Cavazos, P. A., & Wilfley, D. E. (2003). 

 Treating and preventing pediatric obesity. In R. Anderson (Ed.), Obesity: 

 Etiology, assessment, treatment, and prevention (pp.155-175). Campaign, IL: 

 Human Kinetics Publishers, Inc.   

 

Taylor, C. B., & Stunkard, A. J. (1993). Public health approaches to weight control. In  

A. J. Stunkard & T. A. Wadden (Eds.), Obesity: Theory and therapy (2
nd

 ed., 

pp. 335-353). New York: Raven Press, Ltd. 

 

 

http://www.ers.usda.gov/publications/aer829/aer829.pdf
http://dx.doi.org/10.1002/(SICI)1098-108X(200001)27:1%3c110::AID-EAT14%3e3.0.CO;2-5
http://dx.doi.org/10.1002/(SICI)1098-108X(200001)27:1%3c110::AID-EAT14%3e3.0.CO;2-5
http://dx.doi.org/10.1016/S0045-9380(99)80011-5
http://dx.doi.org/10.1093/jpepsy/10.3.337
http://www.cdc.gov/pcd/issues/2005/apr/04_0039.htm


Texas Tech University, Rocio I. Villarreal, August 2011 

 

124 

Te Velde, S. J., De Bourdeauhuij, I., Thorsdottir, I., Rasmussen, M., Hagströmer, M., 

 Klepp, K-I. et al. (2007). Patterns in sedentary and exercise behaviors and 

 associations with overweight in 9-14 year-old boys and girls – A cross-

 sectional study. BMC Public Health, 7(16), 9p. 

 

Thaw, J. M. (2003). Treatment acceptability for the prevention of obesity and type 2 

 diabetes mellitus: The effects of ethnicity, weight, and genetic predisposition 

 (Doctoral dissertation, Louisiana State University and Agricultural and 

 Mechanical College, 2003). Dissertation Abstracts International, 63(11-B), 

 5539. 

 

Tiggemann, M. & Anesbury, T. (2000). Negative stereotyping of obesity in children: 

 The role of controllability beliefs. Journal of Applied Social Psychology, 30(9), 

 1977-1993.  doi:10.1111/j.1559-1816.2000.tb02477.x 

 

Tweddle-Banis, H., Varni, J. W., Wallander, J. L., Korsch, B. M., Jay, S. M., Adler, 

 R., et al. (1988). Psychological and social adjustment of obese children and 

 their families. Child: Care, Health and Development, 14, 157-173. 

 doi:10.1111/j.1365-2214.1988.tb00572.x 

 

Unger, J. B., Reynolds, K., Shakib, S., Spruijt-Metz, D., Sun, P., & Johnson, A. 

 (2004). Acculturation, physical activity, and fast-food consumption among 

 Asian-American and Hispanic adolescents. Journal of Community Health,  

 29(6), 467 – 481. doi:10.1007/s10900-004-3395-3 

 

United States Census Bureau (2010a). State & county quick facts: Lubbock County, 

 Texas.  Available at http://quickfacts.census.gov/qfd/states/48/48303.html 

 

United States Census Bureau (2010b). State & county quick facts: United States of  

 America. Available at http://quickfacts.census.gov/qfd/states/00000.html  

 

United States Department of Health and Human Services (2001). The Surgeon 

 General's call to action to prevent and decrease overweight and obesity. 

 Rockville, MD: U.S. Department of Health and Human Services, Office of the 

 Surgeon General, 2001, from http://www.surgeongeneral.gov/library 

 

United States Department of Health and Human Services (2010). The Surgeon 

 General‟s vision for a healthy and fit nation. Rockville, MD: U.S. Department 

 of Health and Human Services, Office of the Surgeon General, January 2010, 

 from: 

 http://www.surgeongeneral.gov/library/obesityvision/obesityvision2010.pdf  

  

United States Department of Labor (2011). Employment characteristics of families 

summary. Retrieved April 6, 2011 from 

http://www.bls.gov/news.release/famee.nr0.htm  

http://dx.doi.org/10.1111/j.1559-1816.2000.tb02477.x
http://dx.doi.org/10.1111/j.1365-2214.1988.tb00572.x
http://dx.doi.org/10.1007/s10900-004-3395-3
https://mail.ttu.edu/owa/redir.aspx?C=67517a3fb8824eaeabbdd3c0cf1e5692&URL=http%3a%2f%2fquickfacts.census.gov%2fqfd%2fstates%2f48%2f48303.html
http://quickfacts.census.gov/qfd/states/00000.html
http://www.surgeongeneral.gov/library
http://www.surgeongeneral.gov/library/obesityvision/obesityvision2010.pdf
http://www.bls.gov/news.release/famee.nr0.htm


Texas Tech University, Rocio I. Villarreal, August 2011 

 

125 

Vanderwater, E. A., Shim, M., & Caplovitz, A. G. (2004). Linking obesity and activity 

 level with children‟s television and video game use. Journal of Adolescence, 

 27, 71-85. doi:10.1016/j.adolescence.2003.10.003 

 

Van den Akker, E. L. T., Puiman, P. J., Groen, M., Timman, R., Jongejan, M. T. M., 

& Trijsburg, W. (2007). A cognitive behavioral therapy program for 

overweight children. Journal of Pediatrics, 151, 280-283. 

doi:10.1016/j.jpeds.2007.03.042 

 

Wadden, T. A., Brown, G., Foster, G. D., & Linowitz, J. R. (1991). Salience of 

weight-related worries in adolescent males and females. International Journal 

of Eating Disorders, 10(4), 407-414.  doi:10.1002/1098-

108X(199107)10:4<407::AID-EAT2260100405>3.0.CO;2-V 

 

Wadden, T. A., Foster, G. D., Brownell, K. D., & Finley, E. (1984). Self-concept in 

obese and normal-weight children. Journal of Consulting and Clinical 

Psychology, 52(6), 1104-1105. doi:10.1037/0022-006X.52.6.1104 

 

Wadden, T. A., & Stunkard, A. J. (1993). Psychosocial consequences of obesity and 

dieting. In A. J. Stunkard & T. A. Wadden (Eds.), Obesity: Theory and therapy 

(2 ed., pp.163-177). New York: Raven Press, Ltd. 

 

Wadden, T. A., Womble, L. G., Stunkard, A. J., & Anderson, D. A. (2002). 

Psychosocial consequences of obesity and weight loss. In Wadden, T. A. & 

Stunkard, A.J. (Eds.), Handbook of obesity treatment (pp. 144-169). New 

York: The Guilford Press.  

 

Welch, C., Gross, S., Bronner, Y., Drewberry-Moore, N., & Paige, D. (2004). 

 Discrepancies in body image perceptions among fourth-grade public school 

 children from urban, suburban, and rural Maryland. Journal of the American 

 Dietetic Association, 104, 1080-1085. doi:10.1016/j.jada.2004.04.019 

 

Whitaker, R. C. & Dietz, W. H. (1998). Role of the prenatal environment in the 

 development of obesity. The Journal of Pediatrics, 132(5), 768-76. 

 doi:10.1016/S0022-3476(98)70302-6 

 

Whitaker, R. C., Wright, J. A., Pepe, M. S., Seidel, K.D., & Dietz, W. H. (1997). 

 Predicting obesity in young adulthood from childhood and parental obesity. 

 The New England Journal of Medicine, 337, (13), 869-873. 

 doi:10.1056/NEJM199709253371301 

 

Wildes, J. E., Marcus, M. D., & Fagiolini, A. (2006). Obesity in patients with bipolar 

 disorder: A biopsychosocial-behavioral model. Journal of Clinical Psychiatry, 

 67, 904-915. doi:10.4088/JCP.v67n0607 

 

http://dx.doi.org/10.1016/j.adolescence.2003.10.003
http://dx.doi.org/10.1016/j.jpeds.2007.03.042
http://dx.doi.org/10.1002/1098-108X(199107)10:4%3c407::AID-EAT2260100405%3e3.0.CO;2-V
http://dx.doi.org/10.1002/1098-108X(199107)10:4%3c407::AID-EAT2260100405%3e3.0.CO;2-V
http://dx.doi.org/10.1037/0022-006X.52.6.1104
http://dx.doi.org/10.1016/j.jada.2004.04.019
http://dx.doi.org/10.1016/S0022-3476(98)70302-6
http://dx.doi.org/10.1056/NEJM199709253371301
http://dx.doi.org/10.4088/JCP.v67n0607


Texas Tech University, Rocio I. Villarreal, August 2011 

 

126 

Williams, J., Wake, M., Hesketh, K., Maher, E., & Waters, E. (2005). Health-related 

 quality of life of overweight and obese children. Journal of the American 

 Medical Association, 293(1), 70-76. doi:10.1001/jama.293.1.70 

 

Williamson, D. F., Thompson, T. J., Anda, R. F., Dietz, W. H., & Felitti, V. (2002). 

 Body weight and obesity in adults and self-reported abuse in childhood. 

 International Journal of Obesity, 26, 1075-1082. doi:10.1038/sj.ijo.0802038 

 

Winett, R. A., Moore, J. F., & Anderson, E. S. (1991). Extending the concept of social 

 validity: Behavior analysis for disease prevention and health promotion. 

 Journal of Applied Behavior Analysis, 24(2), 215-230. 

 doi:10.1901/jaba.1991.24-215 

 

Wolf, M. M. (1978). Social validity: the case for subjective measurement or how 

 applied behavior analysis is finding its heart. Journal of Applied Behavior 

 Analysis, 11(2), 203-214.  doi:10.1901/jaba.1978.11-203 

 

Woodard, E. H., & Gridina, N. (2000). Media in the home: The fifth annual survey of 

 parents and children 2000.  The Annenberg Public Policy Center of the 

 University of Pennsylvania (Survey Series No.7), available at 

 http://www.annenbergpublicpolicycenter.org/Downloads/Media_and_Developi

 ng_Child/mediasurvey/survey7.pdf  

 

World Health Organization (2008). Obesity and overweight. Retrieved February 1, 

 2008 from http://www.who.int/mediacentre/factsheets/fs311/en/index.html  

 

Worthington, R. L., & Whittaker, T. A. (2006). Scale development research: A content 

 analysis and recommendations for best practices. The Counseling Psychologist, 

 34(6), 806-838. doi:10.1177/0011000006288127 

 

Wright, E. J. & Whitehead, T. L. (1987). Perceptions of body size and obesity: A 

 selected review of the literature. Journal of Community Health, 12(2-3), 117 – 

 129. doi:10.1007/BF01323473 

 

Wysocki, T., Harris, M. A., Greco, P., Harvey, L. M., McDonnell, K., Danda, C. L., & 

 White, N. H. (1997). Social validity of support group and behavior therapy 

 interventions for families of adolescents with insulin-dependent diabetes. 

 Journal of Pediatric Psychology, 22, 635-649. doi:10.1093/jpepsy/22.5.635 

 

Yeh, M. & Hough, R. L. (2005). Beliefs about the causes of child problems 

 questionnaire. Unpublished measure.  

http://dx.doi.org/10.1001/jama.293.1.70
http://dx.doi.org/10.1038/sj.ijo.0802038
http://dx.doi.org/10.1901/jaba.1991.24-215
http://dx.doi.org/10.1901/jaba.1978.11-203
http://www.annenbergpublicpolicycenter.org/Downloads/Media_and_Developing_Child/mediasurvey/survey7.pdf
http://www.annenbergpublicpolicycenter.org/Downloads/Media_and_Developing_Child/mediasurvey/survey7.pdf
http://www.who.int/mediacentre/factsheets/fs311/en/index.html
http://dx.doi.org/10.1177/0011000006288127
http://dx.doi.org/10.1007/BF01323473
http://dx.doi.org/10.1093/jpepsy/22.5.635


Texas Tech University, Rocio I. Villarreal, August 2011 

 

127 

APPENDIX A 

EXTENDED LITERATURE REVIEW 

 

Contributing Factors of Pediatric Obesity 

 There are several factors that have been identified to contribute to the 

development and maintenance of pediatric obesity. The following section will review 

individual, family, environmental, social, and cultural contributing factors in more 

detail. It is important to note that this review will only include the most common 

factors discussed in the literature and should not be considered an extensive review of 

all possible contributing factors. 

Individual Factors  

As stated earlier, children who eat high-calorie diets and do not engage in 

physical activity are more likely to become overweight compared to children who 

maintain a balance between calorie consumption and energy expenditure. Research 

has shown that overweight and obese children are more sedentary than normal weight 

children (Epstein et al., 1995a, 1995b) and that they prefer to do sedentary activities 

rather than being physically active when they are given the choice (Epstein, Smith, 

Vara, & Rodefer, 1991). Television viewing is one of the most popular sedentary 

activities among children, and reports indicate a significant increase (ranging from 5 to 

11%) between 1996 and 2000 in the proportion of children and adolescents that had a 

television in their bedroom (Woodard & Gridina, 2000). Watching television 

contributes to pediatric obesity because it encourages children to be sedentary and also 

exposes them to advertisements about junk food (Strauss, 1999). Other sedentary 

activities include playing video games, talking on the phone, using the computer, and 
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playing board games (Epstein et al., 1995b).  It is important to note that despite the 

evidence available on the relationship between television use and childhood obesity 

(Berkowitz & Stunkard, 2002; Brown, 1993; Epstein, 1993; Strauss), some studies 

have found no association between television viewing and increased weight status 

among 1 to 12 year old children (Vanderwater, Shim, & Caplovitz, 2004).  

Research has indicated that children prefer foods that are high in fat and sugar 

compared to more nutritious foods, and that these choices are influenced by the foods 

that they are exposed to early in life (Birch & Fisher, 1996).  Therefore, the more 

children are exposed to unhealthy foods through television, the internet, and adults, the 

more likely they will be to incorporate these energy-dense (e.g., high in fat and 

calories) foods into their diets. Unfortunately, the tendency for children between the 

age of 6 and 11 to eat unhealthy is becoming evident in national trends. For example, 

from the mid-1970s to the mid-1990s, their daily consumption of soft drinks almost 

doubled and consumption of high calorie snacks (e.g., chips, crackers) nearly tripled 

(Sturm, 2005). Moreover, McGinnis (1992) reported that approximately 40% of 

adolescents ate fried foods about four times a week, and nearly half of them ate one to 

three unhealthy snacks a day. 

