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Parenting Strategies to Combat Pediatric Obesity: 
Nuts and Bolts and Debunking Misconceptions 

Moderator: Lisa Diewald MS, RD, LDN
Program Manager
MacDonald Center for Obesity Prevention and Education 

Nursing Education                    Continuing Education Programming                    Research

FINDING SLIDES FOR TODAY’S WEBINAR 

www.villanova.edu/COPE
Click on Myles Faith PhD webinar 

description page 

DID  YOU  USE  YOUR PHONE  TO ACCESS  THE  WEBINAR? 

If you are calling in today rather than using your 
computer to log on, and need CE credit, please email 
cope@villanova.edu and provide your name so we can 
send your certificate. 



2

OBJECTIVES

1. Discuss common frustrations of childhood obesity treatment 
experienced by health professionals and parents

2. Provide a conceptual overview of, evidence for, and common 
misconceptions of the Family Based Treatment (FBT) model in 
child overweight treatment. 

3. Learn specific behavior change strategies parents/families 
using FBT for child obesity management are challenged to 
make

CE DETAILS 

• Villanova University College of Nursing is accredited as a provider of continuing 
nursing education by the American Nurses Credentialing Center Commission on 
Accreditation

• Villanova University College of Nursing Continuing Education/COPE is a Continuing 
Professional Education (CPE) Accredited Provider with the Commission on Dietetic 
Registration

• The American College of Sports Medicine’s Professional Education Committee 
certifies that Villanova University College of Nursing Continuing Education, Center 
for Obesity Prevention and Education (COPE) meets the criteria for official ACSM 
Approved Provider status (10/2018-9/2021). Providership #698849

CE CREDITS

• This webinar awards 1 contact hour for nurses and 1 CPEU 
for dietitians

• Suggested CDR Learning Need Codes: 2000, 5110, 5220 
and 6000

• Level 2

• CDR Performance Indicators: 8.1.2, 8.1.5, 8.3.1, 8.3.6
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Health Professionals Lack Skills for 
Treating Pediatric Obesity

• 39% of Pediatricians report low proficiency in behavioral 
management strategies.

• 31% of RDs and 25% of Pediatricians report low proficiency in 
managing parenting techniques.

• 13% of Registered Dieticians and 18% of pediatricians report low 
proficiency in modifying sedentary behaviors.

• 46% of Registered Dieticians and 30% of pediatricians report low 
proficiency in assessing family conflict.

Source: Storey et al. (2002). Pediatrics. 110: 210-214.
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YOUR biggest needs are:

Strategy %

Improving my use of behavior 
management strategies

65%

Improving patient eating patterns 60%

Teaching effective parenting 50%

Teaching families how to address conflict 50%

Increasing patient physical activity 20%

Reducing sedentary behavior 15%

Assessing overweight and obesity 10%

Opportunities for FBT Counseling in 
Primary Care

• Long-term relationship with families.

• History re: growth charts, BMI assessment.

• Work with full family, including siblings.

• Advocacy for children in community; drive policy.

Perrin et al. (2007). Current Opinion Pediatrics. 19: 354-361

Stettler (2004). Obesity Reviews. 5 (Suppl 1).  1-3.
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Family Treatment Nuts & Bolts
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• Review and feedback on challenge.

• Goal adjustment(s) before next challenge.
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Selecting a Specific Target Behavior

• Fruits & vegetables ?

• “Red Light” foods ?

• Sugar beverages ?

• Soda ?

• Water ?

• Total calories ?

• Screen time ?

• Walking ?

• Pedometer step counts ?

“Starting the 
Conversation” 
toolkit by Alice 
Ammerman (UNC 
– Chapel Hill) to 
guide target 
behavior selection.

Monitoring Forms: Flexibility and Personalizing

Initial Self-Monitoring is …

• A powerful tool for raising self-awareness

• A powerful first-step for behavior change

• Non-judgmental

• Valuable for knowing how often 

you do specific behaviors
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Pedometer Step Counter

• Potential teachable moment 
in clinic to demonstrate, 
model?

• Fun and engaging.

• Opportunity for success

• “America on the Move” 
website

Greater Parental Monitoring is Associated 
with Greater Child Weight Loss

Germann et al.. (2007) J Pediatric Psych, 32;111-121

• Select target behavior & self-monitor that behavior.

• Goal Setting

• Behavioral Challenge (go for the goal).

• Review and feedback on challenge.

• Goal adjustment(s) before next challenge.

Family Treatment Nuts & Bolts
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• Realistic, achievable.

• Foster success. 

• Determined together with family/child.

• Be short-term (daily goals to start)

• Be specific and countable.

Goals should be…

Goals Should Not …

• Promote failure or be unattainable

(“I will drink no soda in the next week”)

• Be set unreasonably high

(“I will drink 12 glasses of water every day”)

• Vague and uncountable

(“I will eat more fruits and vegetables”)

• Select target behavior & self-monitor that behavior.

• Goal Setting

• Behavioral Challenge (go for the goal).

• Review and feedback on challenge.

• Goal adjustment(s) before next challenge.

Family Treatment Nuts & Bolts
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Attempting Goal

• Parent/Caregiver encouragement of daily goals

• “Go for it”

• “Give it your all”

• “Try your best”

• “See how you do”

• “You can do it”

• Select target behavior & self-monitor that behavior.

• Goal Setting

• Behavioral Challenge (go for the goal).

• Review and feedback on challenge.

• Goal adjustment(s) before next challenge.

Family Treatment Nuts & Bolts

Review of Goal Attainment 

• Focus on progress.
• Reinforce progress.
• Opportunity for feedback.
• Think about barriers to success/problem-

solve.
• Enhance motivation.
• Opportunity for positive parenting.
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Goal Review: How did I do?
1. Did I reach my goal… 

Not at all?   Some?   Completely?

