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Childhood obesity is a health problem in Brazil 
and worldwide. It is estimated that 75 million chil-
dren will be obese in 2025 (Brasil, Ministério da Saúde, 
2014; World Health Organization, 2014). For adults, 
overweight is defined as a relative weight ratio higher 
than desirable to height whereas obesity is excessive fat 
accumulation in the body, with body mass index (BMI) 
higher than 25 kg/m2 (World Health Organization, 
2017). In children and adolescents, obesity is considered 
from the BMI classification above the 97th percentile, 
following the growth curves, and the values are exposed 
in z-score and median percentile of the reference sample, 
according to WHO (2006). In 2013, children and ado-
lescents obese in developed countries were 12.9% for 
boys and 13.4% for girls (Ng et al., 2014). In Brazil, in 
the age group 5 to 9 years, the percentage of overweight 
children reached an alarming 33.5%, according to the 

last Survey of Family Budgets/Pesquisa de Orçamentos 
Familiares (POF 2008-09), conducted by the Brazilian 
Institute of Geography and Statistics/Instituto Brasileiro 
de Geografia e Estatística (IBGE, 2008).

Overweight and obesity are considered physical 
health risk factors for children and adolescent devel-
opment, increasing the risk of cardiovascular diseases, 
abnormal glucose metabolism, liver and gastrointesti-
nal disorders, sleep apnea and orthopedic complica-
tions. There are also psychological consequences, such 
as depression, anxiety, body image distortion and social-
ization problems, in children too (Sahoo et al., 2015).

The lack of physical activity is a contributory 
factor to the problem (Smith et al., 2018; Van Allen, 
Borner, Gayes, & Steele, 2015; Vázquez-Nava, Treviño-
Garcia-Manzo, Vázquez-Rodríguez, & Vázquez-
Rodríguez, 2013), and 49.5% of Brazilian people are 
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 Resumo

Este estudo analisou variáveis parentais relacionadas ao tratamento do sobrepeso/obesidade de crianças em tratamento ambulatorial, como o controle 
alimentar, estressores e enfrentamento (coping) da doença, e risco psicossocial familiar. Dezenove cuidadores responderam os instrumentos: Caracterização 
do Participante, Entrevista de Coping Parental, Psychosocial Assessment Tool 2.0 (PAT 2.0) e Comprehensive Feeding Practices Questionnaire (CFPQ). 
A maioria das famílias apresentou risco psicossocial médio-alto (Alvo = 52,6%; Clínico = 21,1%) e as práticas parentais de controle alimentar mais 
comuns foram o Incentivo ao Equilíbrio e à Variedade de alimentos, e a Restrição da alimentação. O controle alimentar é o maior estressor para os 
cuidadores, que reagem com raiva e tristeza, apesar de apresentarem um coping mais adaptativo. Os resultados indicam a necessidade de intervenções 
específicas para essa população em risco.
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 Abstract

This study evaluated parental variables involved in the outpatient treatment of overweight/obese children, in variables included food control, stressors 
and coping, as well as family psychosocial risk. Nineteen caregivers filled out instruments such as Participant Characterization, Parental Coping 
Interview, Psychosocial Assessment Tool 2.0 (PAT 2.0) and Comprehensive Feeding Practices Questionnaire (CFPQ). Most families showed medium-high 
psychosocial risk (Targeted = 52.6%, Clinical = 21.1%) and the most common parental practice of food control was to Encourage Balance and Variety, 
and the Restriction of food. Food control is the major stressor for caregivers, who react with anger and sadness, despite having a more adaptive coping. 
The results indicate the need for specific interventions for this population at risk.

Keywords: Obesity in Children, Childrearing Practices, Psychosocial Factors, Coping, Eating Behavior.
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sedentary (Brasil, Ministério do Esporte, 2015). In this 
same study, it was found a relationship between higher 
schooling and exercise in free time.

