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Abstract 

Purpose: Severe obesity, defined as a body mass index (BMI) ≥120th percent of the 95th 

BMI percentile for age and sex, is the fastest growing subcategory of obesity among 

children and adolescents. The aims of this study were to (1) explore how parents and 

adolescents understand severe obesity and incorporate management into their daily 

lives, and (2) evaluate the applicability of the Family Management Styles Framework 

(FMSF) to better understand impact of severe obesity for adolescents. 

Design and Methods: Directed content analysis grounded in a modified version of the 

FMSF was used to analyze one-time in-home face-to-face interviews with adolescents 

aged 12-17 years (N=14) who received pediatric weight management (PWM) care and 

a parent (N=17).   

Results: Several themes emerged from the data. Both adolescents and parents 

described the day-to-day management as challenging and impacted parent-child and 

sibling relationships. Both described the need for sustained support and coaching in 

meeting daily physical activity requirements, and related stories of weight stigma they 

experienced. Further, parents’ and adolescents’ views were mostly congruent, except in 

their view of how family attitudes and actions did or did not support the child with obesity 

and the existence and effectiveness of daily routines.  

Conclusions: The FMSF was successfully applied to understand family management of 

adolescents with severe obesity. These adolescents have complex physical and 

psychological needs impacting effective weight management and family life.  

Practice Implications: Interventions should target increased peer support, tailored 

exercise, and aim to reduce the effects weight stigma. 

 



 FAMILY MANAGEMENT OF SEVERE OBESITY IN ADOLESCENTS                                      3 
 

Family Management of Severe Obesity in Adolescents 

Key Words: severe obesity, adolescents, family management, qualitative research 

 Childhood obesity, defined as body mass index (BMI) ≥ 95th percentile on The 

Centers for Disease Control and Prevention (CDC) age- and sex-specific growth 

references (Ogden et al., 2016), is one of the most prevalent chronic conditions in the 

United States (U.S.; (Perrin et al., 2012). Severe obesity, defined as having a BMI 

≥120th percent of the 95th BMI percentile (BMIp95) for age and sex is the fastest 

growing subcategory for both children and adolescents  (Freedman et al., 2017). 

Currently 7.9% of U.S. children ages 2 to 19 years have severe obesity; those aged 12 

to 19 years have the highest rates (11.7%) compared to other age groups (Skinner et 

al., 2018). Children with severe obese are at increased risk for cardiometabolic 

sequelae throughout the life course  including dyslipidemia, elevated blood glucose, 

hypertension, insulin resistance and nonalcoholic fatty liver disease (Kelly et al., 2013; 

Skinner et al., 2015).  Over a lifetime, these sequelae increase health care costs, 

decrease productivity, and shorten lifespan (Reilly & Kelly, 2011; Ward et al., 2017). 

 Without intensive intervention, the majority of children with severe obesity 

become obese adults (Freedman et al., 2007; Ward et al., 2017). While a range of 

treatment interventions have been implemented including inpatient treatment, bariatric 

surgery, and medications, multicomponent family-focused treatment that includes diet, 

physical activity, and behavior change is best practice (Al-Khudairy et al., 2017; Mead et 

al., 2017). Treatment success, however, has achieved only slight reductions or 

stabilizing of children’s BMI with limited metabolically beneficial effects (Peirson et al., 

2015; van Hoek, et al., 2014). In order to identify strategies and deliver effective family 

focused interventions to reduce severe obesity, a better understanding of what is 
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working and not working for families is critical (Ogden et al., 2016; Skinner et al., 2016). 

Little data exist which explain how families and individual family members manage 

severe obesity among adolescents on a day-to-day basis. 

Theoretical Framework 

 The Family Management Style Framework (FMSF) was developed to identify key 

aspects of the family and family member experience and functioning in childhood 

chronic conditions (Knafl et al., 1996; Knafl et al., 2012; Knafl & Deatrick, 2003). Its 

three components, (definition of the situation, management behaviors, and perceived 

consequences) are informed by contextual influences (including social support, care 

providers and systems, and resources) and interact to describe a unique family 

management style (Figure 1).  

 Originally, the FMSF was intended to examine family management from the 

parental perspective. Researchers have expanded the FMSF by adding child-specific 

definitions of the dimensions (Beacham & Deatrick, 2015, 2019; Wollenhaupt et al., 

2012). We applied a modified version of the FMSF adding two additional dimensions—

perceived barriers and perceived facilitators (Table 1). This modification was based on a 

comprehensive review of the literature (Roberts, et al., 2020), a concept analysis by Jang 

and Whittemore (2015) and the endorsement of FMSF authors in applying the framework 

to new contexts (Knafl et al., 2012). The dimension of child identity was renamed 

adolescent identity and parental mutuality was renamed family mutuality. To the best of 

our knowledge, no studies exist which report on parent and adolescent experiences of 

managing severe obesity. The aims of this study were to explore how parents and 
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adolescents understand severe obesity and incorporate management into their daily lives 

and evaluate the applicability of the FMSF to severe obesity in adolescents.  