Epstein (1993) has referred to obesity as a developmental disorder because the 

risk for becoming overweight has been found to increase with a child‟s age. The three 

critical periods of development that have been identified to predispose children to 

being overweight later in life are  1) the prenatal period, 2) a child‟s adiposity 

rebound, and 3) adolescence (Dietz, 2003; Sherry & Dietz, 2004; Strauss, 1999). First, 

a mother‟s health during the prenatal period has been identified as being a risk factor 
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for childhood obesity. A review by Whitaker and Dietz (1998) found that children 

born to mothers who had any type of diabetes (e.g., gestational, Type I or II) during 

pregnancy had a greater risk of becoming overweight compared to children whose 

mothers developed diabetes after the pregnancy. The period of adiposity rebound 

occurs approximately between ages 4 and 7 and is described as an accelerated increase 

in BMI after a child is at their lowest weight (Dietz 2003; Sherry & Dietz, 2004). The 

earlier that this period occurs the more likely children are to have a high BMI in 

adolescence and adulthood (Dietz). Findings show that the likelihood of outgrowing 

an overweight body declines with age. Therefore, the third critical period for the 

development of obesity is adolescence (Dietz; Sherry & Dietz). Compared to normal-

weight same-aged peers, overweight adolescents are 6 to 7 times more likely to be 

overweight adults (Strauss). Unfortunately, Strauss reports that adolescents who are 

very overweight (180-200% over their ideal body weight) are unlikely to become of 

normal weight status. Therefore, these findings suggest that the earlier childhood 

obesity is targeted, the greater the probabilities of reducing the persistence of obesity 

into adulthood.  

 Finally, researchers have found gender differences in the prevalence of obesity 

among children and adolescents. For example, Te Velde et al. (2007) found that even 

though sedentary behaviors and physical activity co-exists among boys and girls, girls 

may be at greater risk for becoming overweight because they tend to participate in less 

physical exercise compared to boys. Gender differences in fat mass have been shown 

in a cross-sectional study with German children between the ages of 5 and 7, which 

found that even though boys had increased body weight, BMI, and waist-hip ratio 
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compared to girls, the sum of four skin folds and percent fat was greater for girls 

(Mast, Körtzinger, König, & Müller, 1998). Females have been found to have a 

greater increase in body fat (40%) in adolescence compared to males, who in contrast 

usually experience an increase in lean body mass and a decrease in body fat (Strauss, 

1999). Moreover, about three in four overweight adolescent boys will normalize their 

weight in adulthood, while this may only occur in about one in five overweight 

adolescent girls (Strauss).  

Family Factors 

There seems to be widespread agreement between medical and mental health 

professionals that the family environment contributes to childhood obesity (Berkowitz 

& Stunkard, 2002; Golan & Crow, 2004a; Sherry & Dietz, 2004; Strauss, 1999). This 

is particularly evident by the writings and collaboration that exists among medical and 

mental health providers on the contributing factors of childhood obesity (e.g., 

Berkowitz & Stunkard; Sherry & Dietz; Strauss) and by the attempts of medical and 

mental health care providers to include parents and family members in prevention and 

treatment programs for pediatric obesity (e.g., Barlow & Dietz, 1998; Davis et al., 

2007; Epstein et al., 1981, 1990; Golan & Crow, 2004a, 2004b).    

As was discussed earlier in this paper, parents play a major role in the foods 

their children prefer (Schwartz & Puhl, 2003). For example, Davison and Campbell 

(2005) found similarities in healthy and unhealthy food preferences and consumption 

among mothers and daughters. Similarly, Cullen et al. (2001) found that parental 

modeling of fruit, juice, and vegetable consumption was related to their children‟s 

consumption of these foods. Another way that parents may influence the types of 
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foods that their child eats is through monitoring of food consumption. For example, 

Arredondo et al. (2006) found that parents who monitored healthy eating and physical 

activity and reinforced healthy behaviors tended to have children who engaged in 

these activities more often than children whose parents did not monitor or reinforce 

healthy eating and physical activity. Arredondo et al. also reported that parents who 

used a more authoritarian style (e.g., were more controlling of what their children ate) 

or permissive style (e.g., little limit setting on food) had children (particularly boys) 

who engaged in more unhealthy lifestyles. These results suggest that poor monitoring 

of unhealthy eating and sedentary behaviors, lack of reinforcement of healthy 

behaviors, lack of discipline and limit setting of unhealthy eating, and having little or 

too much control of a child‟s food intake could influence the development and/or 

maintenance of childhood obesity.  

Another way that parents can influence obesity in their children is by modeling 

obesity-promoting behaviors (Davison & Campbell, 2005). A review of the literature 

indicated that parents who are physically active also tend to have physically active 

children and parents who preferred and encouraged sedentary activities (e.g., 

television viewing) also tended to have children who were more sedentary (Davison & 

Campbell; Strauss, 1999). One possible explanation to why parents may model 

unhealthy lifestyles to their children is the lack of time working parents may have to 

cook healthier meals and engage in physical activity (Davison & Campbell). The 

United States Department of Labor (2011) reported that in 2010, 58.1% of married-

couple families with children under the age of 18 had two working parents; for 

households with children under the age of 18 maintained by women (no spouse 
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present) the employment rate was at 67%, and for households maintained by men (no 

spouse present) the rate of employment was 75.8%.  Davison and Campbell argue that 

with the responsibilities of work, parents have less time to dedicate to their children 

and therefore are not as vigilant about their children‟s eating and exercise habits. A 

report by the United States Department of Agriculture (USDA) indicated that the 

number of hours worked by a caregiver was positively associated with greater 

spending on fast-foods (Stewart et al., 2004). Moreover, working parents are more 

likely to use technology (e.g., television, computer) as baby-sitting strategies in order 

to attend to the demands of their work (Davison & Campbell). A two year cohort 

study by Hawkins, Cole, and Law (2008) found that more hours of maternal 

employment was related to an increased risk of overweight in their children. However, 

other studies have failed to find consistent relationships between parental employment 

and children‟s overweight status. For example, a study by Patterson et al. (1997) found 

that for Caucasian girls, having one or two unemployed parents was a greater risk for 

obesity than having employed parents. Findings by Patterson et al. may be explained 

by the family‟s low household income (e.g., inability to afford healthier foods or 

participate in recreational activities).  It may also be that having one or two 

unemployed parents may allow more opportunities for parents to model unhealthy 

behaviors to their children, thus increasing the child‟s risk of becoming overweight. 

Additionally, being unemployed may lead some parents to become significantly 

stressed and/or depressed, which may also contribute to a decreased motivation to 

model healthy behaviors.  
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Another family factor that has also been associated with overweight status in 

children is growing up in a negative home environment. Wildes, Marcus, and Fagiolini 

(2006) reported that children with a history of abuse, neglect, or an unsupportive 

environment at home are at greater risk of becoming overweight. A 10-year 

longitudinal study by Lissau and Sorensen (1994) found that children who had little 

parental support, and who were “dirty” and neglected by their parents were at greater 

risk of becoming overweight ten years later compared to children who were well 

groomed and had high parental support. Similarly, Johnson, Cohen, Kasen, and Brook 

(2002) found that youth who experienced physical neglect, harsh maternal 

punishment, and witnessed loud arguments between parents were at greater risk of 

developing obesity in adolescence and young adulthood compared to children who did 

not report these childhood adversities.  A retrospective study by Williamson, 

Thompson, Anda, Dietz, and Felitti (2002) found that adults who experienced frequent 

verbal and physical abuse with injury as children were at higher risk of becoming 

obese adults. Adults who reported sexual abuse and fear of being physically abused 

were also found to have increased body weight in adulthood.  

Furthermore, there may be some medical factors that may also contribute to the 

development of childhood obesity. For example, children with certain genetic and 

endocrine disorders such as hypothyroidism, growth hormone deficiency, Laurence-

Moon-Biedl, Cohen, and Prader-Willi syndromes are at an increased risk of becoming 

overweight (Barlow & Dietz, 1998; CDC 2010b; Strauss, 1999). Finally, family, 

adoption, and twin studies have found support for a genetic predisposition in obesity 

(Meyer & Stunkard, 1993; Price, 2002). For example, Price reported that identical 
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twins had a high (.60 to .70) correlation in body composition as adults. Adoption 

studies have shown that BMI of the adoptees (as children and adults) was significantly 

correlated with their biological parents‟ BMI but not to the BMI of their adoptive 

parents (Meyer & Stunkard; Price). Price stated that genetic influences can explain 

nearly 67% of individual differences of adulthood obesity. Although many can 

interpret these findings as an explanation to failed weight-related treatment attempts, 

Meyer and Stunkard conclude that “genetic influences largely determine whether a 

person can become obese, but it is the environment that determines whether such a 

person does become obese, and the extent of that obesity” (p.148).  

Environmental Factors 

Archeologists have argued that advancements in agriculture have led people to 

adopt unhealthy food habits and sedentary lifestyles (Brown, 1993). As the production 

of food has increased, people have relied on preservation methods to store and 

maintain the surplus of food that is produced (Brown). These methods of preservation, 

which commonly involve adding calories, fat, and salt to foods, are usually found in 

ready-to-eat, fast-foods, and junk foods. Research has found an association between 

the frequency of eating fast-foods and body fat, increased weight, and overweight 

status in youth and adults (Popkin, 2005; Taylor & Stunkard, 1993).  Popkin suggests 

that eating away from home, having bigger portion sizes, consuming sugared 

beverages, and snacking frequently between meals has significantly contributed to the 

risk of developing obesity for people of all ages. It has been estimated that 20% of 

Americans eat fast food on an average day (Taylor & Stunkard). Popkin found that 

frequency of snacking has drastically increased in the United States for all ages, and 
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indicated that these snacks have similar energy density and lower nutrient content than 

a regular meal in the day.  

The CDC has acknowledged that physical activity is as important to the 

promotion of health and management of chronic diseases as immunizations are to the 

control and prevention of infectious diseases (Foege, as cited in McGinnis, 1992).  A 

review by Jeffery and Linde (2005) showed that there was a positive relationship 

between exercise and recreational settings that were physical activity friendly. For 

example, Saelens, Sallis, and Frank (2003) found that those who lived in 

neighborhoods that used land space for multiple purposes (e.g., residential, 

commercial, public services) had more people per unit of land, and had street layouts 

that allowed for easier access or connectivity between two points, reported greater 

frequency of walking and cycling compared to those who lived in neighborhoods 

without these characteristics.  Unfortunately, modern layouts of land use tend to be 

designed for single purposes (e.g., residential only), have little connectivity and low 

population density, making it less practical for families to engage in physical activity 

(Saelens et al.).  

 Additional factors related to urbanization of the world that have also been 

identified to contribute to the rise of childhood obesity include modern lifestyles, 

technological advancements, motorized transportation, and changes in school 

curriculum (Hill & Donahoo, 2003; Jeffery & Linde, 2005; McGinnis, 1992; Okie, 

2005; Popkin, 2005; Price, 2002). Current lifestyles are less labor intensive, have more 

forms of sedentary entertainment, and tend to rely more on technology to do physical 

work (Price). For example, appliances (e.g., vacuum cleaners, lawn-mowers) are used 
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for doing house chores and people use elevators rather than walking up the stairs 

(Popkin; Price). For children, play activities that previously involved walking and 

running have been replaced by videogames or motorized toys.  With technological 

advancements like televisions, children are frequently exposed to junk and fast food 

advertisements. It is estimated that over 90% of advertised foods are unhealthy 

(Strauss, 1999). Furthermore, the availability and accessibility of motorized 

transportation (e.g., automobiles, buses, and trains) allows fewer opportunities for 

adults and children to engage in physical activity when traveling from one point to 

another (Brown, 1993; Jeffery & Linde; Popkin). National trends indicate a significant 

decline (from 20.2% in 1977 to 12.5% in 2001) in the number of walking trips for 

children and adolescents (Sturm, 2005). One explanation for this decline may be the 

dangers related to traffic that prevent children from walking or riding their bicycle to 

school (Okie).  

 One study found that adults rated parental responsibility and overconsumption 

of unhealthy foods as some of the major causes of obesity, but compared to non-

parents, parents identified environmental factors such as modern technology, the 

media, and physical activity environment as more important causes of obesity (Hardus 

et al., 2003). Moreover, all adults rated some items related to parental responsibility 

(e.g., “parents don‟t care about healthy eating”, “parents don‟t care about physically 

active”) as not important or only quite important to the causes of obesity. Furthermore, 

adults who had at or below technical college education perceived modern technology 

to be a more important cause of obesity compared to higher educated adults 

(university or above). A limitation of this study is that it was a community sample of 
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adults who were randomly selected to complete a survey, and the weight status of their 

children was not reported.  

For many children, the only opportunity they have to be physically active is at 

school (Okie, 2005). However, today‟s increasingly demanding school curriculums 

often leave physical education (PE) as a last priority in a child‟s schedule (Okie).  The 

National Youth Risk Behavior Survey (YRBS) reported a decline from 41.6 % in 1991 

to 30.3% in 2007 among high school students that attended daily PE classes (CDC, 

2008b). Studies have indicated that elementary children may spend as little as 10 

minutes a week doing rigorous activities in their PE class (Okie).  Furthermore, it is 

estimated that less than 10% of high schools in the United States require their students 

to participate in PE classes, which may also contribute to the rise of obesity among 

adolescents (Okie).  It is also argued that when schools serve unhealthy lunches and 

make junk food and sugared beverages easily available for children, they are also 

contributing to the development of childhood obesity (Davison & Campbell, 2005).  

Socio-Cultural Factors 

Culture has been defined as a system of meanings, beliefs, values, norms, and 

lifestyles that are learned, shared, and transmitted across generations and/or by an 

identified group of people (Betancourt & Lopez, 1993). As such, researchers have 

argued that social and cultural factors have distinct and combined features that help 

explain the development and maintenance of obesity (Ball & Crawford, 2005; 

Gordon-Larsen, Harris, Ward, & Popkin, 2003; Hass et al., 2003; Unger et al., 2004). 

Therefore, the next paragraphs will review how social and cultural factors have 

contributed to the development of obesity.  
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Social factors. Many centuries ago, bigger body sizes symbolized wealth and 

power (Ritenbaugh, 1982). However, today‟s social standards have come to couple 

thinness with wealth and fatness with poverty (Ritenbaugh). Unfortunately, there is 

data to support these beliefs. For example, a report by the USDA showed that low 

income households spend less money on fruits and vegetables compared to higher 

income households (Blisard, Stewart, & Jolliffe, 2004). Ball and Crawford (2005) 

reported that households with lower SES are more likely to eat high-fat diets and 

consume fast-foods compared to individuals with higher SES.  In reviewing the 

literature, Ball and Crawford found evidence that the more educated people were 

about nutrition, the healthier they ate. They also found that higher household income 

was related to better nutrition knowledge. Additionally, a review of the literature 

found that low-income households were 3 times more likely to be inactive and were 

less likely to participate in structured sports and other recreational activities compared 

to high- income households (Ball & Crawford; Okie, 2005). Moreover, adolescents 

from higher-income households, whose mothers were educated, and who had access to 

a recreation center were more likely to be physically active (Okie).   