Additionally, some psychosocial variables seem 
to be associated with childhood obesity, such as parent 
overweight and mothers education level (Wang & Lim, 
2012), mother’s stress (Tate, Wood, Liao, & Dunton, 
2015, and to be a single mother (Grow et al., 2010). 
Evans and Pilyoung (2013) analyzed these health out-
comes in poverty conditions based on the concepts 
of cumulative exposure to risks and dysregulation in 
response to stress. Because obesity has a multifacto-
rial etiology, it requires different approach treatments 
with (Filgueiras & Sawaya, 2018; Smith et al., 2018). 
A potential area for prevention and treatment of child-
hood obesity is feeding dynamics which includes two 
central components (Eneli, Tylka, Watowicz, Hummel, 
Ritter, & Lumeng, 2015). The first one is the role of 
the caregiver in feeding (caregiver feeding role) - how, 
when, where and what the caregiver gives the child. The 
second is the eating behavior of the child - how much, 
when, what, and if he/she eats what is offered. Authors 
consider the parents, especially mothers, as the signifi-
cant influence in shaping their children’s dietary habits 
(Hoffmann, Marx, Kiefner-Burmeister, & Musher-
Eizenman, 2016; Muhser-Eizenman & Kiefner, 2013).

In this regard, obesity is a difficult disease because 
there are many proximal biopsychosocial influences 
(e.g., genetic, child, family, and peer), and processes 
working together over time (low self-esteem causes con-
sumption of sugary foods which disrupts sleep quality 
and contributes to obesity, for example), in a devel-
opmental cascade model of pediatric obesity (Smith 
et al., 2018). In this context, adherence to treatment 
is achieved through lifestyle change (Nguyen & Bera, 
2016). It is necessary to evaluate the impact of child 
feeding practices on dietary patterns, modify parental 
beliefs and attitudes, perceptions related to children’s 
health threats to change children dietary practices and 
therefore and contribute to the prevention of obesity 
(Campos, Machado, Azevedo, & Silva, 2017). Thus, the 
manner in which parents are coping with their child’s 
obesity and the treatment can affect the health out-
come, making coping evaluation important for treat-
ment adherence (Bellodi, 2018). Likewise, one should 
consider the developmental characteristics of the child 
and the family process (Matwiejczyk, Mehta, Scott, 
Tonkin, & Coveney, 2018).

One of the approaches to assessing these condi-
tions is the Motivational Theory of Coping (MTC) 
(Skinner, Edge, Altman, & Sherwood, 2003; Skinner 

& Zimmer-Gembeck, 2016). The MTC has a human 
development perspective and focuses on the concept of 
self-regulation. It proposes coping as a regulatory action 
of organized patterns of behavior, emotion, attention, 
cognition, and motivation. The MTC proposes 12 cat-
egories of coping, related to adaptive processes directed 
to the satisfaction of three basic psychological needs 
- Relatedness, Competence, and Autonomy. If the 
stressor is perceived to be a threat to these needs, the 
individual may use several coping strategies function-
ally related to families of coping, such as Delegation 
and Isolation (threatening the need for Relatedness), 
Helplessness and Escape (Competence), Submission 
and Opposition (Autonomy), all with poorly adap-
tive outcomes in terms of physical and mental health 
in the medium and long-term. On the other hand, 
if the stressor is perceived as a challenge, six coping 
families with more adaptive outcomes, are included 
as follows: Self-Reliance and Support Seeking (chal-
lenge to the need for Relatedness), Problem-Solving and 
Information-Seeking (Competence), Accommodation 
and Negotiation (Autonomy) (Skinner et al., 2003; 
Skinner & Zimmer-Gembeck, 2016). To consider this 
psychological needs is essential to a family-based lifestyle 
intervention (Fenner, Straker, Davis, & Hagger, 2013).

This study evaluated the relationships between 
parental variables associated with the treatment adher-
ence of overweight/obese children such as family psy-
chosocial risks, parental feeding control, stressors and 
parental coping with the obesity treatment. We hypoth-
esized that those families with higher psychosocial risks 
would have more stressors and maladaptive coping with 
regards to their children’s treatment.

METHOD

Sample

In this cross-sectional study, 19 family members 
were included (16 mothers, two fathers, and one sister 
who cares the children) of obese or overweight children 
undergoing outpatient treatment (Pediatric Outpatient 
Service, City of Campinas. The mean age of the care-
givers was 37 years (SD = 6.24), and schooling ranged 
from incomplete Elementary School to incomplete High 
School. The majority were married or “living together” (n 
= 12), while seven were divorced or single mothers. The 
participants had problems with weight (BMI ≥ 25 kg/
m²) according the Body Mass Index (MBMI = 31.93, DP = 
5.07), predominantly obesity (n = 13) and overweight (n 
= 4), however some of them had normal weight (n = 2).
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Participants cared for 19 children, 7 female and 
12 male, aged 5 to 11 years (Mage = 9.15), enrolled in 
Elementary School (n = 17) or in Early Childhood 
Education (n = 2). Prevalent diagnosis was Obesity (n 
= 17), with BMI between 22.50 to 36.28, followed by 
Overweight (n = 2) with BMI between 21.49 to 21.83, 
according to the growth curves, and the values exposed 
in z-score and median percentile of the reference sample 
(Cintra, Passos, Santos, Achado, & Fisberg, 2014).