Methods 

Design  

 Grounded in the modified version of the FMSF, directed content analysis was 

utilized in this qualitative study. The goal of directed content analysis is to extend or 

validate an existing theory or framework (Hsieh & Shannon, 2005). Data were collected 

through one-time semi-structured interviews with parents and their 12 to 17-year-old 

adolescents. All interviews were conducted by the primary investigator (PI) (KR), who 

has training in qualitative methods. Observation notes collected during clinic visits and 

in-home interviews provided additional context for interpreting these data. 

Subjects and Setting  

 Purposeful sampling was used to recruit adolescents and at least one parent or 

custodial caregiver, (hereafter parent) who speaks English or Spanish, via phone and in 

person at a pediatric weight management (PWM) clinic between February and 

September 2019. The PWM clinic has two locations (urban and suburban) and is 

affiliated with a regional Midwest children’s hospital. To be eligible, the adolescent had 

to be 12 to 17 years or age, have severe obesity (BMIp95 ≥120th percent), without 

developmental delay, able to speak English or Spanish, and have attended the clinic at 

least twice (in order to ensure a commitment to improved health and to have 

experienced a trial period for implementing recommendations received from the clinic). 

Forty-five families were approached to participate with 15 families completing audio-

recorded interviews (12 parent/adolescent dyads, two parents/adolescent triads, and 
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one parent only). Consistent with the aims and design of this study, a priori thematic 

saturation was reached. A priori thematic saturation data is collected to exemplify 

theory, at the level of lower order codes or themes, rather than to develop theory 

(Saunders, 2018).  Each parent and adolescent were interviewed independently from 

the other.  

Measures 

 Adolescent and parent interview guides were grounded in the most recent 

literature and reflected the major components and dimensions of the modified version of 

the FMSF outlined in Table 1. Interview guides were pilot tested in the clinic with 

adolescents and parents and revised based on feedback. Sample interview questions 

are in Table 2.  

Data Collection  

  Institutional Review Board approval and an authorization agreement were 

obtained from the hospital (Protocol # 2018-2244) and the university. To contextualize 

the interview data, the first author spent one day per week for a month in the clinic prior 

to interviewing participants. This observation period allowed for greater understanding 

the structure of clinic space, activities of personnel, clinic operations, lingo, processes, 

and interactions and body language of providers, families and the children.  

Before each face-to-face interview, signed informed consent (parental) and 

assent (adolescent) were obtained. Demographic data were self-reported via paper 

survey (Table 3). The first author, with a Spanish translator when needed (n = 3), 

conducted interviews at the participant’s home (n = 10) or chosen location (n = 5). 

Parent interviews lasted 24 to 53 minutes (M = 40.2) and adolescent interviews were 19 
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to 47 minutes (M = 30.5). After each interview, the first author summarized the interview 

in field notes to capture impressions of parent/adolescent congruency in responses, 

body language, receptivity to questions, and reflexivity. Summaries of medical record 

data (laboratory values, medications, conditions reported were most proximate to study 

participation) were abstracted after interviews (Table 4).  Each parent and adolescent 

interviewed was compensated with a $20 gift card for their participation.  

Rigor was maintained throughout data collection and analysis by giving careful 

attention to interview quality through constant comparison of the aims for each interview 

question, using a second data coder, reflective notes after interviews by the PI, an audit 

trail of all research activities, and clinic observations to check for consistency in the 

experiences described by the parents and adolescents (Creswell, 2014; Hsieh & 

Shannon, 2005; Patton, 2015). 

Data Analysis 

 Audio-recorded interviews in English were transcribed verbatim, checked for 

accuracy by the research team,  and imported into Dedoose Version 8.2.14, a web 

application for managing, analyzing, and presenting qualitative and mixed method 

research data (2019; Los Angeles, CA: SocioCultural Research Consultants, LLC 

www.dedoose.com).  Spanish interviews were transcribed from the English 

interpretation, checked and imported into Dedoose. Demographic and health data were 

analyzed descriptively.  

 Directed content analysis was used to analyze the transcripts (Hsieh & Shannon, 

2005).  Parent and adolescent interview data were reviewed independent of one 

another by the PI and a second coder (3 additional coders). Each participant’s 

http://dedoose.com/
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responses were placed into a matrix.  Responses were then  organized according to a 

priori codes developed by authors of the FMSF. The PI and second coder assigned 

codes to the data independent of one another, and then met to reach consensus on 

final code applications. Table 5 shows an example of the content analysis process. 

Results 

Definition of the Situation 

 The six FMSF dimensions that describe how families define the situation are: 

adolescent identity, management mindset, family mutuality, view of condition, perceived 

barriers and perceived facilitators. Results related to adolescent identity were reflected 

in the ways that parents described their adolescents. A common theme was to describe 

how this adolescent was different from other children because of their weight and that 

their adolescent had always been “bigger” or “chubbier” than their peers. A mother (P4) 

of a 15-year-old girl thought about when she noticed her adolescent’s weight was 

problematic, “… it's been a struggle since she was five? And she's just, her growth 

chart's been off the record, weight and height.” Parents identified ways in which 

adolescents were less capable because of their weight. They noted that their 

adolescents were not as active, physically able to keep up with peers, or ‘athletic’.  