Furthermore, studies have emphasized the importance of social influences in 

the development of eating behaviors among children (Rozin, 1996; Schwartz & Puhl, 

2003). Studies have found that children‟s food preferences are influenced by the types 

of foods they are exposed to by their parents (Cullen et al., 2001; Rozin), teachers, and 

peers (Schwartz & Puhl).  For example, Lumeng and Hillman (2006) conducted a 

study to test if group size influenced the amount of food consumed by children. In 

their study, Lumeng and Hillman found that children ate 30% more food when they 
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were in groups of nine than when they were in groups of three. Children also initiated 

consumption faster, ate quicker, and socialized less with the other children when they 

were in the larger group compared to the smaller group (Lumeng & Hillman).    

Cultural factors.  The obesity literature has identified specific ethnic groups 

that are at higher risk of becoming overweight within the United States and in the 

world (Ball & Crawford, 2005; Hass et al., 2003; Kimm et al., 1996; Parizkova & 

Hills, 2001). For example, the CDC (2008c) has identified Hispanics and African-

American children and adults as having higher prevalence rates of overweight and/or 

obesity compared to non-Hispanic/Caucasian populations. Specifically, the National 

Center for Health Statistics reported that Mexican-American children between the 

ages of 6 and 11 were more likely to be overweight (22%) than African American 

(20%) and White (14%) children (CDC, 2004).  Prevalence rates from 2007-2008 

indicated that obesity was markedly higher for Mexican-American adolescent males 

(26.8%) compared to non-Hispanic white adolescent males (16.7%) and non-Hispanic 

black adolescent males (19.8%) (Ogden & Carroll, 2010). Among females, prevalence 

rates were markedly higher for black adolescents (29.2%) compared to non-Hispanic 

white adolescents (14.5%) and Mexican-American adolescents (17.4%) (Ogden & 

Carroll).  

Crandall and Martinez (1996) proposed that the more adapted a minority group 

becomes to the American culture (e.g., through television, media, economic exchange, 

immigration) the more likely they are to develop similar attitudes towards body size. 

This process of adapting and adjusting from one‟s native culture to the traits, customs, 

and values of a new dominant culture is known as acculturation (Cuellar, Arnold & 
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Maldonado, 1995). Unger et al., (2004) indicated that acculturation to the American 

lifestyle involves an increase in the consumption of high-fat foods and a decreased 

consumption of healthier foods. In a study with 6
th

 and 7
th

 grade Asian-American and 

Hispanic youth living in California, Unger et al. found that acculturation was a risk 

factor for obesity-promoting behaviors like fast-food consumption and sedentary 

activities. A study conducted by Gordon-Larsen et al. (2003) found that first 

generation Mexican, Puerto Rican, and Cuban adolescents ate healthier foods 

compared to second generation adolescents.  Moreover, adolescents who were born in 

the United States engaged in more sedentary activities compared to their foreign-born 

counterparts (Gordon-Larsen et al.).   

Several researchers have argued that differences exist in cultural standards of 

fatness and acceptable body image (Brown, 1993; Crandall & Martinez, 1996; 

Gardner et al., 1999; Hodes, Jones & Davies, 1996) and depending on cultural 

standards of acceptable body size, bigger sizes could represent positive or negative 

attributes (Ritenbaugh, 1982). For example, while some cultures rate fatness as 

characteristic of maternity, fertility, nurturance, health, and prosperity, other cultures 

(e.g., American) socially condemn and discriminate against overweight and obese 

individuals (Brown; Ritenbaugh).  

A cross-cultural study conducted by Cogan et al., (1996) compared perceptions 

of obesity and thinness in undergraduate college students from Africa (Ghana) and the 

United States using a body figure scale. Results showed that students from Africa 

consistently chose bigger body size ideals for both males and females compared to 

American students. None of the American students chose ideal body sizes in the upper 
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part of the rating scale (which represented bigger sizes). Furthermore, body size ideals 

for African students tended to be two ratings above the ideals for American students. 

Additional findings showed that American students gave more positive ratings (e.g., 

attractiveness, happiness, confidence) to thin figures, while African students gave 

similar ratings of happiness to both overweight and thin persons. Among children, a 

study with predominantly White and African-American fourth grade children found 

47% of children were satisfied with their current body image, while 42% wanted to be 

smaller and 11% wanted to be larger (Welch, Gross, Bronner, Drewberry-Moore, & 

Paige, 2004). As in the study by Cogan et al., African-American children tended to 

select larger current and ideal body images compared to White children.  

In summary, there are several factors at the individual, family, environmental, 

social, and cultural levels that have been found to contribute to the development of 

childhood obesity. It is important to keep in mind that some factors can be more 

controlled (e.g., diet) than others (e.g., culture), and the same factor could impact each 

child differently. For this reason, it may be difficult to predict the type problems that 

overweight children will experience in their lifetime due to their weight. Currently, 

there is consistent data regarding the medical and social correlates and consequences 

of pediatric obesity, but there are mixed findings regarding the psychological 

problems that are associated with childhood obesity.    

Correlates and Consequences of Pediatric Obesity 

Medical  

Even though Type 2 diabetes is most commonly known as adult-onset 

diabetes, recent trends indicate that its diagnosis is becoming more frequent among 
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overweight and obese youth (Barlow & the Expert Committee, 2007). The rise of 

Type 2 diabetes may be related to the current proportions of pediatric obesity given 

that overweight status has been identified as a risk factor for developing Type 2 

diabetes in adolescence (Dietz, 1998, 2003; Fagot-Campagna, 2000; Strauss, 1999; 

U.S. DHHS, 2001, 2010). Due to the increased prevalence rates of this disease among 

youth, the IOM (2004b) described Type 2 diabetes as rapidly becoming a disease of 

children and adolescents. Strauss reported that in a sample of children, the incidence 

of Type 2 diabetes increased 10-fold within a 10 year period. Among those who 

developed the disease, 33% were under the age of 19 and over 90% of them were at 

risk of becoming overweight or were already overweight (Strauss).  

Research has also found that overweight children tend to have breathing 

problems related to sleep, such as snoring and sleep apnea (Dietz, 2003). A study by 

Mallory, Fiser, and Jackson (1989) reported that 32% of their sample of severely 

obese children (mean age 10.3) reported having sleep apnea, a condition that occurs 

when fat from the pharynx and neck obstruct the airway and impede breathing during 

sleep (definition by Dietz). Moreover, Silvestri et al. (1993) found the rates of sleep 

problems to be much higher for overweight children, such that almost 94% of 

overweight children in their study showed abnormal sleep test results. 

In addition to conditions related to breathing, children who are overweight are 

also at risk of developing orthopedic problems such as Blount disease and slipped 

femoral capital epiphysis (Dietz, 1998, 2003; Kelsey, 1973; Parizkova & Hills, 2001). 

Blount disease is a condition that causes bowing of the legs due to the excess weight 

of the body (Dietz, 1998, 2003; Parizkova & Hills). One review found that about 80% 
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of children with this condition were obese (Strauss, 1999). A slipped femoral capital 

epiphysis occurs when there is dislocation of the femoral head on the growth plate due 

the strain placed on the bones by excess weight (Kelsey; Strauss).  It is estimated that 

50 to 70% of children with a slipped capital femoral epiphysis are obese (Kelsey). 

Moreover, this condition occurs earlier in obese children compared to their lean 

counterparts (Strauss). Both of these problems require surgery and significant weight 

loss after surgery for the treatment to be successful (Dietz, 1998, 2003).   

While some overweight children may experience orthopedic problems due to 

their weight, others may experience early maturity and development (Dietz, 1998; 

2003; Strauss, 1999). A review by Garn and Clark (1975) indicated that overweight 

children tend to be taller, have advanced bone age, and mature earlier than their 

normal weight peers. Garn, LaVelle, Rosenberg and Hawthorne (1986) also found that 

females who mature earlier (e.g., menarche at or before 11) are more likely to be 

overweight in adulthood than late-maturing females.  Based on clinical experience, 

Dietz (2003) has noticed that when overweight children show early signs of 

maturation, adults expect them to behave as if they were older, which in turn creates 

frustration for both the child and the adult.  

Other health concerns for overweight children include cardiovascular problems 

and liver disease (Dietz, 1998, 2003; Freedman et al., 1999).  Reviews of the literature 

have consistently shown that children who are overweight have elevated blood 

pressure, increased blood lipids, elevated liver enzymes, higher total cholesterol 

levels, and even obstructed arteries (Dietz, 1998, 2003). One study estimated that 

about 60% of obese school children between 5 and 17 years of age had at least one 



Texas Tech University, Rocio I. Villarreal, August 2011 

 

144 

cardiovascular risk factor and nearly 50% had two or more risk factors (Freedman et 

al.).  

Unfortunately, pediatric obesity has been consistently linked to adult morbidity 

and mortality (Dietz, 1998; Parizkova & Hills, 2001; WHO, 2008). Dietz conducted a 

literature review to examine the long-term health consequences of childhood obesity 

and concluded that as the number of obese children and adolescents increased, the risk 

of weight-related problems in adulthood would also increase. Some of the long-term 

consequences or correlates of pediatric obesity include: adulthood obesity (Berkowitz 

& Stunkard, 2002; Epstein et al., 1981; Serdula et al., 1993), cardiovascular disease 

(Dietz; Strauss, 1999), Type 2 diabetes (U.S. DHHS, 2001, 2010), specific types of 

cancer (Parizkova & Hills), metabolic syndrome (Byrne & Phillips, 2006; Parizkova & 

Hills), and increased morbidity and mortality (Dietz).  

Psychological   

The literature has found mixed results on the relationship between self- 

concept, depression, anxiety, and quality of life in children and adolescents who are 

overweight. More consistent results have been found between childhood obesity and 

eating disturbances and body image perception (Polivy & Herman, 1995). For 

example, Fabian and Thompson (1989) conducted a study with 12 to 13 year old 

females to examine the relationship between eating disturbances, body image 

perception, depressive symptoms, self-esteem, and teasing. Participants in this study 

indicated previous or current use of vomiting, diet pills, and laxatives in their attempt 

to lose weight. Overall, results indicated that females who were post-menarche 

overestimated their body size, which was related to their level of depression. 



Texas Tech University, Rocio I. Villarreal, August 2011 

 

145 

Moreover, the girls who overestimated the size of certain body parts (e.g., waist, hip, 

thighs) also reported being teased more about their appearance. For all girls, body 

image dissatisfaction was associated with depressive symptoms, unhealthy eating 

practices, and higher frequency of teasing paired with negative effects.   

 Related to body image perceptions, a series of studies have shown that 

overweight or obese youth are more dissatisfied with their body compared to their 

normal weight counterparts (McCabe et al., 2005; Robinson et al., 2001; Stradmeijer 

et al., 2000).  McCabe et al. conducted a longitudinal study with 8 to 12 year old 

Australian children of various weight ranges and found that dissatisfaction with body 

shape occurred more among overweight children and that girls engaged in methods to 

lose weight while boys tried to become more muscular. Moreover, overweight boys 

who felt more pressure to lose weight and had lower-self esteem were more likely to 

be dissatisfied with their body over time.  Furthermore, Foster and Wadden (1994) 

found that compared to normal weight girls, obese girls were significantly more 

dissatisfied with their body shape and worried more about their weight and size. 

Dounchis, Hayden, and Wilfley (2001) found that females of various ethnicities 

became dissatisfied with their body image as they gained weight from puberty. 

Similarly, Robinson et al. found that higher BMI was related to higher body image 

dissatisfaction among White, Latina, African-American, and Asian-American females.  

One may conclude that if children who are overweight report dissatisfaction 

with their body image, it is also possible that they have poorer self-worth. 

Interestingly, some research suggests that overweight children have similar levels of 

self-concept and self-esteem compared to normal-weight children (Dietz, 2003; Foster 
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& Wadden, 1994; Sheslow et al., 1993; Wadden et al., 1984; Wadden & Stunkard, 

1993). On the other hand, studies conducted by Strauss et al., (1985) and Tweddle-

Banis et al. (1988) showed that obese children have reported poorer self-concept and 

self-perceptions compared to normal-weight children from a normative sample or 

control group, respectively. Given these findings, some argue that even though 

overweight children may not experience significant problems with self-esteem, they 

may still be experiencing problems in other areas of functioning that could affect their 

overall quality of life (Foster & Wadden; Wadden & Stunkard). Indeed, studies 

examining quality of life (QOL) in children and adolescents have found lower QOL 

for those who are overweight compared to non-overweight or healthy controls (e.g., 

Schwimmer, Burwinkle, & Varni, 2003; Williams, Wake, Hesketh, Maher, & Waters, 

2005).   

 Moreover, overweight children and adolescents have been found to have 

separate or comorbid mood and anxiety-related problems (Britz et al., 2000; Levine et 

al., 2001; Strauss et al., 1985). A study by Britz et al. compared the prevalence of 

psychiatric disorders in a clinical sample of morbidly obese adolescents and young 

adults, an obese population-based control group, and a normal weight control group. 

They found that the clinical sample had endorsed higher rates of affective, anxiety, 

somatoform, and eating disorders compared to the controls.  

Furthermore, there is an unclear relationship between obesity and depression in 

childhood and adolescence (Britz et al., 2000; Goodman & Whitaker, 2002; McElroy 

et al., 2004; Sheslow et al. 1993). For example, Goodman and Whitaker found that in 

a sample of 7 to 12 year old females, depressive symptoms at baseline predicted 
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weight gain one year later for the girls who were already overweight as well as those 

who were of normal weight at the start of the study; however, no relationship was 

found between obesity and depressive symptoms at baseline. Sheslow et al. found that 

in a clinical sample of mild to severely overweight children (mean age 11.7), 

depression scores did not correlate with their BMI.  In contrast, 45% of participants 

who met criteria for a mood disorder in Britz et al.‟s study reported onset of obesity 

prior to their diagnosis of the affective disorder. In a literature review, McElroy et al. 

found that for clinical samples, being overweight and/or obese is not unusual among 

those who also suffer from depression and related conditions. Similarly, it was also 

found that regardless of age, affective disorders are also common for those seeking 

weight management treatment (McElroy et al.).  From community based studies, 

McElroy et al. concluded that the majority of obese persons in the general population 

do not meet criteria for an affective disorder, but there were some mood disorders 

(e.g., depression) that were related to increased weight gain in female adolescents and 

all adults.   

Furthermore, studies have also shown mixed findings on the relationship 

between obesity and anxiety in youth (Britz et al., 2000; Sheslow et al., 1993; 

Wadden, Brown, Foster, & Linowitz, 1991). A study conducted by Britz et al. found 

that most adolescents and young adults reported being obese before they were 

diagnosed with an anxiety disorder, and 4 of 19 subjects perceived their symptoms of 

social phobia as being directly related to their morbid obesity. Another study 

conducted by Wadden et al. found that 10
th

 grade girls ranked worries about figure and 

weight as second and fourth, respectively, out of 15 possible issues to worry about 
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(e.g., grades, popularity). Results also indicated that girls‟ BMI was directly related to 

worries about weight and figure. Males ranked worries about physique and weight as 

sixth and thirteenth respectively; however as with girls, there was also a significant 

association between males‟ BMI and worries about weight, physique, and health 

(Wadden et al.). Even though overweight adolescents reported more anxiety about 

weight and figure/physique compared to their normal weight counterparts, anxiety 

scores showed that overweight status was not related to higher levels of general 

anxiety among boys or girls.    