Instruments

The Participant Characterization Form - name, 
date of birth, schooling, occupational activity, height/
weight and BMI, information about the routine (check 
for obesity in the family and physical activity habits) 
were recorded. Medical treatment data were also col-
lected (diagnostic hypothesis, specialties that attend it, 
date of treatment initialization and periodicity).

The Psychosocial Assessment Tool 2.0 (PAT 2.0) 
(Pai et al., 2008) adapted and validated for Brazilian 
people by Santos (2012) was administered to the care-
givers to assess family psychosocial risk. This instrument 
has seven subscales and contains information about 
the caregiver and the child, as follows: 1) Family struc-
ture and sources (8 items), 2) Social support (4 items), 
3) Child problems (15 items) 4) Sibling problems with 
(15 items), 5) Family problems (8 items), 6) Stress reac-
tions (3 items) and 7) Family beliefs (4 items) which 
can range from 0 to 7. The reliability of the total scale 
was calculated by Kuder-Richardson 20 and is good 
(KR20 = 0.77). The PAT 2.0 was based on the Pediatric 
Preventive Health Psychosocial Model, which consid-
ers three levels of family psychosocial risk based on the 
total score - Universal (low; Total score < 1), Targeted 
(medium; Total score 1.0 – 1.9) and Clinical (high; 
Total score > 2) levels of risk and need for interven-
tion. The level of risk has implications for treatment 
recommendations to support family adjustment and 
problem-solving (Kazak, Schneider, Didonato, & Pai, 
2015; Pai et al., 2008).

The Comprehensive Feeding Practices Questionnaire 
(CFPQ) (Musher-Eizenman, & Holub, 2007, adapted 
and validated in Brazil by Araújo, 2015) was used to 
evaluate different parental practices about infant feed-
ing. The CFPQ evaluates nine factors in both versions, 
39 items (KMO = 0.83; 56,5% of variance, with ade-
quate criteria, in Brazilian version): 1) Modeling - this 
factor describes how much the parents report as a model 
for the child in relation to the consumption of healthy 
foods; parents actively demonstrate healthy eating for 

the child (4 items; α = 0.81); 2) Restriction - how much 
parents report restricting or controlling their children’s 
nutrition, to maintain health and weight, with restric-
tion of the quantitative and qualitative food choice for 
health (9 items; α = 0.80); 3) Monitoring - how parents 
report controlling unhealthy food intake by children 
(4 items; α = 0.87); 4) Emotion regulation - how much 
parents report using food to regulate the child’s emo-
tional state (3 items; α = 0.75); 5) Pressure to eat - how 
much parents report putting pressure on the child to 
consume more food at mealtimes (3 items; α = 0.66); 
6) Involvement - how much the parents report encour-
aging the involvement of the child in the planning 
and preparation of meals (4 items; α = 0.65); 7) Food 
as a reward - how much parents report using food as a 
reward for their child’s behavior (3 items; α = 0.66); 8) 
Child control - permissiveness and child control - indi-
cate how parents allow the child to control their eating 
behavior and the feeding interactions between them and 
their parents (5 items; α = 0.58); 9) Encourage Balance 
and Variety - how much parents report encouraging 
the experimentation of new foods and promoting the 
consumption of a balanced, varied and healthy diet (4 
items; α = 0.743). The CFPQ has two Likert scales, 
with five points from “never” to “always” (items 1 to 13) 
and a concordance, with “totally disagree” and “totally 
agree” responses (items 14 to 39).