  Additionally, parents noted that their adolescent was vulnerable to stress and 

anxiety and associated these with overeating and at times lack of control. A mother (P2) 

of a 12-year-old boy thought about this, saying, “He was diagnosed with anxiety and I 

don’t know if his eating is a response to anxiety. Kind of comfort to him in some way.” A 

mother (P1) of a 16-year-old girl explained, “She doesn’t know what to do anymore. She 

feels out of control and she doesn’t know how to control it.”  
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 Adolescents’ perspectives were not that different from the parents. They also 

described themselves as “bigger” or “chubbier” than their peers. Several adolescents 

did indicate it was a medical encounter that revealed the health concerns and/or need 

for treatment at the weight management clinic. While some adolescents were active and 

enjoyed being active, others did not like participating in sports or exercise. Adolescents 

noted being anxious or stressed about various aspects of their lives and how that 

contributed to their eating patterns. A 13-year-old girl (C14) shared how she struggled at 

times with anxiety, “I sometimes stress eat. So, when I stress eat, it’s like…with 

school…when it’s something big, like the college thing, gets you kind of nervous 

sometimes.”  

 With regard to management mindset, adolescents and parents talked about the 

ease or difficulty of making recommended changes related to diet, exercise routines, 

and/or medications. Exercise struggles were most commonly described. Dietary 

recommendations were least problematic within the home. Difficulties were more 

common when at school or in social situations. Both parents and adolescents described 

the recommended frequency and intensity of exercise as a major challenge. A 13-year-

old girl’s mother (P12) noted her way of thinking and incorporating the exercise routine 

into family life, “I think that was the hardest piece and I feel like we're still looking. We're 

still trying to make adjustments, and things like that. Like the exercise piece.” One 15-

year-old girl (C4) with a very demanding academic school and extracurricular schedule 

commented on the difficulty of including exercise into her routine, “Exercise because I 

think that's what I struggle with most because of time and just how everything is set up 

for me.” Although all but one of the adolescents had taken metformin for weight loss at 
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some point, 11 were currently taking it. The side effects, nausea and diarrhea, were why 

many stopped taking this medication. Even those that continued to take it reported 

struggling with taking the full dose.   

 Family mutuality was described by the parents as either concordant (i.e., on the 

same page) or discordant. Parents ‘on the same page’ agreed and worked to support 

dietary changes at home by adopting healthy eating for the household. Other parents 

described how marital conflicts and tensions arose regarding management. One 

married mother (P12) of a 13-year-old girl illustrated this in telling a story about asking 

her daughter to talk with her father:  

So, my husband was resistant to it [diet changes] and I would still say [he] is not 

on board. And he was still doing the things that I said we shouldn't be doing. So, 

it's a point of a contention, it's a bit of friction. And at the same time, like I don't 

want to be fighting with him about this. But like this is the health of our child. Like 

you need to knock it off. So, I would say, ‘Sue, like you have to tell him that you 

don't want it anymore [unhealthy food].’ Because he thinks I'm just being kind of 

bossy and overbearing.  

 Adolescents recognized these tensions among the parents and family. In 

particular divorce seemed to intensify conflict as one 15-year-old girl (C4) noted, “My 

real dad. He just doesn't like me doing this. He likes me how I am type of thing. He's 

like, ‘You don't need to change for no one.’"  

 Adolescents shared how they felt when the actions of parents, siblings or 

extended family were contradictory to supporting diet recommendations. Most 

distressing was when siblings, parents or other family members would either bring 
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home or be allowed to have certain foods the adolescents were ‘not allowed’ to have. In 

contrast, adolescents described how their family was working together to make changes 

and how this was encouraging to them. A 12-year-old boy (P11) whose family shares a 

home with grandparents and felt supported stated,  

 We all eat the same food. There's not, ‘You get this, and you get that.’ My 

 grandma and grandpa, they know that I'm supposed to be eating healthy; so, if 

 I'm with them, they know that it's healthy food. They're really supportive, too. 

 Whatever I eat, they eat.  

  Parents view of their child’s condition was described as a journey. Clinic 

attendance shifted their thinking to the physical and psychological consequences of 

severe obesity. Several parents noted confusion because they could not attribute the 

adolescent's weight gain to particular changes in diet or activity. Others described 

changes as a slow progression to recognition. A mother of a 16-year-old girl (P8) 

expressed this when she said,  

Just looking at the pictures of her growing up, she was such a tiny little thing 

growing up and then, you just kind of notice that she's just getting a little bigger 

and a little more overweight and we didn't really notice it too much, until I felt like 

it was almost too late. ‘Okay, how do I do this?’ Yeah. I felt like I let things get 

way out of control.  

 Most adolescents described not being concerned or thinking about their weight 

until it was addressed by a parent or doctor (or both), which led to their development of 

concern. Initially most adolescents were upset and confused about the need for the 

weight management clinic and did not understand why weight was problematic. A 16-



 FAMILY MANAGEMENT OF SEVERE OBESITY IN ADOLESCENTS                                      12 
 

year-old girl (C8) stated, “The pediatrician was concerned about the weight. When I was 

younger, and they were talking about it (the weight) I was like, ‘What are you guys 

talking about?’” However, most of these adolescents described understanding the 

significance of excess weight in relation to overall health after the initial clinic visits. 

