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Overweight and obesity in childhood affects health long-term. Parent attitudes and
behaviours play major roles in their child’s weight despite no consensus on appropriate and
effective family-focused interventions to successfully tackle childhood obesity. This
research aims to explore caregiver perceptions, attitudes, and behaviours around children’s
diet, exercise, and weight in East Sussex. In-depth qualitative interviews with mothers,
fathers, and grandparents of children aged 2-11 years were conducted. Caregivers wanted to
influence their children’s diet and exercise habits but were unable due to perceived and
actual barriers. Barriers included cost, time, and a lack of control over food choices as
children aged. Moreover, caregivers admitted to providing unhealthy sweets and snacks to
please their children. While caregivers openly discussed their own weight concerns, they
were less likely to discuss concerns about their children’s or grandchildren’s weight. When
asked about the ideal amount of exercise, caregivers found it easy to describe a regime for
adults but did not know the ideal amount of exercise for children. Many caregivers found it
difficult to quantify exercise when it came to their children because children naturally
played in ways that could be considered exercise. Family-based interventions should begin
in early childhood and promote walking and dog-walking as forms of exercise, parental
education on childhood exercise guidelines, and preparing and eating healthy home-cooked
meals in the home.
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Le surpoids et ’obésité infantile affectent la santé a long terme. Les attitudes et les
comportements parentaux ont des répercussions importantes sur le poids des enfants, mais
il n’existe aucun consensus sur les interventions familiales appropriées et efficaces servant
a combattre I'obésité infantile. Ce travail de recherche vise a explorer les perceptions, les
attitudes et les comportements des fournisseurs de soins a East Sussex liés a la diete, a
I’exercice et au poids des enfants. Des entrevues qualitatives approfondies ont été menées
aupres de meres, de péres et de grands-parents d’enfants agés de 2 a 11 ans. Les fournis-
seurs de soins souhaitent influencer les habitudes alimentaires et en matiére d’exercice des
enfants, mais ne sont pas en mesure de le faire en raison d’obstacles réels et percus, notam-
ment le cotit, le temps et le manque de controle sur le choix des aliments a mesure que les
enfants vieillissent. De plus, les fournisseurs de soins ont avoué offrir aux enfants des su-
creries et des collations pour leur faire plaisir. Les fournisseurs de soins ont ouvertement
exprimé leurs préoccupations concernant leur propre poids, mais ont moins ouvertement
discuté de leurs préoccupations liées au poids des enfants. En ce qui concerne la quantité
idéale d’exercice, les fournisseurs de soins pouvaient facilement décrire un programme
d’exercice pour adultes, mais ne connaissaient pas la quantité idéale d’exercice pour les
enfants. Plusieurs fournisseurs de soins avaient de la difficulté a quantifier ’exercice chez
les enfants, car ces derniers jouent naturellement de maniere active. Les interventions fa-
miliales devraient commencer des la jeune enfance et promouvoir la marche et 1a prome-
nade de chiens comme forme d’exercice, la formation des parents sur les lignes directrices
en matiere d’exercice chez les enfants, ainsi que la préparation et la consommation de re-
pas sains préparés a la maison.

Obésité infantile, alimentation pédiatrique, recherche qualitative
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Introduction

It is estimated that 42 million children worldwide under
the age of five were overweight or obese in 2013 (World
Health Organization, 2015). Overweight and obesity in
children and adolescents is defined using body mass index
(BMI, weight [kg]/height[m]2) and is associated with long-
term negative health consequences including hypertension
and type 2 diabetes (Biro & Wien, 2010; Deckelbaum &
Williams, 2001). Moreover, childhood obesity is a strong
predictor of adult obesity and premature death (Franks et
al., 2010; Reilly & Kelly, 2011; Whitaker, Wright, Pepe,
Seidel, & Dietz, 1997). Behavioural factors such as diet and
physical activity play integral roles in weight management
in childhood (Roblin, 2007; Steinbeck, 2001). Caregivers
influence the diet and exercise habits of their children;
they serve as role models and often dictate their child’s
schedule and lifestyle (Moore, Harris, & Bradlyn, 2012).