 Studies have also indicated that overweight children may have more social and 

behavioral problems compared to normal-weight children (Stradmeijer et al., 2000; 

Strauss et al., 1985; Tweedle-Banis et al., 1988). In a study conducted by Strauss et 

al., overweight children in the second through fifth grades were rated by their teachers 

as having more conduct problems compared to normal weight children. Similarly, 

Stradmeijer et al. found that mothers and teachers reported increased behavior 

problems for children (10 to 16 years) who were overweight compared to those that 

were of normal weight status; more behavior problems were reported by mothers and 

teachers for overweight children that were under 13 years of age compared to 

overweight adolescents. Tweedle-Banis et al. also found support for higher prevalence 

of behavior and social competence problems among overweight children compared to 

normal-weight children.  

Currently, there is limited information on the long-term psychological 

correlates and consequences of pediatric obesity, as most studies on psychological 

variables are cross-sectional while those that are longitudinal focus more on the long-
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term social impact of obesity. Related to self-worth, a longitudinal study with nine-

year-old normal weight and obese children showed that those who were overweight 

reported lowered self-esteem over time (16 months) compared to normal-weight peers, 

who in contrast reported increased self-esteem over time (McCabe et al., 2005). A 

review by Faith et al. (2003) indicated that overweight adults who reported similar 

body weight in adolescence had greater body image dissatisfaction compared to adults 

who were of normal weight in adolescence. In contrast, a seven-year longitudinal 

study with adolescents that were followed through young adulthood found no 

relationship between overweight status and self-esteem (Gortmaker, Must, Perrin, 

Sobol, & Dietz, 1993). Faith et al. also found that weight-related teasing in childhood 

was related to poor body image perception in adulthood. Wadden et al. (2002) suggest 

that even though obesity may not cause significant mood or anxiety disorders, the 

most harmful effect could be its long-term impact on quality of life, such as self-

consciousness or embarrassment in public places. Foster and Wadden (1994) conclude 

that it would be nearly impossible to maintain a positive self-image in a society that 

despises the overweight population.  

Social 

In American culture today, values are known to be individualistic, 

conservative, self-determining, and internally controlled, which lead to more attitudes 

of self blame, individual responsibility, and causal attributions (Crandall & Martinez, 

1996). As such, many consider obesity as a consequence of the individuals‟ laziness 

and lack of self control (Crandall & Martinez). Unfortunately, this has led to 
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prejudice, negative stereotyping, discrimination, stigmatization, peer rejection, teasing, 

and bullying of the overweight and obese population.  

Studies have shown that children rate an obese child as less likable and more 

negative (e.g., loud, mean, stupid, ugly, and lazy) compared to normal weight 

children, regardless of the rater‟s own weight (Staffieri, 1967; Tiggemann & 

Anesbury, 2000). Tiggemann and Anesbury examined children‟s negative 

stereotyping of obese versus tall children and found that child participants rated obese 

children (and adults) more negatively than normal-weight children (and adults) 

regardless of the rater‟s own weight. This negative stereotyping was not found for tall 

or short children.  Most importantly, the authors found that the degree of perceived 

controllability of weight was directly related to the degree of negative stereotyping 

towards obese persons. Similarly, a review by Wright and Whitehead (1987) found 

that the more personal responsibility placed on weight gain, the more an overweight 

person is disliked. Another study by Staffieri (1967) asked male children between the 

ages of 6 and 10 to assign various characteristics to an overweight, a muscular, and a 

thin figure of a child and an adult. Compared to the muscular or thin figure, 

overweight figures were described as cheating and arguing the most, being the laziest, 

sloppiest, ugliest, meanest, dirtiest, naughtiest, most stupid, least smart, least neat, 

least healthy, having the least friends, being least preferred as a best friend, and getting 

teased the most (Staffieri). A similar study by Hill and Silver (1995) asked 9-year-old 

boys and girls to rate normal weight and overweight male and female figures on 

various qualities and found that overweight figures were rated as being more 

dissatisfied with their bodies and desiring a smaller body, having fewer friendships, 
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being less liked by their parents, and having poorer academic performance (Hill & 

Silver). Therefore, the studies conducted by Hill and Silver, Staffieri, and Tiggemann 

and Anesbury demonstrate that children are capable of having negative attitudes and 

stereotypes towards both overweight youth and adults. 

 A series of studies have consistently found that overweight children are least 

liked by their peers and are least preferred as a friend (Dietz, 1998; Goldfield & 

Chrisler, 1995; Harper et al., 1986; Strauss et al., 1985; Wadden & Stunkard, 1993). 

For example, Strauss et al. had elementary children name the top three classmates that 

they preferred to play with and the three classmates that they would least like to play 

with. Even though overweight children were chosen as playmates as much as normal-

weight peers, they were still ranked as the least preferred partner for play activities 

(Strauss et al.).  Unfortunately, studies have shown that children are not the only ones 

that hold negative views towards other obese children; adults have also been shown to 

stigmatize overweight children (Maddox et al., 1968).   

In addition to being rejected by their peers, studies have also found that 

compared to normal-weight youth, overweight children and adolescents are more 

likely to perpetrate and be victimized by bullying behaviors (Janssen et al., 2004). A 

review by Faith et al. (2003) indicated that weight-related teasing among 5
th

 to 8
th

 

grade children was related to more negative attitudes about exercise and tended to 

discourage children from engaging in physical activity during school.  Moreover, 

overweight children reported being discriminated against (e.g., excluded from games) 

due to their weight. Undoubtedly, there is ample evidence to suggest that children as 
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young as six are becoming part of a society that intentionally or inadvertently 

stigmatizes, discriminates, and stereotypes the overweight individual.  

As adults, the obese population continues to be victim of stereotypes, stigma, 

prejudice, and discrimination. For example, a review of the literature found that 

college acceptance rates were lower for overweight students even when their 

credentials were similar to normal weight applicants (Dietz, 1998; Foster & Wadden, 

1994; Wadden & Stunkard, 1993).  College students themselves have labeled obese 

individuals as less intelligent, hardworking, and successful compared to normal weight 

persons (Foster & Wadden). A 7-year study with adolescents and young adults found 

that only 9% of their overweight sample completed college compared to 21% of their 

non-overweight sample (Gortmaker et al., 1993). In addition, overweight persons are 

not considered to be good employees (Foster & Wadden) and studies have indicated 

that they are more likely to be discriminated against in job interviews, are less likely to 

be offered a job, and receive lower pay (Faith et al., 2003; Wadden & Stunkard). It has 

also been reported that some employers (e.g., police, fire departments, airlines) do not 

hire persons who are significantly overweight and may even fire these persons if they 

fail to maintain an acceptable weight (Wadden & Stunkard). Property is also less 

likely to be leased to overweight adults (Faith et al.; Foster & Wadden). 

Unfortunately, even physicians, counselors, nurses, and other professionals have been 

found to hold negative attitudes towards overweight and obese patients (Faith et al.).  

  In terms of romantic relationships, overweight persons have been categorized 

as less suitable to be marriage partners compared to people who embezzle, shoplift, 

use drugs, or are blind (Wadden & Stunkard, 1993).  Other studies have shown that 
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overweight individuals are less likely to marry compared to normal weight persons 

(Gortmaker et al., 1993). Moreover, reviews indicate that these adversities may be 

more severe for overweight females, as they have been found to date less frequently, 

be more criticized, and be less satisfied with their mate compared to overweight men 

and normal-weight males and females (Faith et al., 2003).  

 In summary, the literature reviewed indicates that overweight children face 

several negative medical, psychological, and social consequences as children and 

adults. Therefore, it is important to discuss how treatment programs have incorporated 

components to address these negative correlates and consequences. For the purpose of 

the literature review relevant to the present study, only treatments that have been 

developed at the child and family level will be discussed in the following section.  

Pediatric Obesity Treatments 

Child-Focused Treatments 

Intervention studies that have focused on children as the main target of 

treatment have demonstrated positive treatment effects (Emes et al., 1990; Rocchini et 

al., 1988; Rohrbacher, 1973). For example, a study by Rocchini et al. examined the 

relationship between weight loss and blood pressure in a group of obese adolescents 

(ages 10 to 17 years). Subjects were assigned to a diet only (diet and behavior change), 

diet plus exercise, or control group for a 20-week intervention period.  Results 

indicated modest but significant decrease in weight that produced a significant 

decrease in blood pressure for the two treatment groups when compared to the control 

group. Another study by Emes et al. examined the difference between a fast-start and 

slow-start 12-week exercise program that targeted obese adolescents (aged 12 to 15 
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years). The study found that both exercise approaches were equally effective in 

producing changes in weight and level of fitness in the subjects. Even though family 

members were not included in treatment, children relied on their parents for 

transportation to the program location. Indirect parent participation (e.g., 

transportation) seemed to have impacted attendance rates particularly for the slow-

start group, who overall missed nearly half of the classes.  Thus, even though parents 

were not a target of treatment, their involvement was important for children to 

participate and benefit from treatment.  These studies suggest that short-term positive 

treatment effects can be attained and maintained when children are the only targets of 

treatment. Given the demands and responsibility that is placed on children in child-

focused treatments, it seems that it would be important to consider several factors 

(e.g., child‟s maturity, comprehension) prior to implementing the intervention, 

particularly with the younger participants. If children are not motivated to change or 

are not sufficiently mature to understand treatment components, they may be less 

likely to comply with the requirements of the program.  

While some pediatric obesity treatments place the responsibility of change in 

the child, other studies rely on family members (most commonly parents) to encourage 

and promote changes in the target child. For example, Sothern, von Almen, 

Schumacher, Suskind, and Blecker (1999) conducted a study where the child was the 

main target of treatment but where family involvement was required for at least parts 

of the intervention. In this study, children (ages 7 to 17) were given a restricted calorie 

diet paired with nutrition education, exercise, and behavior modification. Even though 

the authors indicated that family members participated in a weekly home-based 
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exercise program, it is unclear if the family was also responsible for making the 

changes in their diet as was required of the target child.  Outcome data was only 

collected for children, showing that significant weight loss occurred for children after 

the 10 week treatment and at the one year follow-up.  In another study conducted by 

Nemet et al. (2005), parents were invited to attend 4 evening lectures during the 

intervention period, and depending on the age of the child (ranging from 6 to 16), 

parents were also asked to participate in individual meetings with their child and the 

dietitian. However, obese children were considered the targets of treatment, such that 

the behavioral, nutritional, and exercise intervention was aimed at changes in the child 

and no data or measurements were gathered for parents.  Results indicated that 

compared to an obese control group, the intervention group showed significant 

decrease in body weight, body fat percentage, total cholesterol and low-density 

lipoprotein (LDL) cholesterol,  and a significant increase in habitual physical activity 

and fitness level after three months and one year of the treatment. Therefore, these 

studies demonstrated that children can achieve positive treatment effects when they 

are the main targets of family-based treatments. However, other studies have reported 

better treatment effects for the child when parents are also identified as targets in 

family-based interventions compared to having children as the only targets of 

treatment (Epstein et al., 1981, 1990). These studies will be reviewed in a later section. 

The studies reviewed in this section indicate that children are able to achieve 

positive treatment effects when they are the only targets of treatment (Emes et al., 

1990; Rocchini et al., 1988). However, several studies have found that when changes 

in the parents and families are also targeted in treatment, children can achieve greater 
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weight loss and have better maintenance of these effects than when children are the 

only targets of treatment (Brownell et al., 1983; Epstein et al., 1981; Golan et al., 

1998, 2006).  Moreover, because studies have indicated that children have a greater 

risk of becoming overweight if at least one parent is obese (Whitaker et al., 1997), it is 

important to examine how intervention studies have incorporated family members in 

weight management programs for children.  

Family-Focused Treatments  

Several suggestions have been proposed when involving parents in family-

based behavioral treatments (e.g., Epstein et al., 1981, 1985a, 1985b, 1995a, 1995b). 

A study by Brownell et al. (1983) found that in family based treatments for childhood 

obesity, greater weight loss was attained in children when parents and children 

participated separately in treatment (parent-child separate group) compared to having 

the child and parent in the same group (parent-child together) or having the child 

participate alone in treatment. Epstein and colleagues (1985a, 1985b, 1995a, 1995b) 

have conducted several studies involving obese parents and children where both were 

asked to attend separate weekly groups meetings and work together in modifying their 

diet and exercise patterns. Epstein and colleagues have developed the Stop Light (or 

Traffic Light) Diet, a family-based intervention that has gained extensive empirical 

support and is currently one of the most widely used dietary interventions that is 

paired with physical activity for the treatment of pediatric obesity.  

A weight-loss family based study by Epstein and colleagues (1981) examined 

the effectiveness of targeting weight loss in both parents and children (6-12 years old), 

targeting children only, and having no specific targets. All treatment conditions 
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included diet and nutrition education, an exercise component, and behavioral 

contracting. Depending on the target group, parent-child and child-only groups also 

engaged in additional behavior modifications (e.g., children only versus both parent 

and children self-monitoring food intake). Results showed a strong relationship in 

parent and child weight-loss patterns at 2 and 8 month measurements for all groups. 

However, at the 21 month follow-up, children in the parent-child group had better 

maintenance of weight loss compared to the children in the two other groups. 

Specifically, all children in the parent-child group who attained non-obese status at 8 

months remained in this category at follow-up, compared to about 30% of the children 

in the other conditions. Follow-up assessments of these families indicated that 

decreases in percent overweight continued to be superior for children in the parent-

child group at 5 and 10 year follow-up measurements compared to children in the 

child-only and no target groups, who in contrast increased in percent overweight at 5 

and 10 years (Epstein et al., 1990). Moreover, parents in all groups returned to 

baseline weight after 5 years and increased their percent overweight at 10 years. 

Therefore, the data suggests that weight maintenance effects are greater for children 

when their parents also participate in treatment as opposed to having children as the 

only targets of treatment. The study also demonstrated that children can maintain 

weight loss gains longer than adults.  For this reason, findings also provide support for 

targeting childhood obesity as early as possible (as opposed to waiting until 

adolescence or adulthood), and suggest that even when parents may return to 

unhealthy lifestyles, children can continue to benefit from treatment effects.  



Texas Tech University, Rocio I. Villarreal, August 2011 

 

158 

Knowing that physical activity is an essential component to weight loss, 

Epstein and colleagues have studied the difference between programmed (Epstein et 

al., 1982, 1985b) and lifestyle (Epstein et al., 1982, 1985a; Faith et al., 2001) exercise. 

Programmed exercise involves planned aerobic routines on set daily schedules while 

lifestyle exercise encourages activities that can be incorporated into everyday living, 

such as using stairs rather than elevators (Epstein et al., 1982; Faith et al.). In a study 

that compared lifestyle and programmed exercise with and without the Traffic Light 

Diet component, both activity styles were effective in fitness at post-treatment. 