Some described wanting to get help from the clinic and were encouraged to find out 

there was a place that could help. A 15-year-old girl (C4) who asked her mother to find 

help for her weight and was initially cautious in her expectations of the clinic shared,  

 I mean obviously you can’t, poof, lose 50 pounds but be proactive about it, I 

 guess you could say. Actually, come up with a plan. So, I wasn’t expecting her 

 (the doctor at the clinic) to be like, ‘Okay we have this, this, and this.’ But I was 

 hoping that she was, and she did. So that was awesome.  

 Parents and adolescents described barriers to adopting health behaviors to 

manage obesity including the food environment, lack of time and control, physical 

environment, established lifestyle preferences, and medications. Cost and accessibility 

to healthy food options were considered major barriers in the food environment, along 

with lack of time and control to manage health behaviors related to exercise. Parents 

thought of shopping and preparing healthy food options and monitoring their 

adolescent’s health behaviors as requiring a lot of time and control. The physical 

environment barriers reported by parents and adolescents were focused on access to 

places where adolescents could exercise outside of competitive sports and age 

restrictions at gyms or health clubs. In addition, they reported confusion on how to 

exercise to meet recommended guidelines. A mother (P4) of a 15-year-old girl who 
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noted challenges in accessing gyms or available spaces for physical activity outside of 

school commented,  

 I wish there was help for kids. I don’t want to say free help, but like some kind of 

 discounted help. Not even a gym, but almost like a trainer…Because they don't 

 know what to do (exercise wise). They don't know what to do.  

 Descriptions by parents and adolescents relating to established lifestyle 

preferences focused on preferred foods, which included culturally preferred diets as well 

as a preference for sugary food and beverages and a dislike of exercise.  Barriers to 

medication adherence were related to side effects, not understanding the purpose of the 

medication, and forgetting to take medications as scheduled. A 12-year-old boy (C10) 

whose mother has given him the sole responsibility to take his medications shared,  

 Recently it's really hard to remember to take them. I think it's because we just got 

 back from a trip and that I put them in my room and then I'm supposed to eat 

 them before breakfast. But now if they're in my room and then I go down and 

 they're not there, I'm just like oh, I forget about it.  

 Parents and adolescents described two main facilitators to adopting health 

behaviors to manage obesity—support and structure. Specifically, they noted support 

from providers, family and peers as being important to sustaining healthy behaviors. 

When describing structure related to diet and exercise, they wanted more specific lists 

and plans for foods to buy, meals to prepare, and an exercise component from the clinic 

which would be accessible and structured for their adolescents. A mother (P6) of a 12-

year-old boy suggested,  
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 I would think more of a structured thing (exercise) where he could relate with kids 

 that are going through what he's going through. I think that would not only help 

 him, you know physically, but I think mentally…And somebody that, who is, has a 

 challenge physically that he has, and they push each other. Like that would be 

 great.  

Parents  thought that the advice and support at the clinic was what was helping 

them and their adolescent ‘stay in check’ with diet and exercise recommendations as it 

provided accountability and for the family.  Adolescents echoed their parents view about 

the clinic providing necessary support and accountability. Adolescents also described 

how having positive self-motivation and mindset in how they viewed themselves and 

their abilities as something important to help them achieve their goals. A 16-year-old girl 

(C8) with a history of depressive symptoms noted,  

The most important thing for me is to have a good mindset because my mindset 

 is always all over the place. I need to have a set mindset of what I want to do, 

 what I need to do to lose weight.  

Management Behaviors 

 The two FMSF dimensions described by families’ management behaviors were 

parenting philosophy and management approach. Parents overall management 

approach was viewed as  either the adolescent needs ‘to do this themselves’, or co-

management. Some parents initially thought the adolescent should be completely in 

control of their own behavior though parents took an active role to reinforce 

recommendations for management. A mother (P8) of a 16-year-old girl noted,  



 FAMILY MANAGEMENT OF SEVERE OBESITY IN ADOLESCENTS                                      15 
 

. . .  it was one of those things where we were always like she has to do it for 

herself, but we really pushed her a lot. You shouldn't be eating this. You shouldn't 

be doing that. I realize we were just taking a real bad approach here.  

 A mother (P9) of a 12-year-old boy, described a more cooperative approach to 

management and stated, “I am here to support him and do whatever he needs to help.”  

 Specific actions reflecting obesity management focused on dietary changes, 

exercise, and medication recommendations. Dietary changes discussed were portion 

control, reducing intake of added sugars and reading food labels. Exercise 

recommendations described by parents and adolescents were less specific and few 

were able to identify routines, strategies, or guidelines for exercise with generic 

comments such as, “I have gym everyday” or “we walk the dog everyday”. A 13-year-old 

girl (C12) with a history of depression and anxiety commented, “We don't really have a 

plan that they (the clinic) set. They're kind of ‘just do these things kind of every day’. 

And then like maybe it'll work.” Those parents who did describe specific strategies noted 

meal preparation, set mealtimes, bedtime, and exercise routines such as taking daily 

walks together. A single mother (P5) of a 12-year-old boy with two siblings, one of 

whom also attends the clinic shared, “We’ve discovered that if we, sometimes as a 

team, put together just individual containers of a meal, pop it in the microwave and then 

eat it you’re good.”  