To evaluate the parental stressors and coping with 
overweight/obesity treatment, we used the Interview on 
Parental Coping with Overweight/Obesity Child adapted 
from Guimarães (2015) and based on the Motivational 
Theory of Coping Scale-12 (Lees, 2007). This protocol 
contains three domains: 1) Caregiver and child identi-
fication data, date/time of administration; e) Demand 
(identification of stressors) and 3) Coping process. This 
last domain is assessed by a general question: “What 
have you done to cope with the situation of caring for your 
child with overweight/obesity?”. This nuclear question 
was complemented by guiding questions to obtain 
information about: a) what the participant does to 
cope with the stressor, b) how often are each of the 
12 coping families practiced, on a scale of 1 = not 
at all to 5 = a lot; c) how he/she does it, d) why, e) 
the associated feeling or emotion, f ) the evaluation of 
the efficacy of the coping strategy (How did this work/
help?), and post-copying (If you could, what would you 
do differently?). After answering the questions on the 
12 coping families, the participants answered three 
additional questions related to emotional reactions 
(sadness, fear, and anger), answered on a scale of 1 = 
not at all to 5 = a lot.

https://www.ncbi.nlm.nih.gov/pubmed/?term=Schneider%20S%5BAuthor%5D&cauthor=true&cauthor_uid=25752970
https://www.ncbi.nlm.nih.gov/pubmed/?term=Didonato%20S%5BAuthor%5D&cauthor=true&cauthor_uid=25752970
https://www.ncbi.nlm.nih.gov/pubmed/?term=Pai%20AL%5BAuthor%5D&cauthor=true&cauthor_uid=25752970
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The anthropometric evaluation of the partici-
pants was done using a scale and stadiometer, available 
at outpatient clinics, calculating the BMI.

Ethics

This study was approved by Ethics Committee 
of the Pontifícia Universidade Católica de Campinas 
(Protocol number 1.436.612).

Data analysis

The Shapiro-Wilk Test was used to evaluate the 
data normality. The association between treatment stress-
ors (parental control of feeding, family psychosocial risks) 
and their coping strategies were evaluated by we used 
Chi-Square Test (χ2) or the Fischer Exact. Additionally, 
we adopted the same procedure to evaluate the associa-
tion between adaptive and maladaptive coping with the 
adherence to treatment (BMI, physical activity, diet). For 
a continuous variable, the Kruskal-Wallis Test was used 
followed by Games-Howell post-hoc test when significant 
effects were detected. The significance level in all analyses 
was 5%, and the software used was SPSS version 23.0

RESULTS

Most of the family members (73.7%) were con-
sidered at medium-high psychosocial risk by PAT 2.0 
in which 52.6% of the sample (n = 10) were considered 
as a “Targeted” for intervention wheres 21.1% (n = 4) 
as “Clinical” risk (Table 1). The domain that presented 
the highest average was Child Problems, as discomfort 
in hospital appointment, sadness or isolation; excessive 
shyness or unreasonable bond with any member of 
the family, difficulties in making/keeping friends, and 
victim of violence. Secondly, they presented problems 
in Social Support with items as having no help to care 
for the child, provide emotional support, financial 
support or information. These families also presented 
problems with the Family Structure and Resources, 
with items include parents under 21 years of age, less 
than two adults in the house in the house over 18 
years, more than three children under the age of 18, 
schooling less than high school completion, marital 
status single/separated/divorced, transportation to the 
hospital, many financial difficulties and difficulty to 
manage the household/car costs/buying food/medi-
cal expenses.

Table 1
Sociodemographic characteristics based on psychosocial risks of families with obesity children (N = 19) based on the 
PAT 2.0 classification

Groups of PAT 2.0 Test p

Risk levels Universal
(low)

Targeted
(medium)

Clinical
(high)

C
hi

ld
re

n 
(N

 =
 1

9)

Gender (N, %) 1.33 0.24
Male 3 (60) 6 (60) 3 (75)
Female 2 (40) 4 (40) 1 (25)

BMI (M, SD) 24.35 (1.58) 29.59 (4.50) 24.43 (2.96) 4.68 *
Practice of physical activity (N, %) 0.50 0.47

No 1 (20) 4 (40) 2 (50)
Yes 4 (80) 6 (60) 2 (50)

C
ar

eg
iv

er
s (

N
 =

 1
9) Age (M, SD) 39.00 (7.31) 36.18 (5.66) 37.00 (7.52) 0.34 0.71

(a) BMI (M, SD) 31.08 (3.75) 30,35 (4.96) 37.25 (2.32) 3.84 *

Number of children (M; SD) 1.40 (0.89) 1.81 (0.87) 1.25 (0.50) 0.89 0.42

Practice of physical activity (N, %) 1.33 0.24
No 1 (25) 4 (50) 3 (25)
Yes 3 (75) 4 (50) 1 (75)