However, the maintenance of these gains was superior for the lifestyle group at 6 

(maintenance) and 17 (follow-up) months compared to the programmed exercise 

group. Specifically, even though the programmed exercise group had faster change 

rates initially, the lifestyle exercise group continued to be fit and lose weight during 

the maintenance and follow-up periods, while the programmed exercise group 

regressed almost to their baseline percent overweight by follow-up. Similar long-term 

results have been found for the superiority of lifestyle exercise over aerobic and 

calisthenics exercise groups in other studies (Epstein et al., 1985a). Finally, other 

studies where families also participated in the Traffic Light Diet have found that 

decreasing sedentary behaviors was as beneficial as increasing physical activity in 

attaining weight loss among children and their parents after 6, 12, and 24 months 

(Epstein et al., 2000). Therefore, these studies provided valuable information about the 

comparable treatment effects of different forms of physical activity (e.g., lifestyle 

versus aerobic) and that reducing sedentary behaviors may be as beneficial in 

treatment as increasing physical activity (Epstein et al., 1982, 1985a, 1985b, 2000).   
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Behavior management studies with overweight adolescents have incorporated 

attitude restructuring, cognitive control, self-verbalizations, and identification and 

replacement of negative thoughts related to weight (Brownell et al., 1983; Coates & 

Thoresen, 1981; Duffy & Spence, 1993; Herrera et al., 2004). In a study by Herrera et 

al., the effects of a behavioral-based versus a cognitive-based intervention for the 

treatment of pediatric obesity were compared in parent-child dyads. The control group 

consisted of archival data of patients who received nutrition, exercise, and goal-setting 

education but who did not receive the behavior or cognitive interventions.  Parents and 

children were both targeted in treatment and were expected to work together outside of 

treatment sessions (e.g., goal-setting, modeling, monitoring of negative thoughts). 

Moreover, parents were trained to be “cognitive coaches” for their children (e.g., 

helping children rephrase negative statements). Results showed a statistically 

significant difference on the change in percentage over ideal BMI between the 

behavioral (M= 9.51) and comparison (M= 4.67) groups, but not between the 

cognitive (M= 5.53) and comparison groups. Moreover, the behavioral and cognitive 

groups did not differ significantly in change in percentage over ideal BMI. Another 

family-based intervention by Duffy and Spence compared the effectiveness of a 

behavior-modification program with a relaxation placebo to a combined behavioral 

plus cognitive self-management group. Both parents and children were responsible for 

engaging in treatment components, such as keeping a food-log and increasing physical 

activity. Results indicated that both treatment groups were as effective at reducing 

percentage overweight for children (approximately 8.5%) at post-treatment and at the 

three month follow-up. Therefore, the studies by Herrera et al. and Duffy and Spence 
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suggest that even though cognitive-based treatments are not superior to behavioral-

based treatments in treating pediatric obesity, they are still able to produce positive 

treatment effects.  

Thus far, studies reviewed indicate that parent-child treatments produce 

superior treatment effects when compared to child-only treatments. However, because 

several parent-related variables have been found to contribute to pediatric obesity 

(e.g., parenting styles, parental modeling, as reviewed in domain one) some 

researchers have proposed that targeting parents exclusively may produce better 

treatment effects instead of making children be the main focus of treatment (Golan & 

Crow, 2004a, 2004b; Golan et al., 1998). Therefore, the following section will briefly 

review studies conducted by Golan and colleagues where parents have been 

considered the exclusive agents of change in pediatric obesity interventions.  

Parent-Focused Treatments  

Golan (2006) has made the argument that parents are the agents of change in 

the child‟s life, and suggests that their participation is essential and perhaps even more 

critical than involvement of children in pediatric obesity treatments. Golan et al. 

(1998) indicate that when obese children are the only target of treatment, they may be 

perceived by the family as the identified patient. Moreover, children can also 

demonstrate resistance to change or become frustrated when the responsibility to make 

behavioral modifications is placed solely on them (Golan et al., 1998, 2006). 

Therefore, Golan and colleagues have conducted a series of studies to examine 

whether or not obese children need to be directly included in interventions. Studies 

examining if differences exist in treatment outcomes when parents are the only targets 
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of treatment, when children are the only targets of treatment, or when parents and 

children are both the target of treatment will be briefly reviewed next. 

Golan and colleagues (1998) compared the efficacy of a family-based 

treatment targeting parents as the exclusive agents of change (experimental group) to a 

conventional child-only (control) group. In the experimental condition, only parents 

attended group sessions, but they were expected to apply what they learned in 

treatment to the entire family (as opposed to only the overweight child). Group 

sessions focused on teaching parents about skills to promote healthy lifestyles in the 

home, limit setting, problem solving, nutrition education, and cognitive restructuring 

(among other topics). In the control condition, only children (aged 6 to 11) attended 

sessions. Children were assigned a specific diet regimen, and learned about physical 

activity, healthy eating, self-monitoring, cognitive restructuring, stimulus control, and 

problem solving. For the first 3 months of treatment, children in the parent-only group 

and child-only group showed similar weight loss patterns; however, after this point 

and by the end of treatment at one year, children whose parents were in the 

experimental group showed significant decreases in percentage overweight (14.6%) 

compared to the children in the control group (8.1%). Moreover, nearly 80% of 

children in the parent-only group lost over 10% of their excess body weight and 35% 

reached non-obese status by the end of treatment. In contrast, 38% of children in the 

child-only group lost over 10% of their excess body weight and 14% reached non-

obese status. Among parents, mothers in both groups did not have significant weight 

changes in overweight at the end of treatment; in contrast, fathers in the experimental 

group (but not the control group) showed significant decrease in percentage 
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overweight. Seven-year follow-up data showed a similar pattern in mean reduction in 

percentage overweight and obese status between children in the two groups; no data 

was reported for parents (Golan & Crow, 2004b). Therefore, these results demonstrate 

that obese children may benefit more from treatment when they are not directly 

included in the intervention program and that targeting parents-only as opposed to 

children-only can produce positive treatment effects for the child even after 7 years.  

Because others have demonstrated that interventions targeting both parents and 

children are superior to interventions where children are the only targets of treatment 

(Brownell et al., 1983; Epstein et al., 1981, 1990), Golan, et al. (2006) wanted to 

extend their findings by comparing the effectiveness of a parent-child treatment versus 

a parent-only treatment intervention.  A 6-month intervention was conducted where 

the parents received a similar protocol to the one used in Golan et al. (1998; see 

above), with the addition of teaching parents techniques to encourage an authoritative 

feeding style. In the parent-child group, the same information was covered as in the 

parent-only group, but the material was modified to be age appropriate for children. 

Measurements were collected for parents and children, and results at the end of 

treatment showed a statistical difference between the treatment groups, such that 

children assigned to the parent-only group had greater decreases in percentage 

overweight (-9.5%) compared to children in the parent-child group (-2.4%).  At one-

year follow-up, children in the parent-only group continued to reduce their percentage 

overweight, whereas the children in the parent-child group regressed to their baseline 

percentage overweight.  There were no significant changes in percentage overweight 

for parents in either group. One limitation of this study was that the parent-child group 
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attended sessions together, and previous studies have demonstrated that greater 

treatment effects can be achieved when parents and children participate in separate 

groups compared to the same group (Brownell et al., 1983). Therefore, future studies 

should examine how results would differ if a parent-child group participated in 

separate sessions when compared to a parent-only group.   

 As has been reviewed, the literature shows that parental involvement in child-

weight management programs produces greater changes in percentage overweight 

(e.g., Brownell et al., 1983; Golan et al., 1998, 2006) and better maintenance effects 

for children (Golan & Crow, 2004b; Epstein et al., 1990; Faith et al., 2001) when 

compared to child-only treatments. Moreover, the studies reviewed have demonstrated 

that the manner in which parents participate in treatment (e.g., directly receiving 

intervention, indirectly providing support, or attending separate group meetings) can 

also influence the results of the intervention.  Furthermore, Golan and colleagues 

(1998, 2004b, 2006) have provided evidence that overweight children can lose weight, 

make behavioral changes, and engage in healthier lifestyles even when they are not 

actively targeted in treatment. More importantly, Golan and colleagues showed that 

targeting children indirectly through parent-only interventions can be cost-effective, 

improve treatment adherence, and create less frustration and resistance in children 

during the change process.  

In summary, there are several treatment strategies that have shown positive 

treatment effects for parents and children. Most of the treatments support the use of 

behavior change techniques (Epstein et al., 1985a, 1985b, 2000; Herrera et al., 2004) 

but those that have incorporated cognitive-components have also demonstrated 
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positive results for children as young as 7 years old (Braet & Van Winckel, 2000; 

Duffy & Spence, 1993). There was extensive support found for the inclusion of 

parents in pediatric obesity treatments (Epstein et al., 1981, 1990, 1995a; Lansky & 

Vance, 1983). Because parents are responsible for initiating and seeking treatment for 

children, and because it will be beneficial for maintenance of treatment effects that 

parents participate in treatment with their children (Epstein et al., 1990), it is important 

to examine some of the factors that may interfere with parent‟s ability to be part of the 

child‟s treatment. Therefore, the following section will briefly review the social 

validity literature as it relates to pediatric obesity.    

Social Validity 

Social Validity and Obesity 

The Athletes in Service Fruit and Vegetable Promotion Program (AIS F&V) 

was implemented in two public schools in Boston, Massachusetts (Blom-Hoffman, 

2008). Two other schools were randomly assigned to receive only the physical activity 

component, while the AIS F&V received both the food and activity components. The 

objectives of this 3 year longitudinal study with children in kindergarten through the 

third grade were to increase children‟s nutrition knowledge, their preference and 

consumption of fruits and vegetables, the availability and accessibility of these foods 

at home, and to improve their overall weight status.  To date, results of the three-year 

study findings have not been reported.  Implementation of the intervention 

components were done by the school principal, teachers, lunch aides, and a former 

college athlete (referred to as a “champion”), who was responsible for promoting 

physical activity in the schools. Moreover, the fruit and vegetable interventions were 
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taking place throughout the entire school (e.g., morning announcements), in the 

classroom (e.g., program-relevant CD-ROMs in computer class), in the lunchroom 

(e.g., posters with fruit and vegetable of the day), and at the children‟s home (e.g., 

take-home activity books). The AIS F&V program was designed with several elements 

that have been found to be part of successful fruit and vegetable promotion programs 

(Blom-Hoffman). Some of these components include focusing solely on promoting 

fruit and vegetable consumption (rather than healthy eating in general), actively 

engaging students to participate in activities at home and school, rewarding students 

for consuming the target foods, including parents in the program through homework 

assignments, and having supportive school staff to aid in the execution of program 

components.   

Despite the benefits of involving parents and different staff members in the 

intervention, one limitation of this study was that acceptability ratings were only 

collected for teacher and lunch aides (Blom-Hoffman, 2008). Moreover, although the 

author did not clarify when the acceptability ratings were collected, information 

presented in the article suggests that acceptability ratings were collected after 1 year of 

the implementation (e.g., “Overall, the students in my class/school enjoyed 

participating in the AIS 5-A-Day program” and “Giving students stickers during 

lunchtime did not take too much time”).  Furthermore, even though all of the treatment 

components received very high acceptability ratings (most ratings above 5, on a 6 

point- Likert scale) after implementing the program, collecting acceptability ratings 

prior to the implementation would have provided useful information to program 

developers about other procedures that may have also been useful. Moreover, not 
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assessing for acceptability ratings prior to the start of a program may limit the 

conclusions that can be drawn from ratings gathered after the implementation of the 

intervention. For example, Reimers et al., (1992) found that compliance of a treatment 

at one month was related to higher acceptability at three months. Thus, it may be that 

high acceptability ratings of teachers and lunch aides were related to their compliance 

of the program. Moreover, it may have been that the staff was required to comply with 

treatment procedures, given that the program components were incorporated into all of 

the kindergarten through third grade classrooms and lunch periods, and that integrity 

checks were made through unannounced and scheduled observations. Thus, it would 

have been interesting to know how acceptability ratings would have differed from 

baseline to one year evaluations, and if the only ratings were collected from teachers 

that volunteered to participate in the program. Regardless of the limitations of this 

study, the intervention design offers several strengths that can help guide future 

treatment acceptability studies in other settings.   

In a study that examined the effectiveness of a behavior management versus a 

cognitive-behavioral self-management approach for the treatment of obesity, Duffy 

and Spence (1993) asked parents to rate their perceived expectancy and credibility of 

using the two procedures using a 10-point Likert scale. Specifically, parents were 

asked to rate if they thought the treatment would help their child control their weight, 

change eating and exercise habits, and if the program was a “sensible” way to target 

weight control. Duffy and Spence did not indicate if they used a scale with good 

psychometric properties to evaluate parents‟ responses. Results of the social validity 

assessment indicated that parents did not rate any differences in credibility and 
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expectancy ratings between the two treatments, suggesting that parents rated these 

approaches as socially valid. These measurements may help explain the results of the 

effectiveness of both treatment groups. That is, after an 8 week treatment program, 

results of the interventions indicated that both treatment groups (behavior 

management, cognitive behavioral) were as effective at reducing percentage 

overweight for children (approximately 8.5%) at post-treatment and the three month 

follow-up.   

A study conducted by Edwards et al., (2006) aimed to examine the 

acceptability and effectiveness, and feasibility of Epstein‟s Traffic Light Diet with 

families in the United Kingdom. Treatment acceptability was measured using a 

satisfaction questionnaire at post-treatment answered by parents and children (8-13 

years), which asked participants about attendance satisfaction and perceived 

helpfulness of materials provided; only parents were asked to indicate their perceived 

helpfulness of the feedback sessions at the beginning of each session.  Feasibility was 

assessed by how well the family-based behavioral treatment could be applied to 

families in the UK. Results of the study indicated an 8.4% decrease in percentage BMI 

and improvements in depression and self-esteem ratings for children. A major 

limitation of this study is the manner in which feasibility and acceptability were 

assessed.  That is, no rating scales or questionnaires were used to assess feasibility. 

Instead, authors concluded that with the exception of making three procedural changes 

to make the program culturally acceptable, the “materials were easy to „translate‟ for 

British lifestyles and culture” (p. 589) and therefore feasible. Moreover, the method of 

measuring acceptability was not clearly defined and perhaps incorrectly assessed, 
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given that the authors used satisfaction and helpfulness ratings (e.g., “very pleased,” 

“very helpful”) to conclude that the program was found acceptable by participating 

families. Furthermore, as with the study by Blom-Hoffman (2008) satisfaction ratings 

were only collected at the end of the intervention, and this limits the conclusions that 

can be made about program satisfaction. However, the study demonstrated that 

Epstein‟s Traffic Light Diet family-based treatment was effective in weight loss 

reduction for children at post-treatment and after a three month maintenance period.  