   Adolescents’ descriptions about their parents’ approach to condition 

management reflected normal developmental struggles between adolescents and 

parents. Adolescents verbalized both understanding of their parents’ help and 

frustration with being told "no" to certain foods and being told what to do on a daily 
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basis. This 15-year-old boy (C3) described being frustrated with his mother stating, 

“Sometimes my mom gets on my nerves. I never tell her because I’m not supposed to 

… she gets on my nerves, it’s like on a daily. She’s like “if you eat this, you eat that, you 

can’t eat this.”  

Perceived Consequences 

The two FMSF dimensions of family focus and future expectations describe the 

perceived consequences experienced by families. Parents described the physical 

impact of obesity that adolescents experienced (i.e., metabolic conditions, medications, 

clinic visits, and blood work), the psychological impact (i.e. anxiety and depression), and 

negative reactions received from peers, healthcare providers, and family members 

 The impact that adolescents found most distressful was needing medical care for 

their weight and the difficulty of weight loss. A 15-year-old girl (C4) with polycystic 

ovarian syndrome shared, 

 I just feel like sometimes you get judged because of your weight and it’s hard. I 

 don't think they understand it's hard to go to someone about your weight because 

 you're so insecure about it. And to have them say your weight out loud and all 

 that stuff. And they talk about it like it's nothing. But to you it's everything.  

 Adolescents verbalized feeling guilty for their weight. A 12-year-old boy (C5), 

whose parents divorced three years prior to his weight gain, shared without any 

prompting, “And it is my fault (long pause and patient looks down) for the weight gain.”

 Descriptions of being teased or bullied by others because of their weight were 

also prevalent. Parents and adolescents described specific incidents and ongoing 



 FAMILY MANAGEMENT OF SEVERE OBESITY IN ADOLESCENTS                                      17 
 

bullying experienced which may have led to depression, anxiety and guilt. A mother 

(P6) of a 12-year-old boy with a history of anxiety shared,  

 All they did was make fun of him. He didn't wanna go back (to the kids exercise 

 class). You see all the marks on his arms? He picks. When he started getting 

 heavier and taller and they were calling him, ‘big fat Santa, sweaty Santa’.  

 A 15-year-old girl (C4) who has been concerned about her weight since she was 

 five years old noted, “I was bullied a lot and people just saying unnecessary 

 things. It made me even more upset with myself because I thought that I was 

 doing something wrong.”  

  Parents described stress and conflicts between family members, particularly 

siblings, as a negative impact of daily weight  management. Dietary changes, 

specifically reducing sugary foods and beverages, was a challenge. Parents who have 

been coming to the clinic for some time reported feeling overwhelmed and weary from 

the constant need to monitor food and  maintain the recommendations day after day. 

Parents described incidents with healthcare providers, spouses, and peers where they 

felt blamed for their adolescent’s weight and also blamed themselves. A mother (P14) of 

a 14-year-old girl who works seven days/week and whose husband had a serious health 

condition stated, “They say it's my fault because I'm the one who buys the food. So, 

yeah, my husband told me a lot, too, 'Oh, because you're the one who gets and makes 

the food and stuff,' but also, the nutritionist also said it was my fault.” Adolescents also 

described conflicts that arose among siblings, particularly around dietary changes that 

affected the whole household. A 14-year-old girl (C14) with a younger brother noted,  
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 So, I think we both (adolescent and brother) got cranky because we didn't get 

 sugar. So, we both a little bit mad with our parents, but deep down inside of me, 

 down on all that anger, I knew that it was for the best.  

 In thinking about the future, some parents and adolescents identified that being 

“happy and healthy” would coincide with a time when they would no longer need to 

attend the PWM  clinic. Others were more reticent about the idea of leaving the clinic. 

They recognized obesity as a lifelong condition that would need accountability. A father 

(P3) of a 15-year-old boy who has been followed in the clinic since he was eleven years 

old noted,   

 This is a problem, or a situation that we have to keep in mind every day for the 

 rest of his life, because in the point when he just put it away, he’s gonna start 

 gaining weight, and  weight and weight and obviously all the rest of the bad 

 health you can get from overweight.  

Similarly, adolescents felt accountability was important noting that staying on track with 

healthy habits can be difficult once your goal is reached. A 14-year-old girl (C15) who 

has been followed at the clinic for a year stated,  

 Once you're reached your goal, it's hard to keep moving forward, eating healthy. 

 You don't have anything to stick you to it…I think the most difficult part…and 

 keep going through it. I have to live with it. I'm healthy now and kinda stay 

 healthy.  
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Discussion 

 This study explored how parents and adolescents understand severe obesity and 

incorporate management into their daily lives and evaluated the applicability of the 

FMSF to families with adolescents with severe obesity. We demonstrated the FMSF is a 

good fit methodologically in studying family management of severe obesity with the 

addition of the dimensions perceived barriers and perceived facilitators. 

 Parents and adolescents described primarily congruent perspectives on how they 

defined their situation specific to adolescent identity and daily management. Participants 

described  congruent and discrepant attitudes and actions supporting the adolescent 

and the existence and effectiveness of their day to day routines. Prior investigators 

found lack of family support, both nuclear and extended, and its impact on healthy 

lifestyle interventions and outcomes of obesity management are important to improve 

long term outcomes for adolescents with obesity (Katzmarzyk et al., 2014). The 

application of the FMSF in these families could help clinicians in setting goals and 

tailoring interventions to family and adolescent needs.  