Note: *p < 0,05; BMI = Body Mass Index; (a)BMI ≥ 25 kg/m2 = overweight/obesity; PAT 2.0 = Psychosocial Assessment Tool 2.0 (Pai et al., 2008; 
Santos, 2012).
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The Targeted level group included those par-
ticipants with some psychosocial support resources, 
but with present risk factors, such as parental stress, 
increasing the risk for the patient. The Clinical level 
group included those participants with reduced 
resources for psychosocial support, besides chronic 
stress with several difficulties already installed. It is the 
group at a higher risk, is associated with a lower adjust-
ment and adherence to the treatment unless there are 
interventions. The Universal risk of 26.3% of the par-
ticipants (n = 5) revealed to be at low psychosocial risk 

for the child as well as an adequate support network.
Being single mother was more associated with 

psychosocial risk. Additionally, an association between 
the levels of psychosocial risk and the mother´s marital 
status in which those single mothers showed a higher fre-
quency of higher psychosocial risk was found (p < 0.05).

Table 2 shows the most frequent food control 
strategies. The Spearman test detected a moderate and 
inverse correlation between the higher family psycho-
social risk and the lower involvement of the child in 
family meals (ρ = -0.488; p ≤ 0.05).

Table 2
Parental feeding control strategies for children in obesity treatment (N = 19) 

Parental Feeding Control Strategies (CFPQ) M SD

Encourage balance and variety 4.75 0.6
Restriction 4.13 0.8
Modeling 4.03 1.2
Monitoring 3.58 1.4
Involvement 3.36 1.1
Child control 2.75 0.9
Pressure 1.74 1.0
Food as a reward 1.67 0.9
Emotional control 1.10 0.3

Note. CFPQ = Comprehensive Feeding Practices Questionnaire (Araújo, 2015; Musher-Eizenman, & Holub, 2007).

Table 3 shows the most frequent families of 
coping with the child’s overweight/obesity and the 
adaptive coping strategies which were most frequent. 
Additionally, the emotional reactions most reported by 
participants were sadness. The Games-Howell post hoc 
test indicated that the mean of the group at “Clinical” 

psychosocial risk is statistically higher than the aver-
age at the “Targeted” level for the Opposition, mal-
adaptive coping (p ≤ 0.05). This means that families at 
clinical, psychosocial risk present a higher frequency 
of Opposition, maladaptive coping, as a reaction to a 
threat perception of Autonomy.

Table 3
Parental coping with childhood obesity treatment according Motivational Theory of Coping (n = 17)

Basic psychological needs Families of coping M SD Mean group
Perception of the stressor as a challenge to Adaptive 3.53

Relatedness  Self-Reliance 3.94 1.0
Competency  Problem-solving 3.88 1.4
Relationship  Support seeking 3.82 1.2
Competency  Information-seeking 3.65 1.5
Autonomy  Accommodation 3.35 1.6

 Negotiation 2.53 1.4
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Through the coping interview (Table 4), the most 
common stressors were identified: food control; the 
child does not practice physical activities; difficulty in 
buying clothes for the child; concern about bullying, the 
child´s health status; dealing with the child´s anxious 
behavior; concern about weight, and lack of family sup-
port. Stressors are perceived by family members more 
as a challenge to the need for Relatedness, followed by 
the need for Competence and, finally, Autonomy.

Families referred to as “Targeted” for intervention 
for family psychosocial risk, coping with the stress of 
treating the child’s obesity reported a greater variety of 
coping strategies. The submission was the most com-
mon maladaptive coping strategy. Only two mothers 
presented normal weight, and other family members 
were obese or overweight. Families at “Universal” psy-
chosocial risk presented more Self-Reliance, an adoptive 
family of coping.

Perception of the stressor as a threat to Maladaptive 2.02
Autonomy  Opposition 3.12 1.9

 Submission 2.94 1.7
Competency  Escape 1.76 1.5

 Helplessness 1.69 1.3
Relatedness  Delegation 1.29 0.7

 Isolation 1.29 0.8
Emotional reactions 2.84

 Sadness 3.18 1.8
 Fear 2.88 1.9
 Anger 2.47 1.7

Table 4
Family profiles of overweight/obese children according to the psychosocial risk (N = 19)

Groups of PAT 2.0

Family variables Universal
(n = 5)

Targeted
(n = 10)

Clinical
(n = 4)

Stressors
Child is not doing 
physical activity.

Difficulty in finding 
clothes for the child.

Food management. Difficulty in finding 
clothes for the child.