Cross-sectional studies have demonstrated important rela-
tionships between parenting behaviours and the dietary
intake and physical activity levels of their children. First,
children eat more when dining in restaurants compared to
eating at home (Zoumas-Morse et al., 2001). Second, chil-
dren whose families eat together have better diet qualities
and watch less television (Wiecha et al., 2001). Third, chil-
dren who receive social support from parents, peers, sib-
lings, or teachers have higher levels of physical activity
(Sallis, Prochaska, & Taylor, 2000). Moreover, parents of
children with overweight or obesity largely fail to identify
their child as having overweight or obesity (Etelson et al.,
2003) despite worrying their child will develop obesity in
the future (Carnell et al., 2005). Despite the known associ-
ations between parenting behaviours and dietary intake
and physical activity levels in children, caregivers’ attitudes
and behaviours towards their child’s weight are not well
understood. Moreover, there is no consensus on an appro-
priate and effective family-focused dietary and physical
activity intervention for decreasing childhood overweight
and obesity. Therefore, this research aims to explore per-
ceptions, attitudes, and behaviours surrounding diet, exer-
cise, and body weight in families with children aged 2-11
years.

Methodology
Caregivers

In this qualitative formative research study, caregivers
were selected using purposive sampling and were recruited
through local children’s centres as well as through a mar-
ket research company, Plus4, from six wards with the high-
est combined prevalence of overweight and obesity in East
Sussex, UK. Caregivers were eligible if they had at least one
child or grandchild aged between 2-11 years. The research
team recruited from areas where a good percentage of the
population had overweight/obesity but did not ask caregiv-
ers to report BMI to avoid stigmatization. After obtaining
consent from mothers, fathers, and grandparents, re-
searchers interviewed caregivers individually. Interviews
were semi-structured using a topic guide (Appendix I) and
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took place between June and August 2015. Caregivers were
offered the opportunity to be interviewed in their own
home, over the telephone, or in a community venue of
their choice. They were compensated £25 for their time.

Data Analysis

Interviews were audio-recorded and transcribed verbatim
using NVivo (QSR International Pty Ltd, 2012). Interview
transcripts were coded into main themes and subthemes
by two independent researchers. The results were catego-
rized into four main themes: 1) current family diet and ex-
ercise behaviours; 2) perceptions of weight; 3) barriers to
healthy eating; and 4) barriers to exercising. These themes
were drawn from the data once it was collected and ana-
lyzed using Grounded Theory (Glaser & Strauss, 1967).

Results
Caregivers

Thirty-six in-depth qualitative interviews were conducted
with 30 mothers, three fathers, and three grandparents of
low-to-middle socioeconomic status. Caregivers were, on
average, 36-years-old (range: 23 to 55 years). Six caregiv-
ers had only one child or grandchild, while 30 caregivers
(83%) had more than one child or grandchild. Of those
who had more than one child, 18 caregivers (50%) had two
children or grandchildren. Twenty-eight of the 36 caregiv-
ers (78%) were employed (full or part-time). The median
length of the interview was 44 minutes. Ten interviews
were conducted face-to-face and the rest were conducted
over the phone.

Dietary Practices

While caregivers said both they and their children pre-
ferred comfort foods, they often fed their children different
meals from what they ate themselves. Caregivers cited
comfort foods (e.g. curry, spaghetti Bolognese, jacket pota-
toes, and roast dinners) as being their own favourite foods
and, similarly, their child’s favourite foods. Caregivers said
they ate healthy breakfasts (e.g. yogurt with fruit or mues-
li) or no breakfast at all. However, they often fed their chil-
dren different foods including unhealthy, sugary cereals for
breakfast. Even though a few caregivers skipped breakfast,
all provided breakfast for their children.

“I normally have either grapefruit or strawberries and fat
free yogurt or I mix myself up a mixed berry shake or a
banana and strawberry shake. My daughter on the other
hand I normally give her coco pops or Weetabix.” (Mother
of one, 28 years old)

Children ate different foods at lunchtime depending on
whether they were at school or home. If they went to
school, parents discussed giving them packed lunches with
sandwiches, crisps, and fruit, or letting them eat the lunch
provided by the school cafeteria. At home, children ate hot
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meals such as pastas or baked beans. Dinner was the larg-
est and most varied meal amongst all caregivers. Neither
parents nor children skipped dinner. A few of the caregiv-
ers expressed frustration that their children did not like to
eat fruit and vegetables, or that their children seemed to go
through phases of liking or not liking certain foods. To mit-
igate the nutritional imbalance caused by fussiness, one
parent added vegetables to meals by disguising them or
blending them into soup.