 Parents and adolescents described mainly congruent experiences in the family 

focus dimension of the FMSF. Relationships among family members were negatively 

impacted due to dietary changes disliked by siblings or parents and the effort needed to 

maintain consistency in daily habits. Parent and adolescent expectations for the future 

were uncertain and guarded about their adolescent’s outcome and the need for 

continued management. Parents and adolescents  understood the need for long term 

management and desired to have continued support from someone outside of their 
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immediate family. These findings are consistent with previous research (Campbell et al., 

2011; Owen et al., 2009; Sousa et al., 2017; Stewart et al., 2008).  

 We identified two additional dimensions to the FMSF, perceived barriers and 

perceived facilitators, which provides context to better understand family management 

of adolescents with severe obesity. Barriers identified included access and cost of 

healthy food options, lack of time and control to engage in healthy behaviors, access 

and lack of knowledge to meet physical activity requirements, preferred lifestyle 

behaviors, and medications. Facilitators included sustained support from providers, 

family and peers, and more structure and specific plans for both diet and exercise. 

Adolescents viewed themselves as capable of making changes. These findings support 

previous research aimed at understanding barriers and facilitators to lifestyle change in 

adolescents with obesity (Bishop et al., 2015; Skelton et al., 2016). Better 

understanding of barriers and facilitators to how parents and adolescents perceive their 

ability to manage their treatment regimen may allow development of targeted 

interventions. 

 Parents and adolescents described their experiences with weight stigma and 

bias including weight bias internalization (WBI). Most adolescents in this study 

described experiences with weight stigma and many parents and adolescents identified 

the need to have the ability to connect with other adolescents ‘like them’ for support. 

Consequences of weight stigma affect the psychological, social and physical health of 

adolescents with obesity, increasing their risk for of depression, anxiety, substance use, 

low self-esteem, and poor body image (Puhl & Lessard, 2020). Children who suffer 

weight stigma have decreased levels of physical activity and avoidance of school 
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activities including physical education class (Puhl & Luedicke, 2012). The most frequent 

source of weight stigma in children is weight based victimization (WBV) typically in the 

form teasing or bullying from peers (Puhl & King, 2013; Puhl & Lessard, 2020).  

However, parents, healthcare providers, educators and the media have also been 

identified as perpetrators of weight stigma (Pont et al., 2017). WBI (assigning negative 

weight-based stereotypes toward oneself) by children has been associated with poor 

psychological function, disordered and binge eating behaviors, poor body image and 

lower self-esteem (Puhl & Himmelstein, 2018; Puhl & Suh, 2015). Weight stigma and 

WBI in adolescents with severe obesity need further attention in both practice and 

research as they are salient concepts impacting both BMI and long-term health. 

Strengths and Limitations 

 The strengths of this study include obtaining adolescents’ and parents’ 

perspectives on management of severe obesity, a diverse sample, and a reduction of 

power dynamics between the researcher and participants. The perspectives of both the 

parents and adolescents with severe obesity fill a gap in the literature specific to 

children with severe obesity. The sample was diverse in gender for adolescents and 

over half identified as Hispanic/Latinix. Conducting interviews away from the clinic by 

someone not involved in the care management likely reduced power dynamics and 

perceptions associated with medical providers and thus led to more robust data.  

Limitations of this study include primarily maternal perspectives and the 

transcription of Spanish interview and English interpretations. Data from parents was 

largely provided by mothers and therefore lacking in paternal perspectives, which may 

differ. Lastly, Spanish interviews were transcribed from the English translation and not 
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word for word from the Spanish. It is possible that some content or context was lost 

during this process.  

Clinical Implications  

 Several implications for practice arise from this qualitative study. Providing 

specific meal plans that account for a family’s tastes and food item substitution ideas 

could reduce the time and burden on busy families and increase the likelihood families 

can change dietary habits long term. Similarly, some parents noted their adolescents 

were unable to participate in sports and did not enjoy exercise or know what specifically 

to do for exercise. The addition of an exercise specialist who could evaluate individual 

fitness, tailor exercise plans, and provide frequent follow-up and monitoring may 

improve consistency in physical activity . This specific intervention may be  significant in 

helping adolescents reduce BMI as a recent study examining medical, demographic and 

behavioral factors associated with a reduction in BMI at a tertiary care obesity 

management clinic found increasing physical activity as significant predictor of 

successful reduction in BMIp95 (Gorecki et al., 2019). Technology interventions could 

be investigated to address this challenge. Remote exercise coaching or classes in 

conjunction with a peer support component where adolescents could interact should be 

piloted to determine feasibility in terms of clinic resources and adolescent and family 

engagement. Provider knowledge, assessment, and understanding of the experiences 

and impact of weight stigma in adolescents with severe obesity is needed to deliver 

compassionate and effective care to these patients. Delivering evidence-based 

education to providers on weight stigma may reduce explicit/implicit bias and improve 

healthcare interactions for adolescents with severe obesity.  
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Conclusion 

 Adolescents with severe obesity who seek treatment for their obesity and their 

families have complex needs both physically and psychologically. The complex social 

networks, health care systems, and resources available to adolescents and families 

directly impact their ability to manage their and their child’s obesity, and effects family 

relationships and function. Interventions targeting increased peer support, tailored 

exercise, and reducing the effects of weight stigma are needed to improve long term 

outcomes.  