Adaptive coping Self-Reliance (challenge to 
the Relatedness need).

Self-Reliance and Support Seeking 
(challenge to Relatedness).

Problem-Solving and 
Information-Seeking 

(Challenge to Competency).

Self-Reliance 
(Challenge to 

the Relatedness).

Maladaptive coping Opposition Submission. Opposition.

Emotional reactions Sadness. Sadness and fear. Fear.

Food control Encourage balance 
and variety. Encourage balance and variety. Encourage balance 

and variety.

Note. Universal: Total score < 1; Targeted: Total score 1.0 – 1.9; Clinical: Total score > 2; PAT 2.0 = Psychosocial Assessment Tool 2.0 
(Pai et al., 2008; Santos, 2012).

As shown in Table 5, sadness was the most promi-
nent emotional reaction of all caregivers. Additionally, 

parental control of food is characterized by the encour-
agement of experimentation and healthy consumption.
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Table 5
Family characterization of children with obesity in Clinical (n = 4) and Targeted (n = 10) psychosocial risk by PAT 
2.0. BMI = Body Mass Index. CFPQ = Comprehensive Feeding Practices Questionnaire. (a) obesity; (b) overweight

Participant BMI BMI
(child) PAT 2.0 Parental Feeding 

Control (CFPQ) Stressors Coping with Childhood 
Obesity Treatment

P1 
(mother) 37.7 23.0a Clinical

Encouraging healthy 
experimentation 

and consumption.

The child does 
not doing 

physical activity.
Problem-solving.

P3
(mother) 35.7 24.9 a Clinical

Modeling; Encouraging 
healthy experimentation 

and consumption.

Difficulty in 
finding clothes;

Child health status;
Bullying.

Self-Reliance.

P9 
(mother) 35.2 28.3 a Clinical

Encouraging healthy 
experimentation 

and consumption.

Food management;
Difficulty in 

finding clothes;
Child health status.

Self-Reliance.

P19 
(mother) 40.3 21.5b Clinical

Encouraging healthy 
experimentation 

and consumption.
None

Problem-solving; 
Information-Seeking;

Support Seeking;
Accommodation.

P6 
(father) 31.5 21.8b Targeted

Encouraging healthy 
experimentation 

and consumption.
None None

P7 
(mother) 31.1 36.3 a Targeted

Restrictive the 
quantitative and 

qualitative choice of foods.
Child health status.

Problem-solving; 
Information-Seeking;

Support Seeking.
P8 (sister) 28.9 35.2 a Targeted Parental modeling None None

P10 
(mother) 31.9 23.9 a Targeted Permissiveness and 

child management.
Food 

Management. Accommodation.

P11 
(mother) 32.0 31.5 a Targeted

Parental Modeling; 
Encouraging healthy 

experimentation 
and consumption.

Food 
Management. Self-Reliance.

P12 
(mother) 27.6 32.5 a Targeted

Parental Modeling; 
Encouraging healthy 

experimentation 
and consumption.

Child health status.

Problem-solving; 
Information-Seeking;
Self-Reliance; Support 

Seeking; Accommodation.

P14 
(mother) 42.2 26.1 a Targeted

Parental Modeling; 
Encouraging healthy 

experimentation 
and consumption.

Bullying.

Problem-solving; 
Information-Seeking;
Self-Reliance; Support 
Seeking; Negotiation.

P15 
(mother) 29.1 30.3 a Targeted

Parental Modeling; 
Encouraging healthy 

experimentation 
and consumption;
Permissiveness and 
child management.

Anxious behavior 
of the child; Lack 
of family support.

Problem-solving; 
Information-Seeking;

Self-Reliance; 
Support-Seeking

P17 
(mother) 23.6 25.6 a Targeted

Parental Modeling; 
Encouraging 

experimentation.

Food 
Management.

Problem-solving; 
Information-Seeking;

Support Seeking.

P18 
(mother) 24.1 27.1 a Targeted Encouraging 

experimentation.
Food 

Management.