“Yeah, they’re a bit funny with the veg[etables].... But I do
disguise it, like I say, if I'm making food.... I just sort of
blend it up and get veg[etables] in their food that
way.” (Father of three, 45 years old)

“Mealtimes are a battle. Food is a big issue in my house for
me as I don’t want my children to grow up and turn out
the way he [overweight husband] has.... And for me meal
times are very important and I sit down with them. But I
have a four-year-old who would live on spaghetti Bolo-
gnese if he could. He’s just got picky from the age of three-
years-old; he is just so fussy. I have to try...where I feel he
misses out at dinner...I have to try and make up with oth-
er things, like fruit. He gets a cooked dinner at school but I
don’t know what he is actually eating as he is so
picky.” (Mother of one, 36 years old)

Overall, it was clear that caregivers and children did not
share the same diets or food preferences. Caregivers felt
their children should not and would not eat the same way
they did. For instance, caregivers who followed a vegetarian
diet did not believe this diet was suitable for their children.
Moreover, caregivers reported higher avoidance and refusal
to eat certain foods (e.g. spicy foods) among their children.
Finally, caregivers regarded certain foods as specifically
formulated for children (i.e. breaded chicken and sugary
cereals).

“They like what I call ‘beige foods’, burgers and chips, piz-
za, that type of thing.” (Grandparent, 55 years old)

“My wife cooks her slimming club meals, my kids always
say is that your fat club food? They don’t eat that and I
wouldn’t want them to, I don’t really want to eat it either!
I wouldn’t want them to think about diet and weight at
their age.” (Father of one, 27 years old)

Physical Activity Behaviours

Most caregivers mentioned walking, both alone and with
their children, multiple times a week. They walked in parks,
on nature trails, around their local neighbourhoods, and to
and from shops. Walks were said to last anywhere from 15
minutes to four hours, but the average was roughly one
hour. Most caregivers owned a pet and mentioned walking
the dog as a popular family pursuit. For some families,
walking was their main form of transportation. Caregivers
discussed other sports and activities that their children en-
gaged in as well; however, none were as popular as walking.
For primary school-aged children, the next most popular
form of physical exercise was playing on local sport teams.
Other physical activities mentioned for their children in-
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cluded swimming, cycling, dancing, roller blading, martial
arts, and jumping on the trampoline, but these were not as
popular as walking.

“Just lots of walking. Like we do like to go out obviously
where we are like right by the coast and we’ve got the
downs and stuff like that so a fair amount of walk-
ing.” (Mother of three, 36 years old)

“But we quite like to go on bike rides... She has a swim-
ming lesson once a week.” (Mother of one, 28 years old)

“I do pay for swimming lessons for [grandson’s name] as I
am not a good swimmer. In fact, I did not learn until I
was a teenager and still I am a bit scared to go under [the
water]. So I didn’t want my kids or grandkids to be the
same as me. I see that as important.” (Grandparent, 55
years old)

Caregivers’ Perceptions of Self and Child’s Body Weight

Many caregivers regarded their own weight as slightly high-
er than ideal, but were not concerned health-wise. When
asked what a child of healthy weight looked like, many
caregivers emphasized being neither too thin nor fat, but
having a little tummy or ‘puppy fat’ if prepubescent.

“A healthy child should have, like you say, glowing cheeks
but a little bit of weight on them. I don’t think a skinny
baby is... it’s not right, that’s not right for a child to be
skinny. Not at all.” (Mother of three, 36 years old)

Most caregivers who expressed concern about their child’s
weight were concerned their child was too thin.

“T have been a bit concerned but intermittently throughout
her whole life that she’s so slim and in her younger days
when she was like probably between four and ten months,
I'd feel like I was [visiting ] the health visitor drop-in clinic
like every other week getting her weighed like, ‘Are you
sure this is normal?”” (Mother of one, 25 years old)

One parent alluded to being worried that her daughter was
overweight, but no caregivers expressed concern outright.