Finally, a recent study by McGrath-Davis et al., (2011) examined the 

feasibility of using TeleMedicine to conduct a group-based pediatric obesity 

intervention with families from urban and rural communities in Kansas. Overweight 

and obese children (M = 9.9 yrs, SD = 0.34) and their parent(s) were randomly 

assigned to four – 1hour session TeleMedicine condition where they received 

information about nutrition, exercise, and behavioral change principles (e.g., sticker 

charts, differential attention, mealtime rules, etc.) or a one-time physician visit 

condition, where similar information was meant to be provided. In this study, 

acceptability was measured through parent report using two questions that asked for 

ratings on a 10-point scale about overall program satisfaction and satisfaction with 

intervention components.  Program attendance and a “yes-no” question was used to 

assess perceived helpfulness of the intervention. Feasibility of the intervention was 

measured based on the number of interruptions resulting from technological problems 

at each session and on health care providers‟ written comments about the delivery of 

the intervention using TeleMedicine. No significant changes were found in BMI 

percentile, nutrition, or physical activity behaviors for either group. Moreover, authors 
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concluded that the TeleMedicine intervention was “extremely feasible and highly 

satisfactory” (p. 77) for families and health care providers who delivered the 

treatment. Even though the TeleMedicine satisfaction and feasibility ratings were 

reported to be favorable, caution should be used when interpreting these conclusions 

as the methods that were used to assess these concepts were not empirically-based.  

However, this study provides valuable information about another method of delivering 

pediatric obesity treatment for populations (e.g., low income, rural) that may currently 

have limited accessibility to these interventions.  

This brief review of the studies that have incorporated social validity 

measurements in pediatric obesity research shows that there are different ways that 

clinical researchers and program developers can incorporate these measurements in 

their studies.  Moreover, several limitations have been noted in the methods that have 

been used to assess social validity among various consumers of treatment. Therefore, 

it is important to continue incorporating social validity assessments in obesity-related 

research given that a limited number of obesity studies have been found to include 

social validity ratings. As such, one of the aims of this study was to continue 

expanding the social validity and obesity literature by furthering our knowledge about 

the agreement between medical and mental health care providers and parents about 

contributing factors/causes of and different treatments for childhood obesity.  
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APPENDIX B 

 

PARENT DEMOGRAPHIC QUESTIONNAIRE 

 

Please fill in your response or place a check mark (√) next to your response 

ABOUT YOU: 

 

1. Gender: ____ Male    ____ Female  

 

2. Relationship Status:  ___ Single (never been married) ___ Married     ___ Divorced    

                                      ___ Widowed                               ___ Separated ___ Partnered 

  

3. Age: ______      

 

4. Ethnicity (check one): 

   ____ Hispanic/Latino(a) (specify): ____________________ 

                                          ____ Caucasian (non-Hispanic)    

                                    ____ African-American     

                                    ____ Asian-American (specify): _______________________ 

                                    ____ Native-American/ American-Indian     

   ____ Biracial: (specify): _____________________________ 

                                          ____Other (specify): ________________________________ 

    ____ Prefer not to answer 

 

5. Country of Birth: _________________________ 

 

6. Number of Children:  ___ 0      ___ 1   ___ 2     ___3     ___4      ___ 5 or more 

 

7. What is the highest level of education you completed?  

___ Some Elementary    ___ Jr. High    ___ Some College      

___ Elementary    ___ Some High School  ___ Bachelor‟s Degree      

___ Some Jr. High    ___ Completed High School/GED  ___ Graduate Degree 

          (MA/MS/PhD/MD/JD) 

8. What is your occupation? ____________________________________ 

 

9. What is your Annual Household Income? ______________________  

 

ABOUT THE CHILD:  

(Answer the information about the child for which you are seeking treatment). 

 

10. Your relationship to this child (e.g., parent, grandparent, aunt, etc.): _________ 

 

11. Does the child currently live with you? ______yes          ______no 

  

      If yes, how long has the child lived with you? _______________ 
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12. Child‟s gender:        ____ Male ____ Female    

 

13. Child‟s date of birth __________________ 

 

14. Child‟s age _________________________ 

 

15. Child‟s height : ________feet  ______ inches 

 

16. Child‟s weight: _______lbs    

 

17. Child‟s grade in school: ______________ 

 

18.  Child‟s ethnicity (check one):  

            ____Hispanic/Latino(a)  

            ____ Caucasian (non-Hispanic)    

            ____ African-American     

            ____ Asian-American (specify): _______________________ 

            ____ Native-American/ American-Indian     

 ____ Biracial: (specify): _____________________________ 

            ____Other (specify): ________________________________ 

            ____ Prefer not to answer  

 

19. What would you like your child‟s weight to ideally be? _______________lbs. 

 

20. How concerned are you about your child‟s current weight status 

 

            1-------------2--------------3--------------4--------------5--------------6-------------7 

 not at all              somewhat                         extremely 

concerned             concerned                concerned

 Please mark ONE of the following: 

 

_____ Yes, I would like to get a summary of my answers. 

 

_____ No thanks. I do not want a summary of my answers.  

 

Please mark ONE of the following: 

 

_____ Yes, I would like my child‟s health care provider to get a summary of my answers.  

 

_____ No, I do not want my child‟s health care provider to get a summary of my answers. 
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APPENDIX C 

 

HEALTH CARE PROVIDER DEMOGRAPHIC QUESTIONNAIRE 

 

Please fill in your response or place a check mark (√) next to your response 

 

1. Gender: ____ Male    ____ Female  

 

2. Age: ______     

 

3. Relationship Status: ___ Single (never been married) ___ Married     ___ Divorced    

                           ___ Widowed                             ___ Separated  ___ Partnered 

 

4. Number of Children:  ___ 0      ___ 1 ___ 2     ___3     ___4      ___ 5 or more 

 

5. Ethnicity (check one):  ____ Hispanic/Latino(a) (specify): ____________ 

                                           ____ Caucasian (non-Hispanic)    

                                    ____ African American     

                                    ____ Asian American (specify): _______________ 

                                     ____ Native American/ American Indian     

    ____ Biracial: (specify): _____________________ 

                                           ____Other (specify): ________________________ 

    ____ Prefer not to answer  

 

6. I am a ________________________ health care provider  

o Medical 

o Mental 

 

7.  Degree type (e.g. RN, Ph.D., M.D., M.A., etc.) _________________ 

 

8. Area of Specialization: (e.g., Pediatrician, Clinical Psychologist, Endocrinologist, 

etc.) __________________________ 

 

9. Number of years in practice: ___________ 

 

10. Please rate the extent that you work with children and/or families in your clinical 

practice.  

 

    1-------------2--------------3--------------4--------------5--------------6-------------7 

Never         Very    Rarely       Sometimes   Occasionally     Very         Always 

         Rarely                    Frequently 
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11. Please indicate the type of agency in which you are employed:  

 ____ Private General Hospital  

 ____ Child/Adolescent Psychiatry 

 ____ Pediatric Clinic 

 ____ Community Mental Health Center 

 ____ Consortium 

 ____ Medical School / University Setting 

 ____ Private Clinic 

 ____ Psychology Department 

 ____ School District 

 ____ State/County/Other Public Hospital  

 ____ Other _______________ 

 

12. Type of treatment setting: _____ inpatient   _____outpatient  _____ other 
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APPENDIX D 

 

BELIEFS ABOUT THE CAUSES OF CHILDHOOD OBESITY 
QUESTIONNAIRE 

Parent Version 
 
When a young person is overweight, there can be many different explanations for 
why the child gained weight. The list below shows some of these possible 
explanations. Some may apply to your child and some may not.  
 
Please say how much you believe that your child’s weight problems are due, at 
least in part by the following:  
(Circle the number that best fits what you think.) 
 
1. My child not liking to exercise. My child not being interested in exercising. 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 
 
2. My child’s culture being more accepting of bigger body sizes. 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 
 
3. Allowing my child to eat too much junk food. Examples are sodas, chips, and 
candy. 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 
 
4. Not having enough safe places where my child and I can exercise or play 
outside. Examples are parks and gyms. 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 
 
5. Other children eating unhealthy foods like ice-cream or chips in front of my 
child.    
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 
 
6. Traditional unhealthy foods that are part of my child’s culture. Examples are 
tortillas or fried foods. 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 
 
7. Buying unhealthy foods for my child like candy, sodas, and chips. 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 
 
8. My child choosing to eat oversized servings of food. My child choosing to eat 
high calorie meals. My child choosing to eat too much junk food.  
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 
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9. Having too many fast-food restaurants that are easy to get to. 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 
 
10. My weight or the weight of other family members (family genes). 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 
 
11. My child overeating or eating junk food when he/she is stressed. 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 
 
12. The food choices available at school. Examples are foods in the cafeteria, 
snack bar, or vending machines. 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 
 
13. Traditions that are part of my child’s ethnic heritage. For example, using food 
for celebration. 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 
 
14. Family members overeating in front of my child. Family members eating junk 
food in front of my child.                
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 
 
15. My child choosing to watch television too much. My child choosing to play 
videogames too much. My child choosing to be on the computer too much. 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 
 
16. Not being physically active with my child. 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 
 
17.  My child being made fun of by other children because of his/her weight. My 
child being treated differently by other children because of his/her weight. 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 
 
18. The unhealthy foods advertised on television.  Examples are candy, chips, and 
sodas.               
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 
 
19. My child not liking healthy foods. Examples are fruits and vegetables. 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 
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20. Schools cutting back on physical education (P.E.) classes.  
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 
 

 
What do YOU think are the top 3 contributors to your child’s overweight 
status? 

1) __________________________________ 
2) __________________________________ 
3) __________________________________ 
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BELIEFS ABOUT THE CAUSES OF CHILDHOOD OBESITY 
QUESTIONNAIRE 

Health Care Provider Version 
 
When a young person is overweight or obese, there can be many different 
explanations for why the child gained weight. The list below shows some of these 
possible explanations. Think about your average pediatric patient seeking weight 
management treatment.  
 
Please indicate how much you believe that a child’s weight problems are due, 
at least in part by the following: Place a mark on the number that best fits what you 
think.  
1. A child not liking or being interested in exercising. 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 

 
2. The child’s culture being more accepting of bigger body sizes.   
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 

 
3. Parents allowing their children to eat too much junk food (e.g., sodas, chips, 
candy). 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 

 
4. Not having enough safe places where parents and children can exercise or 
play outside (e.g., parks, gyms). 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 

 
5.Other children eating unhealthy foods (e.g., ice cream, chips) in front of 
him/her.  
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 

 
6.  Traditional unhealthy foods that are part of the child’s culture (e.g., tortillas, 
fried foods). 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 

 
7. Parents buying unhealthy foods for their children (e.g., candy, sodas, chips). 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 

 
8. A child choosing to eat oversized servings of food, high calorie meals, and/or 
too much junk food. 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 
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9. Having too many fast-food restaurants that are easy to get to.  
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 

 
10. The parent’s weight or the weight of other family members (e.g., family 
genes).  
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 

 
11. A child overeating and/or eating junk food when stressed. 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 

 
12. The food choices available at school (in the cafeteria, snack bar, vending 
machines). 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 

 
13. Traditions that are part of a child’s ethnic heritage (e.g., using food for 
celebration). 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 

 
14. How (e.g., overeating) and what (e.g., junk food) the family eats in front of a 
child. 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 

 
15. A child choosing to watch television, play videogames, or be on the 
computer too much.  
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 

 
16. Parents not being physically active with their children.  
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 

 
17.  A child being made fun of or treated differently by other children because 
of his/her weight. 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 

 
18. The unhealthy foods (e.g., candy, sugary cereals) advertised on television. 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 

 
19. A child not liking healthy foods (e.g., fruits and vegetables). 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 
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20.  Schools cutting back on physical education (P.E) classes. 
         1--------------2---------------3---------------4---------------5---------------6---------------7 
 Definitely Not      Probably Not                Maybe     Probably Yes        Definitely Yes 

 

 
What do YOU think are the top 3 factors that contribute the most to a 
child’s overweight status? 
1) _________________________________ 

2) _________________________________ 

3) _________________________________ 
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APPENDIX E 
 

TREATMENT TECHNIQUES IMPORTANCE SCALE 
Parents 

 
Do you think that the following techniques would be helpful for your family? 
Use the following scale to say how helpful you think each technique would be 
for your family. Please put a number next to each technique! 
 

        1------------2-------------3-------------4-------------5-------------6-------------7 
Definitely Not      Probably Not        Maybe         Probably Yes      Definitely Yes 

 
 
1._____ Your child learns to identify thoughts and feelings. Your child learns to write in a 

notebook about thoughts and feelings that he/she has before and after eating. You are 
asked to make sure your child writes these thoughts and feelings in the notebook. You 
learn to help your child identify any thinking or feeling patterns related to eating. 

 
2._____ You learn to avoid comparing your child’s weight or looks with other children. 

You learn to focus on the positive traits and talents that your child has. For example “my 
child is friendly.” 

 
3._____ You and your child learn about the importance of eating more fruits and 

vegetables. You also learn to eat low fat dairy and lean meats. You and your child learn 
about portion control. 

 
4._____ You learn to identify any negative attitudes that your child may have about 

treatment. An example of a negative attitude is “I’ll never be able to do this.” You learn 
to help your child have a more positive attitude. For example, you can help him/her by 
saying “This will be hard but we can do it together.” 

 
5._____ You and your child learn to decrease sedentary behaviors. Examples would be 

watching less than 2 hours of TV a day or using the stairs instead of elevators. 
 
6._____ Your child learns to improve his/her self-confidence about making lifestyle 

changes by doing small goals that can be accomplished easily. One example is to drink 
water instead of sodas. You learn to reward your child for accomplishing this goal. 

 
7._____ You and your child learn to write down what you eat in a notebook to help you 

find opportunities to make better food choices. 
 
8._____ Your child learns to identify and change negative thoughts about food and 

eating. An example of a negative thought is “food makes me fat”. You learn to help your 
child replace these thoughts with more helpful ones. For example, you can teach your 
child that “eating healthy is good for your body.” 

 
9._____ Your family learns to limit eating at fast food restaurants to 1-2 times a week. 
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Do you think that the following techniques would be helpful for your family? 
 

        1------------2-------------3-------------4-------------5-------------6-------------7 
Definitely Not      Probably Not        Maybe         Probably Yes     Definitely Yes 

  
10._____ Your child learns to “stop and think” before eating. He/she learns to count to 10 

and then to ask him/herself how his/her body feels (“Am I hungry?”). Your child learns to 
decide to eat or not to eat based on the answer. You learn to model this behavior for 
your child. 

 
11._____ Your family learns to rearrange your home or rooms to encourage a healthier 

lifestyle. Examples would be taking the television and/or videogames out of your child’s 
bedroom or not buying junk food.  

 
12._____ You and your child learn to recognize different thoughts and feelings that are 

connected to eating. Examples of these feelings are happiness and sadness. You and 
your child learn to do other things instead of eating (walking) that could also make you 
feel good. 