Problem-solving; 
Information-Seeking;  Support 
Seeking; Accommodation.
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DISCUSSION

This study evaluated the relationship between 
family psychosocial risk and some relevant variables to 
treatment adherence in overweight/obesity children. 
Main data indicated that children living in families with 
higher psychosocial risk had less involvement with the 
family feeding context. This stressful condition affects 
parental control of feeding and the relationship with 
the children, mainly because the responsible family 
member is the mother (Hoffman et al., 2016). In this 
sense, is important to know the caregiver feeding plays 
an important role, as proposed by Eneli et al. (2015). 
Most families were indicated for professional interven-
tion, such as Targeted and Clinical, like to other study 
results, such as pediatric patients with cancer (Kazak 
et al., 2015; Santos, 2012). Similar to family members 
of children with chronic diseases at psychosocial risk, 
indicative of specific intervention and directed support, 
results in this study also revealed that family members 
of overweight/obesity children also call for this type of 
intervention and support.

Another psychosocial variable was highlighted 
in this sample, showing single mothers at higher psy-
chosocial risk. Some studies have shown that those 
children who live with one or none of the biological 
parents increase the risk of desadaptative behaviors, 
such as abnormal eating habits, low school performance 
and sedentary lifestyle (Vázquez-Nava et al., 2013). 
Additionally, professional activities of the family mem-
ber who is responsible for the household do not allow 
some essential parental functions to be fulfilled. On the 
other hand, those children from families with married 
mothers may have a healthier BMI due to low levels 
of stress and high emotional support in these settings 
than in families of single mothers (Grow et al., 2010; 
Tate et al., 2015).

A pattern of repetition of the disease in the family, 
observed by the obesity of the family members of this 
sample, makes up another risk factor for the children 
(Smith et al., 2018; Wang & Lim, 2012). Sedentary 
family lifestyle maintains this framework and con-
tributes to increasing public health indicators (Brasil, 
Ministério do Esporte, 2015). However, interesting 
data were obtained, such as the association between the 
mother´s physical activity and the child´s, showing how 
the family model can promote a change in this situation 
(Van Allen et al., 2015). In this sense, it is notewor-
thy the meaning of obesity for the family, the patterns 
of food interaction and control as well as the values   
transmitted to its members (Hoffmann et al., 2016). It 

facilitates the intervention of these families to present 
a more adaptive coping pattern, with problem-solving 
coping strategies, which is focused on changing eating 
habits and physical activities (Nguyen & Bera, 2016).

This coping pattern associated with informa-
tion-seeking coping strategies promotes the percep-
tion of competence to deal with the situation (Fenner 
et al., 2013; Skinner et al., 2003; Skinner & Zimmer-
Gembeck, 2016). Once more, the psychosocial issue 
proved to be relevant, as family members of the group 
at higher risk presented a maladaptive coping, with 
opposition coping strategies. This profile is intensified 
by the emotional coping base present in families with 
higher psychosocial risk, centered on negative affection 
(anger, sadness, and fear), making it difficult to collabo-
rate in the treatment of overweight/obesity (Bellodi, 
2018; Tate et al., 2015).

Despite the small sample, it was possible to iden-
tify a profile of families at higher psychosocial risk - they 
are typically composed of single mothers who pres-
ent problems in social support, family structure, and 
resources, and have problems with the child. This is 
an example how works the model of pediatric obesity 
proposed by Smith et al. (2018), and how the cumula-
tive exposure to risks and dysregulation in response to 
stress contribute to pediatric obesity (Evans & Pilyoung, 
2013). This sample presents opposition coping strat-
egies, with emotional reactions of sadness and fear, 
perceiving the stressors as a threat to their need for 
autonomy; children are less involved in family meals; 
present greater difficulty in food control, use food as 
a reward, being in chronic stress conditions, less likely 
to be adherent to treatment, and requiring multi-pro-
fessional interventions with health professionals in 
the social and mental health spheres (Campos et al., 
2017; Fenner et al., 2013; Filgueiras & Sawaya, 2018; 
Matwiejczyk et al., 2018). Expanding the repertoire of 
coping, as presented by families at medium psychosocial 
risk (“Targeted”) may be a way to increase adherence 
to treatment; as well as encouraging physical activ-
ity as a way of promoting health and preventing the 
child´s overweight.

Therefore, it is possible to understand better the 
factors that contribute to and hamper health interven-
tions as proposed by Enely et al. (2015) and Musher-
Eizenman and Kiefner (2013). The data of this study 
contribute to identify and classify the family psycho-
social risk of these families, showing the association 
between social support problems and parental con-
trol practices of the food and to the way in which the 
families deal with the problem. The psychosocial risk 
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condition of this sample can be verified, but the dif-
ferentiation of the risk level, indicative of the need for 
specific interventions, can subsidize the practices of 
health professionals in this population.
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