“It’s funny because at her dancing lesson they all wear
leotards and they all line up next to each other and you
can see they’re all such different shapes and I have wor-
ried ‘God is she fat?’ She’s not at all and she really isn’t but
kids are built differently.” (Mother of one, 28 years old)

Overall, caregivers openly discussed their own weight con-
cerns but were less likely to report concerns about their
children’s weight. They feared this may cause their children
to worry and become obsessed with their weight.

“To be honest, I'm very aware of, I do not want to be too
careful with healthy eating as my older daughter had ano-
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rexia and bulimia. So I am conscious not to say too much
about eating healthily...yeah, I focus on balance as op-
posed to health.” (Mother of two, 42 years old)

“I know I'm not alone, I know there are lots of mothers like
me. If I say you are not going to leave the table till you eat
this he will eat it then throw up all over the floor so it’s
about giving them a balance, a mix of foods they like and
new foods to try.” (Mother of one, 26 years old)

Barriers to Healthy Eating

Caregivers said the major barriers to making sure their chil-
dren were eating healthily were cost, time, and a lack of
control over food choices as their children got older and
more independent. Knowledge was not identified as a barri-
er to eating healthily as all caregivers described an ideal,
healthy diet as one with fruits and vegetables, lean proteins,
and water as the drink of choice. Diets high in carbohy-
drates, fats, and sugars were viewed as unhealthy. Almost
all caregivers considered maintaining a healthy diet as more
expensive than buying less nutritious foods. As most care-
givers worked full-time, insufficient time and convenience
were major barriers to feeding healthy meals. Despite
knowing home-cooked meals were healthier, caregivers felt
they did not have the time to cook on several days and,
therefore, chose quicker and less nutritious options to feed
their children.

“There are so many things against mothers these days;
time, cost. I know how to cook from scratch, I'm lucky as
my mother taught me, but it is tough for working mothers
these days.” (Mother of two, 31 years old)

As the children aged, caregivers felt they had decreasing
control over their children’s eating and one caregiver re-
ported frustration over his inability to regulate his son’s
unhealthy dietary choices.

“If they’ve got £1 in their pocket I can’t stop them [from]
buying a packet of crisps and a chocolate bar when they
want it if theyve got the money. I just try and say to them
that there’s better things to [eat?]...” (Father of three, 45
years old)

Other barriers to feeding their children healthy food includ-
ing marketing of unhealthy foods to children (i.e. colourful
packaging with familiar cartoons) and a lack of healthy food
delivery options.

“I know people can go out and get lettuce and salad and
god knows what and make their salads and get their
healthy food but I think that...I don’t think that there’s such
a thing as someone getting a delivery of a salad or some-
thing as healthy.” (Father of four, 33 years old)

Barriers to Physical Activity

When asked about the ideal amount of exercise, caregivers

found it easy to describe a regime for adults but did not
know the ideal amount of exercise for children. Many care-
givers said adults should exercise about thirty minutes to an
hour per day, five to seven days a week. A few caregivers
said they simply did not know how much a child should ex-
ercise, while some estimated anywhere from ten minutes to
two hours every day. As most children were constantly on
the move, some caregivers found it difficult to quantify
physical activity in children.

“So they’re constantly on the go. You know, like we went to
Peppa Pig World yesterday and I don'’t think he actually
walked anywhere; like he was skipping and jumping and
everything so you don’t know, is that exercise?”

“My daughter, being a girl, I'm not sure if she would be
different than my son.” (Father of two, 28 years old)

Caregivers did not view physical activity as a priority and,
therefore, did not motivate their children to exercise. Some
caregivers reported insufficient time and energy to exercise
with their children and caregivers of toddlers felt especially
challenged given their child could not run, bike, or swim at
their age.