 
13._____ You and your child learn about healthy choices (walking). Your child learns to 

say a good thing about him/herself (“I think I did a good job”) after he/she does the 
healthy choice. You learn to praise you child for doing the healthy choice. 

 
14._____ You and your child learn to identify negative beliefs that you have about obesity 

(“being fat makes people unlikable”). You and your child learn to find proof that shows 
these beliefs are false. 

 
15._____ You and your child learn to do 30 to 60 minutes of physical activity on most 

days of the week. 
 
16._____ Your child learns to identify and change his/her negative thoughts and feelings 

about weight. You also learn to help your child change these thoughts and feelings to 
more helpful ones. For example, you can tell your child “I can tell you are happy when 
you smile.” 

 
17._____ Your child learns how to identify and change negative thoughts about his/her 

ability to change his/her weight. An example of a negative thought is “I will always be 
fat.” You learn ways to help him/her change these thoughts to more helpful ones.  

 
18._____ Your child learns to identify negative thoughts that can get in the way of making 

changes. An example would be “I can’t do this.” Your child learns to do small changes 
(walking) that show the thought is not true. You learn to do these changes with your 
child. For example, you take a walk with your child for 30 minutes. You learn to point out 
to your child that the negative thought was false. 
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TREATMENT TECHNIQUES IMPORTANCE SCALE 
Health Care Providers 

 
Please rate the extent that you would recommend the following technique(s) to 
a typical pediatric patient seeking weight management treatment. Use the 
following scale to make your ratings and please put a number next to each 
technique! 
 

        1------------2-------------3-------------4-------------5-------------6-------------7 
Definitely Not      Probably Not        Maybe         Probably Yes     Definitely Yes 

 
 
1._____ Teach children to identify thoughts and feelings. Then teach them to write in a 

notebook about thoughts and feelings that they have before and after eating. Ask 
parents to make sure their child writes them in the notebook. Teach parents to help their 
child identify any thinking or feeling patterns related to eating. 

 
2._____ Teach parents to avoid comparing their child’s weight or looks with other 

children. Teach parents to focus on the positive traits and talents that their child has 
(e.g., my child is friendly”). 

 
3._____ Teach parents and children about the importance of eating more fruits and 

vegetables, low-fat dairy, and lean meats. Also teach family about portion control. 
 
4._____ Teach parents to identify their child’s negative attitudes about treatment (e.g., “I’ll 

never be able to do this”). Teach parents to help their child have a more positive attitude 
(e.g., “This will be hard but we can do it together”). 

 
5._____ Teach parents and children to decrease sedentary behaviors (e.g., watch less 

than 2 hours of TV a day, use stairs instead of elevators). 
 
6._____ Improve children’s self-confidence about making lifestyle changes by giving them 

small goals (drinking water instead of sodas) that they can accomplish easily. Teach 
parent(s) to praise child for accomplishing this goal. 

 
7._____ Teach parents and children to write down what they eat in a notebook to help 

them find opportunities to make better food choices. 
 
8._____Teach children to identify and change negative thoughts about food and eating 

(e.g., “food makes me fat”). Teach parents to help their child replace these thoughts 
with more helpful ones (e.g., “eating healthy is good for your body”). 

 
9._____ Teach family to limit eating at fast food restaurants to 1-2 times a week. 
 
10._____ Teach children to “stop and think” before eating. Teach children to count to 10 

then ask themselves how their body feels (e.g., “Am I hungry?”). Teach children to 
decide to eat or not to eat based on the answer. Parents are taught to model this 
behavior for their child. 
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Rate the extent that you would recommend the following technique(s) to a 
typical pediatric patient seeking weight management treatment. 
  
 

        1------------2-------------3-------------4-------------5-------------6-------------7 
Definitely Not      Probably Not        Maybe         Probably Yes      Definitely Yes 

 
 

11._____ Teach child’s family to rearrange home/room to encourage a healthier lifestyle 
(e.g. take television and/or videogame out of bedroom, do not buy junk food). 

 
12._____ Teach parents and children to recognize different thoughts and feelings (e.g., 

happiness, sadness) that are connected to eating. Teach them to do other things 
instead of eating (e.g., walking, playing a game) that could also make them feel good. 

 
13._____ Teach parents and children about healthy choices (e.g., walking). Teach 

children to say a good thing about themselves (e.g., “I think I did a good job”) after they 
do the healthy choice. Teach parents to praise their child for doing healthy choices. 

 
14._____ Teach parents and children to identify negative beliefs about obesity (“being fat 

makes people unlikable”). Teach parents and children to find proof that shows these 
beliefs are false. 

 
15._____ Teach parents and children to engage in 30 to 60 minutes of physical activity on 

most days of the week. 
 
16._____ Teach children to identify and change their negative thoughts and feelings 

about weight. Also teach parents to help their child replace these thoughts and feelings 
with more helpful ones (e.g., “I can tell you are happy when you smile”). 

 
17._____ Teach children to identify and change negative thoughts about their ability to 

change their weight (e.g., “I will always be fat”). Teach parents to also help their child 
change these thoughts to more helpful ones. 

 
18. _____ Teach children to identify negative thoughts that can get in the way of change 

(e.g., “I can’t do this”). Teach them do small changes (e.g., walking) that show the 
thought is not true. Teach parents to do these changes with their child (e.g., take a walk 
together for 30 minutes). Teach parents to point out to their child that the negative 
thought was false. 
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APPENDIX F 

 
TEI-SF 

Parent Form 
 
Please place a checkmark on the box next to each question that best describes 
how you feel about this treatment. Please read the items carefully. 

 
 Strongly  

Disagree 
Disagree Neutral Agree Strongly  

Agree 

1. I find this treatment to 
be a good way of dealing 
with Samuel/Abby’s 
weight.  

     

2. I would be willing to use 
this treatment if I had to 
change Samuel/Abby’s 
weight. 

     

3. I believe that it would be 
good to use this treatment 
without Samuel/Abby’s 
permission. 

     

4. I like the procedures 
used in this treatment. 

     

5. I believe this treatment 
is likely to work. 

     

6. I believe Samuel/Abby 
will feel discomfort during 
this treatment. 

     

7. I believe this treatment 
is likely to end in long-
lasting improvement. 

     

8. I believe it would be 
good to use this treatment 
with people who cannot 
choose treatments for 
themselves. 

     

9. Overall, I have a positive 
opinion of this treatment. 

     

 
How similar is Samuel/Abby to your child? 
          1--------------2---------------3---------------4---------------5---------------6---------------7 
definitely not                very          neither similar nor            very  extremely  

   similar        dissimilar  dissimilar          similar               similar 
 
How similar is your child to the typical overweight child? 
          1--------------2---------------3---------------4---------------5---------------6---------------7 
definitely not                very          neither similar nor            very  extremely  

   similar        dissimilar  dissimilar          similar               similar 
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TEI-SF 

Health Care Provider Form 
  
Please place a checkmark on the box next to each question that best describes 
how you feel about this treatment. Please read the items carefully. 
 

 Strongly  
Disagree 

Disagree Neutral Agree Strongly  
Agree 

1. I find this treatment to 
be a good way of dealing 
with Samuel/Abby’s 
weight.  

     

2. I would be willing to use 
this treatment if I had to 
change Samuel/Abby’s 
weight. 

     

3. I believe that it would be 
good to use this treatment 
without Samuel/Abby’s 
permission. 

     

4. I like the procedures 
used in this treatment. 

     

5. I believe this treatment 
is likely to work. 

     

6. I believe Samuel/Abby 
will feel discomfort during 
this treatment. 

     

7. I believe this treatment 
is likely to end in long-
lasting improvement. 

     

8. I believe it would be 
good to use this treatment 
with people who cannot 
choose treatments for 
themselves. 

     

9. Overall, I have a positive 
opinion of this treatment. 

     

 
How similar is Samuel/Abby to children you see in your practice?  
          1--------------2---------------3---------------4---------------5---------------6---------------7 
definitely not                very          neither similar nor            very  extremely  

   similar        dissimilar  dissimilar          similar               similar 
 
 
How similar do you think this child is to the typical overweight child? 
          1--------------2---------------3---------------4---------------5---------------6---------------7 
definitely not                very          neither similar nor            very  extremely  

   similar        dissimilar  dissimilar          similar               similar 
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APPENDIX G 

 

CASE VIGNETTES 
 
Overweight and psychosocial problems:  
Boy: 
Samuel is an 11-year-old overweight boy. He came to the doctor for a regular check-
up. His mother told the doctor that this year Samuel has not been doing well in his 
classes. She said that lately he has been putting himself down a lot. Samuel tends to 
give up easily when doing difficult tasks at home and school. Samuel has always 
been teased for his weight by his family and friends. His mother said that Samuel 
usually eats more than his brothers and sisters. She said that he likes to play 
videogames when he gets home from school. Samuel’s check-up showed that he 
gained 20 pounds in one year and that his health is at risk.   
 
Girl: 
Abby is an 11-year-old overweight girl. She came to the doctor for a regular check-up. 
Her mother told the doctor that this year Abby has not been doing well in her classes. 
She said that lately Abby has been putting herself down a lot. Abby tends to give up 
easily when doing difficult tasks at home and school. Abby has always been teased 
for her weight by her family and friends. Her mother said that Abby usually eats more 
than her brothers and sisters. She said that Abby likes to play videogames when she 
gets home from school. Abby’s check-up showed that she gained 20 pounds in one 
year and that her health is at risk.   
 
Overweight problems only:  
Boy: 
Samuel is an 11-year-old boy who is overweight. Samuel is the smartest boy in his 
class. He is involved in many school activities like band, the math club, and spelling 
bee. Samuel has a lot of friends. He is usually the one that his friends go to tell their 
secrets. Samuel is excited about going to the beach this summer. He has never been 
shy about putting on a bathing suit in front of his family and friends. Samuel gets a 
regular check-up every year, which is the reason he came to the doctor today. His 
check-up showed that Samuel gained 20 pounds in one year and that his health is at 
risk.   
 
Girl: 
Abby is an 11-year-old girl who is overweight. Abby is the smartest girl in her class. 
She is involved in many school activities like band, the math club, and spelling bee. 
Abby has a lot of friends. She is usually the one that her friends go to tell their 
secrets. Abby is excited about going to the beach this summer. She has never been 
shy about putting on a bathing suit in front of her family and friends. Abby gets a 
regular check-up every year, which is the reason she came to the doctor today. Her 
check-up showed that Abby gained 20 pounds in one year and that her health is at 
risk.   

 



Texas Tech University, Rocio I. Villarreal, August 2011 

 

187 

APPENDIX H 

 
TREATMENT DESCRIPTIONS 

Samuel: 
Cognitive  
The doctor will help Samuel with his negative thoughts and feelings. He will help Samuel 
identify negative thoughts about his body and how he sees himself. The doctor will help 
Samuel think better about himself. Samuel’s parents will also learn how to be “positive 
thinking coaches” for him. Samuel and his parents will learn about the link between 
thoughts and feelings. For example, if Samuel thinks “I will always be fat,” this can make 
him feel sad and hopeless.  

 
Behavioral  
The doctor will help Samuel and his family make healthier choices. Samuel and his family 
will learn the importance of eating fruits and vegetables. They will also learn to eat meats 
with less fat and choose drinks with less sugar.  Samuel’s family will learn to eat less fast 
food and smaller portions. Samuel and his family will learn to watch less television and be 
more active. One example would be walking together several times a week. Samuel’s 
parents will be taught how to reward him for making healthy choices.  
 
Cognitive-Behavioral  
The doctor will help Samuel see the link between thoughts, feelings, and behaviors. For 
example, Samuel will learn not to eat when he feels stressed. Instead, he and his family 
will learn to do other activities as a family that could also make him feel better. Samuel 
and his family will also learn to “stop and think” before eating. They will learn to only eat 
when they feel hungry and not when they are bored. His parents will learn to reward 
Samuel for making healthy choices and saying good things about himself.  
 
Abby: 
Cognitive  
The doctor will help Abby with her negative thoughts and feelings. He will help Abby 
identify negative thoughts about her body and how she sees herself. The doctor will help 
Abby think better about herself. Abby’s parents will also learn how to be “positive thinking 
coaches” for her. Abby and her parents will learn about the link between thoughts and 
feelings. For example, if Abby thinks “I will always be fat,” this can make her feel sad and 
hopeless.  

 
Behavioral  
The doctor will help Abby and her family make healthier choices. Abby and her family will 
learn the importance of eating fruits and vegetables. They will also learn to eat meats with 
less fat and choose drinks with less sugar.  Abby’s family will learn to eat less fast food 
and smaller portions. Abby and her family will learn to watch less television and be more 
active. One example would be walking together several times a week. Abby’s parents will 
be taught how to reward her for making healthy choices.  
 
Cognitive-Behavioral  
The doctor will help Abby see the link between thoughts, feelings, and behaviors. For 
example, Abby will learn not to eat when she feels stressed. Instead, she and her family 
will learn to do other activities as a family that could also make her feel better. Abby and 
her family will also learn to “stop and think” before eating. They will learn to only eat when 
they feel hungry and not when they are bored. Her parents will learn to reward Abby for 
making healthy choices and saying good things about herself.  



Texas Tech University, Rocio I. Villarreal, August 2011 

 

188 

APPENDIX I 

 

CHILDHOOD OBESITY – YOUR VIEWS? 
In your view how important are each of the following as causes of obesity in primary 
school children? 

                                                                                                                          HOW IMPORTANT? 
                                                                                                                                     (Circle one) 

Genes ........................................................................................ NOT        QUITE        VERY        EXTREMELY 

Children don’t know about the dangers of obesity...................... NOT        QUITE        VERY        EXTREMELY 

Children don’t care about eating healthy .................................... NOT        QUITE        VERY        EXTREMELY 

Children don’t care about being physically active....................... NOT        QUITE        VERY        EXTREMELY 

Parents aren’t aware of the dangers of obesity .......................... NOT        QUITE        VERY        EXTREMELY 

Parents don’t care about eating healthy ..................................... NOT        QUITE        VERY        EXTREMELY 

Parents don’t care about being physically active ....................... NOT        QUITE        VERY        EXTREMELY 

Parents don’t know how to promote physical activity ................. NOT        QUITE        VERY        EXTREMELY 

Parents don’t know how to promote healthy eating .................... NOT        QUITE        VERY        EXTREMELY 

Lack of physical activity at school .. ………………………………..NOT       QUITE        VERY       EXTREMELY  

Lack of physical activity outside school ...................................... NOT        QUITE        VERY       EXTREMELY 

There is an over emphasis on academic work…………………….NOT       QUITE        VERY      EXTREMELY 

Eating too many high fat foods at school ................................... NOT        QUITE        VERY        EXTREMELY 

Eating too many high fat foods at home ..................................... NOT        QUITE        VERY        EXTREMELY 

Children have too much money to spend on unhealthy food ..... NOT        QUITE        VERY        EXTREMELY 

Eating over-sized servings of foods ........................................... NOT        QUITE        VERY        EXTREMELY 

Over-consumption of fast foods ................................................. NOT        QUITE        VERY        EXTREMELY 

Media promotion of unhealthy foods .......................................... NOT        QUITE        VERY        EXTREMELY 

Eating in front of the TV ............................................................. NOT        QUITE        VERY        EXTREMELY 

Watching too much television .................................................... NOT        QUITE        VERY        EXTREMELY 

Modern technology (e.g. cars, computers, video games) ........... NOT        QUITE        VERY        EXTREMELY 

Lack of safe cycling and walking paths ...................................... NOT        QUITE        VERY        EXTREMELY 

Lack of other safe places to be physically active ....................... NOT        QUITE        VERY        EXTREMELY 

Healthy foods are expensive ...................................................... NOT        QUITE        VERY        EXTREMELY 

Healthy foods often aren’t available ........................................... NOT        QUITE        VERY        EXTREMELY 

Place a cross next to the cause of obesity in primary school children that is the most 
important to you. 