  This study adds to the science of obesity, specifically the understanding of 

families of adolescents with severe obesity in treatment. The FMSF, with the addition of 

the dimensions perceived barriers and perceived facilitators, was good fit 

methodologically in studying family management of severe obesity. These findings 

provide parents’ and adolescents’ perspectives on the diagnosis, management, and 

understanding of physical and psychological consequences of obesity. Study findings 

lay the foundation for tailored obesity treatment and future interventional research for 

adolescents and families. 
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Table 1 

FMSF Components and Definitions of Dimensions for Parent and Adolescent   

Components Dimension Parent-specific Definition Adolescent-specific Definition 

1. Definition of the 
situation 

   

 Adolescent 
Identity 

View of the child and the extent to which 
those views focus on condition or 
normalcy and capabilities or vulnerabilities 

View of themselves and the extent to which 
those views focus on condition or normalcy 
and capabilities or vulnerabilities 

 Management 
Mindset 

View of the ease or difficulty of carrying 
out the treatment regimen and their ability 
to manage effectively 

Views of the ease or difficulty of carrying 
out the treatment regimen and their ability 
to manage effectively 

 Family Mutuality Beliefs about the extent to which they 
have shared or discrepant views of the 
child, the illness, and their approach to 
illness management 

Beliefs about the extent to which they have 
shared or discrepant views with parents 
about themself, the illness, and their 
approach to illness management 

 View of Condition Beliefs about the cause, seriousness, 
predictability, and course of 
condition/child's weight status. 
 
Knowledge about physical/psychological 
consequences of obesity  
 
Perception of their child’s weight status—
description of child’s weight and the 
journey that brought them to the clinic. 
 

Beliefs about the cause, seriousness, 
predictability, and course of the 
condition/weight status 
 
Knowledge about physical/psychological 
consequences of obesity  
 
 
Perception of their weight status—
description of their weight and the journey 
that brought them to the clinic. 

 Perceived 
Barriers* 

Report of barriers to adopting health 
behaviors which prevent or manage 
obesity in their children; specifically, 
established lifestyle preferences, food 
environment, lack of time and control, 
medication, access to physical activity 
 

Report of barriers to adopting health 
behaviors which prevent or manage 
obesity; specifically, established lifestyle 
preferences, food environment, lack of time 
and control, medication, access to physical 
activity 
 

 Perceived 
Facilitators* 

Any mention of things perceived to 
facilitate care, treatment, or success 

Any mention of things perceived to facilitate 
care, treatment, or success 
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Components Dimension Parent-specific Definition Adolescent-specific Definition 

2. Management 
behaviors 

   

 Management 
approach  

Assessment of the extent to which they 
and their adolescent have developed a 
routines and strategies for managing the 
condition and incorporating it into 
everyday life 

Adolescent 's view of how they and their 
parents have developed routines and 
strategies to manage the condition and 
incorporating it into everyday life 

 Parenting 
philosophy  

Goals, priorities, values, and beliefs that 
guide the overall approach and specific 
strategies for condition management. 

Report of parents' goals, priorities, values 
and beliefs that guide the overall approach 
and specific strategies for condition 
management. 

3. Perceived 
consequences 

   

 Family Focus Assessment and satisfaction of how 
condition management has been 
incorporated into family life. How do daily 
routines/management behaviors impact 
the adolescent or other family members 
(positively or negatively) 

Assessment and satisfaction of how 
condition management has been 
incorporated into family life; How do daily 
routines/management behaviors impact the 
Adolescent or other family members 
(positively or negatively)  

 Future 
Expectations 

Assessment of the implications of their 
child’s condition for their adolescent and 
their family's future 

Assessment of the implications of their 
condition for their future 
 

*Added dimensions from the original FMSF 
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Table 2 

Interview Guides-Sample Questions 

 
Tell me the story about your journey up until the point that brought you/your child to the 
clinic. 
 
Talk to me about what you expected and what you hoped for prior to coming to the 
clinic. 
 
Can you describe for me the plan you/your child received at the first visit? 
 
Talk about how the plan is working on a day to day basis. 
 
How has the plan affected others living in your home? 
 
Talk about what you think would be the most important thing you might need to help 
you/your child be successful. 
 
People come to this clinic and may hope for a day when they don’t need to come back. 
Can you  
describe what that might look like or how you feel about that? 
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Table 3  

Parent and Adolescent Characteristics 

Parent N or Mdn (range) Adolescent N or Mdn (range) 

Parent  Sex  
Mother 15 Female 6 
Father 2  Male 8  

Age, years 44 (30-54) Age 13 (12-16) 
Household residents, n  School accommodations 6  

Four 11 Work  
Five 5 Not employed 10  
Six 1 1-10 hours/week 2  

Education  10-19 hours/week  1  
Less than high school 3  20-39 hours/week 1  
High school/GED 3  Extra-curricular  
Some college/no degree 3  Do not participate 2 
Associate degree 2  1-5 hours/week 7  
Bachelor’s degree 1  6-10 hours/week 3  
Graduate degree 5  16-20 hours/week 1  