“There’s no kind of family activities. I mean not with him
at this age. I know that they do quite a few cycling things
around here but he’s not at that age where he can cycle. ...
you know, there’s been nothing that the three of us would

go oh what should we do today? Let’s go and do
that.” (Mother of one, 30 years old)

Even though some caregivers mentioned walking outdoors
with their pets as a common form of exercise, a few caregiv-
ers said they thought their physical environment was a bar-
rier to exercising for both themselves and their children.
They discussed environmental barriers including being
stuck in their apartment with the lack of a car to go to the
gym or the park. Similarly, caregivers reported recent tech-
nological advances have led to increased convenience and
inactivity.

“Motivation is not there because it’s all been handed to us
on a plate - I believe that anyway, you know, apart from
activities like let’s say for instance snowboarding where
you have to get off your butt and do something. It’s the
same with working in my opinion: people are using com-
puters, everyone can get their information on YouTube,
everyone can watch films.” (Father of four, 33 years old)

Discussion

Caregivers wanted to influence their children’s diet and ex-
ercise habits but were unable due to perceived and actual
barriers. Past family-based interventions have at times been
successful in changing behaviours but not in reducing chil-
dren’s BMI and overweight or obesity risk (Ebbeling et al.,
2002). In a study that compared an experimental, parent-
centered intervention to a control, child-centered interven-
tion, the parent-centered approach was significantly more
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successful in reducing the mean weight of children with
obesity (Golan, 2006). This study supports the idea that
family-centered interventions should focus on parents as
the change agents for the entire family. Family exercise
programmes should include less intensive and more sus-
tainable physical activities like walking, which was a popu-
lar activity among our caregivers.

One common recommendation in the literature is that in-
terventions should focus on providing parents with the
tools to translate knowledge into behaviours when it comes
to reducing childhood overweight and obesity (Zehle et al.,
2007). This is important given that the caregivers in our
study were largely unaware of national physical activity
guidelines for children and were unable to define exercise
in their children. However, increasing knowledge appears
less necessary for dietary interventions as caregivers un-
derstood that fruits, vegetables, and water represented
components of a healthy diet. In this case, to improve
healthy eating practices, programmes should focus on
eliminating barriers instead of increasing knowledge.

One issue identified by our research was the feeling that as
their children aged, caregivers had less control over their
children’s eating choices. Starting healthy feeding habits in
early life could mitigate these issues as children mature
(Gardner et al., 2009; Moss & Yeaton, 2014). These habits
can be promoted during antenatal visits and when commu-
nity health workers visit homes. Health workers visit
homes before the baby is born then take over from the mid-
wife when the baby is around 10-14 days old. They stay en-
gaged with the child until around five years old, once the
child is in school. Our research and the work by others sug-
gest that caregivers are uncomfortable discussing over-
weight or obesity with their children (Pocock, Trivedi,
Wills, Bunn, & Magnusson, 2010). Caregivers fear this may
instill self-consciousness, weight stigmatization, and judge-
ment (Pocock et al., 2010; Toftemo, Glavin, & Lagerlgv,
2013; Wansink, Latimer, & Pope, 2017). Ultimately, care-
givers do not want their children to be concerned about
their weight the way parents are with their own weight
(Pocock et al., 2010). Family-centered interventions should
emphasize the importance of living a healthy lifestyle by
consuming a healthy diet and engaging in physical activity
as opposed to implementing rules and restrictions in be-
haviours.

Limitations

This research is not presented without limitation. Limita-
tions include self-reporting of all data, including dietary
intakes and physical activity, which may have been influ-
enced by social desirability bias. Moreover, we did not
measure BMI in caregivers and, therefore, could not deter-
mine overweight or obesity. Although we included fathers
and grandparents, the majority of our sample was mothers
and, thus, we could not stratify our sample to detect differ-
ences amongst caregivers. Although dietary intake and
physical activity are known to differ amongst males and
females and in different age groups, we did not assess care-
givers’ perceptions for these groups independently.
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Conclusion

There has yet to be consensus on the most effective family-
based intervention to decrease childhood overweight and
obesity. Family-based intervention programmes should
start in early life and should feature walking and dog-
walking as forms of exercise, parental education on child-
hood exercise guidelines, and preparing and eating healthy
meals in the home. Our findings may inform the future
commissioning of programmes that promote positive and
sustainable changes in healthy eating and physical activity
behaviours.
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