Texas Tech University, Rocio I. Villarreal, August 2011 

 

189 

APPENDIX J 

 

PARENT APPOINTMENT REMINDER LETTER 

 

 

Date 

 

To the Parents of ______________________,  

This letter is to remind you of the appointment that _____________has scheduled at 

the ________________ Clinic on ____________. Enclosed you will also find 

information about a current study that some of our new patients have the opportunity 

to participate in. We encourage you to take a few minutes to read this information and 

contact the study investigators if you are interested in participating in this study.    

 

We look forward to providing services to you and your family. 

Sincerely,  

 

Name of Health Care Provider 

Health Care Provider‟s Title 

Organization/Clinic Name 

Contact Information 
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APPENDIX K 

 

PARENT RECRUITMENT FLYER 
 

RESEARCH STUDY ON WEIGHT 

MANAGEMENT 

 Is your child between the ages of 7 and 12? 

 Is your child Caucasian, African-American, or 

Hispanic/Latino? 

 Do you want to earn $10 for giving us your 

opinion? 

 

 

 

 

 

 

 

Texas Tech University Psychology Department is 

conducting a study to learn about parents‟ opinions of the 

causes of childhood obesity and of different weight 

management treatments. Only parents, NOT children, 

will be asked to complete questionnaires.  The study will 

take approximately 30 minutes.   

 

If interested, please call Rocio Villarreal at  

(806) 317-3383.  
THANK YOU!! 
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APPENDIX L 

 

PARENT CONSENT FORM 

 
This form is not valid without the TTUHSC IRB seal on the bottom of each page. 

 
 CONSENT TO TAKE PART IN A RESEARCH STUDY 

Signed copy to be provided to subject or authorized representative 

 
This is a research study for subjects who voluntarily choose to take part. Please take 
your time to make a decision, and discuss the study with your family and friends if you 
wish. 
 
STUDY TITLE: Agreement between Health Care Providers and Parents about 
Causes and Treatments of Childhood Obesity 
 
INVESTIGATOR(S) and CONTACT TELEPHONE NUMBER(S):  
Joaquin Borrego, Jr., Ph. D, Associate Professor of Psychology, 806-742-3711, Ext. 
232 
Rocio Villarreal, M.A., Graduate Student in Psychology, 806-742-3711 Ext.430 
Cecilia Carrasco-Moore, M.S., R.D., L.D., Pediatric Dietitian, 806-743-2244, Ext.292 
 
INSTITUTION: Texas Tech University and Texas Tech Health Sciences Center 

 
1.  Why is this study being done?   
We want to know more about what you think causes childhood obesity and what type 

of treatments you find helpful and acceptable.  

2.  What will happen during this study?   
You will be asked to complete questionnaires that ask questions about you, your 

child, and your opinion about what causes childhood obesity and different weight 

management treatments. 

3.  How much time will this study take?   
The study will take about 30 minutes to complete. You will only be asked to complete 

this once.  

4.  What are the risks or discomforts to me if I join this study?  
This study has no physical risks or discomforts. However, some parents may become 

concerned when thinking about their child’s weight. Parents will have the opportunity 

to talk about these concerns with a psychology graduate student during the time of 

their appointment if this occurs. If this is not possible, parents will be given referral 

information to mental health providers in their community.  

5.  Are there any benefits to me if I take part in this study?   
You will be given the option of receiving a brief report of your responses. You can 

also choose to allow your child’s health care provider to get a copy of this report 
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during. This information can be beneficial for you and your child because it can be 

included in his or her treatment.  

 

We also hope to learn about the treatments that parents find helpful and acceptable 

for childhood obesity.  This study will provide information that will help improve 

programs for children.  

6.  What other choices do I have if I don’t take part in the research study?  
Taking part in this study is your choice.  You do not have to take part in this study.  If 
at any time you decide not to be in the study, it will not affect any benefits or rights to 
which you are entitled.   
At any time, you can stop the study without it affecting your child.  If you do not finish, 
you will be paid according to the time it took you to do the paperwork. For example: 
                          
                                   1-6 minutes =    $2.00 
                         7-12 minutes =    $4.00  
                                13-18 minutes =    $6.00 
                     19-24 minutes =    $8.00 

                     25-30 minutes =  $10.00   
 
7.  What about confidentiality and the privacy of my records?  
We will keep your involvement in this research study confidential to the extent 
permitted by law.  In addition to the staff carrying out this study, others may learn that 
you are in the study.  This might include federal regulatory agencies, Texas Tech 
University Health Sciences Center (TTUHSC) representatives, and the TTUHSC 
Institutional Review Board (a committee that reviews and approves research). These 
people may review and copy records involving this research.   
 
Study results that are used in publications or presentations will not use your name.   
 
8.  Will I receive anything for taking part in this research study?  
You will be paid a maximum of $10 for your participation in this study.  
 
9.  Does anyone on the research staff have a personal financial interest in this 

study? 
No.  
   
10.  What if I am hurt by participating in this study?   
It is very unlikely that you will be hurt by participating in this study, but if so, Texas 
Tech University Health Sciences Center and its affiliates do not offer to pay for or 
cover the cost of medical treatment for research related illness or injury.  No funds 
have been set aside to pay or reimburse you in the event of such injury or illness.  

 
11.  What if I have questions? 
For questions about this study, contact the Investigators, Dr. Joaquin Borrego or 
Rocio Villarreal. They can be reached at (806)742-3711 extensions 232 and 430, 
respectively.  
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If you would like to speak to someone who is not involved in the study about your 
rights as a participant, research-related injuries, or any other matter related to the 
study, you can call the TTUHSC Research Protection Hotline:  1-800-396-0918. 
 
 
Your signature indicates that this research study has been explained to you, 
that you’ve been given the opportunity to ask questions, and that you agree to 
take part in this study.  You will be given a signed copy of this form.   
 
  
Printed Name of Subject 
 
    
Signature of Subject Date Time  
 
 
    
Signature of Parent/Guardian Date Time 
or Authorized Representative  
 
 
 
 
_____ Subject was unable to read and understand the written consent. 
 
 
    
Signature of Witness to Oral Presentation Date    Time 
  
I have discussed this research study with the subject and his or her authorized 
representative, using language that is understandable and appropriate.  I believe I 
have fully informed the subject of the possible risks and benefits, and I believe the 
subject understands this explanation.  I have given a copy of this form to the subject.   
 
    
Signature of authorized research personnel Date Time 
who conducted the informed consent discussion  
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APPENDIX M 

 

PARENT RECRUITMENT SCRIPT 

 

Hi, my name is _______________________________ and I am a graduate 

student/research assistant at Texas Tech University working under the supervision of 

Dr. Joaquin Borrego. I would like to talk to you about a study that we are currently 

conducting about the treatments that parents find helpful and acceptable for childhood 

obesity. Is your child between the ages of 7 and 12? And is he/she Caucasian, African-

American, or Hispanic/Latino? 
 

 

If their child is not between 7-12 years old or not one of the ethnicities mentioned 

above: Thank you very much for your time. Have a good day. 

OR 

If child is between the ages of 7-12 AND is in one of the ethnic groups mentioned 

above: Would you be interested in hearing a little more about this study?  

 

 

If interested in hearing about study: Great! We want to know more about what you 

think causes childhood obesity and the treatments that you find helpful and acceptable. 

This study would require you to fill out several questionnaires, which would take you 

approximately 30 minutes. Participation in this study is completely voluntary, and you 

can stop at any time without it affecting your child‟s treatment. Also, for participating, 

you will be compensated with a maximum of $10. You don‟t have to worry about 

people tracking the answers back to you, because you will not put your name in the 

forms and only the researchers will have access to the information. However, if you 

choose, we can provide you with a summary of your responses and share this 

information with your health care provider if you give us permission to do so. Your 

child will not be asked to complete any forms, but we will need to get his/her height 

and weight from his/her medical chart (for community events: we will need to measure 

his/her height and weight). Would you be interested in participating in this study?  

OR 

If not interested in hearing about study: Thank you very much for your time. Have 

a good day. 

 

 

If interested in participating in the study: Great! Let me explain the forms that you 

will need to complete today.  

OR 
If not interested in participating in the study: Thank you very much for your time. 

Have a good day.  
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APPENDIX N 

 

HEALTH CARE PROVIDER ORGANIZATIONS CONTACTED  

 

Organization Outcome 

American Diabetes Association: Behavioral Medicine and 

Psychology Interest Group Liaison 

 

Participated 

American Diabetes Association: Clinical Endocrinology, Health 

Care Delivery, & Public Health Special Interest Group Liaison 

 

Participated 

American Diabetes Association: Diabetes in Youth Special 

Interest Group Liaison 

 

No response to 

request 

American Psychological Association, Division 54: Society of 

Pediatric Psychology 

 

Participated 

American Psychological Association, Division 38: Health 

Psychology 

 

Participated 

Association for Behavioral and Cognitive Therapies: Member 

Listerv 

 

Declined 

participation 

Association for Behavioral and Cognitive Therapies: Behavioral 

Medicine Special Interest Group  

 

Participated 

Association for Behavioral and Cognitive Therapies: Obesity & 

Eating Disorders Special Interest Group 

 

No response to 

request 

Lubbock Dietetic Association Participated 

 

National Lipid Association Participated 

 

Texas Dietetic Association Declined 

participation 

 

Texas Medical Association No response to 

request 

 

Texas School Nurses Organization Participated 

 

The Obesity Society Declined 

participation 

 

University Medical Center, Lubbock TX. Participated 
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APPENDIX O 

 

E-MAIL REQUEST TO HEALTH CARE PROVIDERS 

 

Dear ______(Organization)________: 

My name is Rocio Villarreal and I am a Clinical Psychology Doctoral Student at 

Texas Tech University, in Lubbock, Texas. I am currently in the process of collecting 

data for my dissertation under the supervision of Dr. Joaquin Borrego Jr., and would 

like to request your assistance. To briefly summarize the study, we would like to 

obtain health care providers‟ opinion of the different factors that they attribute to 

causing childhood obesity, the treatment techniques that they would recommend to 

families, and the treatments that they would find acceptable for childhood obesity.  We 

would like to request your assistance in forwarding the e-mail below to the health care 

providers that are [part of your institution, organization, or subscribed to the 

___(organization)‟s__ listserv]. We greatly value the opinion of the members in your 

organization and would appreciate it if you would forward the e-mail with the 

description and link to the online study.  If you have any questions, please do not 

hesitate to contact me at Rocio.Villarreal@ttu.edu or my advisor at 

Joaquin.Borrego@ttu.edu.  

 

Thank you, 

 

Rocio Villarreal, M.A. 

Clinical Psychology Doctoral Student 

Parent-Child Interaction Therapy Research Lab 

Texas Tech University 

Psychology Department 

MS 42051 

Lubbock, TX 79409 

 

LONG-VERSION OF E-MAIL REQUEST: 

 

Dear Health Care Provider: 

We are conducting an online study to determine your perceptions about the causes of 

pediatric obesity. We also want to learn more about what techniques you would 

recommend and the treatments that you find acceptable for childhood obesity. The 

information gathered in this study will expand our general knowledge about what 

techniques are commonly recommended and the treatments that are found acceptable 

by professionals who provide services to this population. If you currently work or 

have experience working with children who are overweight or at risk of becoming 

overweight, we would greatly appreciate it if you participate in this study by clicking 

on the link below. Your participation is completely voluntary and you may choose to 

discontinue at any time. The study materials should take approximately 25 minutes to 

complete. If you have any questions, please feel free to contact us at 

mailto:Rocio.Villarreal@ttu.edu
mailto:Joaquin.Borrego@ttu.edu
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Joaquin.Borrego@ttu.edu or Rocio.Villarreal@ttu.edu. This study has been approved 

by the Texas Tech University Health Sciences Center IRB.  

 

For participating in this study, you will have the option of being entered into a 

drawing to win a $50 gift certificate to be donated to the charity of your choice.  

 

By clicking on the link below you are agreeing to participate in a research project on 

perceptions of causes and treatments of pediatric obesity. If you have difficulty with 

the link, please cut and paste the complete address into your web browser. We would 

greatly appreciate it if you would forward this request to anyone you know who 

might be eligible to participate.  

 

Thank you for your time and consideration.  

 

Link: https://ttupsych.qualtrics.com/SE?SID=SV_a3Er3v857KINLy4&SVID= 

 

SHORTENED VERSION OF E-MAIL REQUEST: 

 

Dear Health Care Provider: 

We are conducting an online study to determine your perceptions about the causes of 

pediatric obesity, what techniques you recommend, and the treatments that you find 

acceptable for childhood obesity. Please consider participating if you have experience 

working with overweight children. The study will take approximately 25 minutes and 

your participation is voluntary. You will have the option of entering a drawing for a 

$50 gift certificate to be donated to the charity of your choice. All responses will 

remain confidential. For questions, please contact Joaquin.Borrego@ttu.edu or 

Rocio.Villarreal@ttu.edu. This study has been approved by the Texas Tech University 

Health Sciences Center IRB.  

 

By clicking on the link below you are agreeing to participate in a research project on 

perceptions of causes and treatments of pediatric obesity.   If you have difficulty with 

the link, please cut and paste the complete address into your web browser. Please 

forward this request to anyone you know who might be eligible to participate. 

 

Thank you for your time and consideration. 

 

Link: https://ttupsych.qualtrics.com/SE?SID=SV_a3Er3v857KINLy4&SVID= 

 

  

 

 

mailto:Joaquin.Borrego@ttu.edu
mailto:Rocio.Villarreal@ttu.edu
https://ttupsych.qualtrics.com/SE?SID=SV_a3Er3v857KINLy4&SVID=
mailto:Joaquin.Borrego@ttu.edu
mailto:Rocio.Villarreal@ttu.edu
https://ttupsych.qualtrics.com/SE?SID=SV_a3Er3v857KINLy4&SVID=