Employment   >20 hours/week 1  
10-19 hours/week 1  Race  
20-39 hours/week 4  White 10  
40 plus hours/week 10  Multiple 4  
Not employed-looking 1  Hispanic/Latino  
Not employed-not looking 1  Not Hispanic or Latino 5  

Home ownership 13  Mexican 9  
Household income (US 
dollars) 

   

Less than $10,000 1    
$11,000-20,000 1    
$21,000-30,000 3    
More than $50,000 11    
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Prefer not to answer 1    
Public aid    

SNAP 3    
Public aid 3    
None 11   

Race    
White 16   
Multiple 1   

Hispanic/Latino    
Not Hispanic or Latino 5    
Mexican 12   
    

 



 FAMILY MANAGEMENT OF SEVERE OBESITY IN ADOLESCENTS 

Table 4 

Adolescent Medical Record Data 

Characteristic N or Mdn (range) 

Age at first visit 11.8 (8.6-14.8) 
Number of clinic visits 5 (2-11) 
BMIp95* baseline 138 (117-219) 
BMIp95 recent 135 (119-208) 
Medications  

Metformin 11 
Vitamin D 12 
Topiramate 3 
Phentermine 1 

Other health care providers  
Psychiatrist/counselor 5 
Physical therapy 3 
Endocrinologist 1 

Dairy servings   
 ≥ 2/day 11 
< 2/day 4 

Fruits and vegetables servings  
> 2/day 10 
≤ 2/day 5 

Grain servings  
> 6/day 6 
≤ 6/day 9 

Physical activity habits-recent  
Physical activity 0-1 day/week 2 
Physical activity 2-4 days/week 7 
Physical activity 5 + days/week 4 

Screen time-recent  
≤ 2 hours/day 3 
> 2 hours/day 9 

Insulin resistance: insulin >17mcIU/ml or presence of acanthosis 
nigricans 

14 

Hypertriglyceridemia: triglycerides ≥90 mg/dL 10 
Obstructive sleep apnea  5 
Hypovitaminosis D: vitamin D <20 ng/ml 8 
Elevated hemoglobin A1c: hemoglobin A1c ≥5.7% 3 
History of depressive symptoms 3 
Anxiety 3 

*BMIp95, percent of the 95th body mass index percentile  
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Table 5 

Example of the Content Analysis Process Using the FMSF Definition of the Situation  

Component Dimensions Sample Quotes 
                          Parent                                                                Adolescent 

Definition of the 
Situation 

Adolescent Identify Because he really does try really hard. He's a 
fighter. He even has a picture of what he wants to 
look like. You've got a long way to go, but keep 
going baby, it's okay. So yeah, he doesn't give up, 
he tries it.  

Uh, sometimes I really, I don't feel, I don't really 
feel. I don't feel really uh, self-confident about it (his 
weight). I mainly just accept it and I know I have to 
do something about it and change it. So, yeah 
that's-that's what I do.  

 Management Mindset He tells me, "But it's so hard to lose weight," and 
I'm like, "But I can help. We've already got to the 
right doctor and they're telling you that you're 
losing weight."  

I mean I've always wanted to lose weight, but it's 
been hard. So as soon as they  were like, 
"Yeah, we know a person." I'm like, "Okay, I'm 
down with that. We can do that. That's cool." I had 
to like work out more. Which is boring.  

 Family Mutuality Not having anything (snacks and junk food) in the 
house. I mean, I get yelled at by everybody else in 
the house because my husband and other 
daughter are like, "But we're healthy. Why can't we 
have stuff?" I'm like, "Well, because you can't."  
 

So, he doesn't really help honestly because he 
works for McDonalds right now and he brings 
home a lot of food. And I'm like, "Okay, can you 
not?" And my mom was, "Can you not?" And I'm 
like, "Okay, cool." Well, my mom will yell at him 
and then throw it away and he's just like, "Oh okay. 
Cool. Whatever."  

 View of Condition She had been getting a little heavy, but then over a 
year period she really gained a lot of weight. That's 
where it became a concern. She just kept gaining 
weight.  
 

I think they've all been a little bit worried about my 
weight since I was tiny, but I don't think they 
questioned so much about it. Well, maybe once I 
got to a certain amount, they got a lot more 
worried.  
 

 Perceived Barriers We are on a very tight budget. I’m a single mom 
and a full-time student. The snacks they 
recommend, they’re like “Beef jerky” You realize a 
bag of beef jerky’s 7 bucks? So, it’s really hard for 
us besides certain regular vegetables, it’s hard to 
figure out snacks that we can also afford and fit in 
the criteria.  

Yeah, metformin, the big ones (pills are very large). 
Ever since I have this stomachache and I threw up 
a couple times, and it's mentally where my body 
didn't like taking it because I will remember smells 
from things.  
 
 

 Perceived Facilitators I hate to say it, but I want to be told “this is what 
you can do to help him. This is what you should 
do.” Rather than figuring out and navigating it 
ourselves.  

I think my parents. Even though sometimes they 
get on my nerves, they're still trying to help me out. 
They're still pushing me to do it.  
     

 



 FAMILY MANAGEMENT OF SEVERE OBESITY IN ADOLESCENTS                                      37 
 

 

Figure 1. Current model of the family management style framework 

 

 

 

 