2. Reviewing why…
What did I do differently to meet my goal?
What challenges kept me from meeting my goal?

3. Should I change my goal…
Same goal?   Lower/Higher goal?

4. What’s my new goal? _______

Dietary Modification Strategies

• Providing energy balance concept and 
recommended calorie ranges for children.

• Teaching “Traffic Light” System.

• Portion Control as strategy to limit calories. 
“Portion Distortion” materials:  http://hp2010.nhlbihin.net/portion/
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NHLBI: “We Can” Program

http://www.nhlbi.nih.gov/health/public/heart/obesity/wecan/downloads/go-slow-
whoa.pdf

Praise and Positive Reinforcement

Epstein & Squires (1978). Stoplight Diet
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FBT Strategic Grid
Child 
Only

Parent Only 
(As Change 
Agent)

Child + 
Child 
Together

Child + 
Other?

Info. Provision 
(eg,  NHLBI’s 
WeCan!)

Goal setting

Monitoring

Feedback /
Review

Reinforcement
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Misconceptions
About Effective FBT Model

1. FBT cannot be implemented or effective in primary care 
settings.

2. Targeting >1 behavior change necessarily yields better 
outcomes.

3. Greater parental involvement is always or necessary 
better.

4. Greater parental ‘control’ is always or necessarily better.
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Misconception  #1
About Effective Pediatric Obesity Treatment

FBT cannot be implemented or be 
effective in primary care settings.

Primary Care Treatment of Obesity

• RTC conducted in 4 large urban/suburban settings.

• Targeted 2-5 year old overweight and obese children, 
identified by EMR. 

• Ten 60-min sessions, with diet information,  physical 
activity recommendations,  8 phone calls with a 
coach.

• “Intervention” = parent behavior modification training 
(monitoring; role modeling; positive parenting; etc)

Quattrin et al. Pediatrics 2014;134:290-297

Quattrin et al. Pediatrics 2014;134:290-297

Primary Care Treatment of Obesity 
2 – 5 Year Old Youth
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Targeting more than 1 behavior  change 
necessarily yields better outcomes.

Misconception  #2
About Effective Pediatric Obesity Treatment

Screen-time Reduction for Treatment 
of Obesity 4 – 7 Year Old Youth

Epstein et al. (2008). Arch Ped Adol Med, 162, 239-245.

Targeting Sugar Sweetened Beverages 
for Childhood Obesity Tx/Prevention

• Ebbeling et al. (2012). A randomized trial of sugar-
sweetened beverages and adolescent body weight.  
New England J Med. 367: 1407-1416.

• Stettler et al. (2014).  Prevention of excess weight 
gain in paediatric primary care: beverages only or 
multiple lifestyle factors. The Smart Step Study, 
cluster randomized clinical trial. Pediatric Obesity.  
(In Press).
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Misconception  #3:
About Effective Pediatric Obesity Treatment

Greater parental ‘involvement’ in 
treatment is always or necessarily 
better.

Parental Involvement and Childhood Obesity 
Treatment Response

• Meta-analytic review.

• Compare studies with low, medium, or high level of 
parental participation.

• “High”=   Family involved in all aspects of tx.

“Medium” = Family is involved, but child is solely  
responsible for significant aspects of tx.

“Low” =  Parents have minimal involvement.

Haddock et al. (1994). Annals Behavioral Med, 16, 235-244.

Participation
Level

N Cohen’s d 
(Standardized mean 
difference for tx vs. 
control)

High 6 .48

Medium 6 .70

Low 12 .51

“Since providing training to parents may increase the 
cost of childhood weight loss programs, this finding 
suggests reducing parental participation  to minimum 
necessary levels”.
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Misconception  #4
About Effective Pediatric Obesity Treatment

More parental ‘control’ is always or 
necessarily better for child outcomes.

• Restrictive feeding associated with increased child BMI gain 
(Faith et al., Pediatrics, 2004, 114: e429-436;  Shloim et al., 
2015, Frontiers in Psych, 6, 1849)

• Pressuring children to eat food is associated with poorer 
eating regulation and questionably effective for promoting 
healthy eating (Blissett, Appetite, 2011, 57, 826-831).

• Compliant eating among girls is associated with obesity onset 
over 10 years (Faith et al.,  2012, Childhood Obesity, 2013, 9, 
427-436).

• Restrictive feeding predicts poorer child treatment response to 
family-based obesity treatment (Holland et al., Obesity 2014,  
25, E119-E126)

Modifications in parent feeding practices and child diet during family‐based 
behavioral treatment improve child zBMI

Wifley et al (2014). Modifications in parent feeding practices and child diet 
during family‐based behavioral treatment improve child zBMI. Obesity. 
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Summary and Looking Forward

• Nurses, pediatricians, and other primary care staff are 
critical forces in addressing childhood obesity.

• Many opportunities exist for translating behavioral 
counseling strategies to primary care; research in infancy.

• Consider starting with just a few simple goals to build 
success (rather than change ‘all at once’).

• Promote specific goals and self-monitoring.

• Keep it positive! 

• Look for an email containing a link to an evaluation. The email 
will be sent to the email address that you used to register for 
the webinar.

• Complete the evaluation soon after receiving it. It will expire 
after 3 weeks. 

• You will be emailed a certificate within 2-3 business days.

• Remember: If you used your phone to call in, and want CE 
credit for attending, please send an email with your name to 
cope@villanova.edu so you receive your certificate.

TO RECEIVE YOUR CE CERTIFICATE 
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Upcoming FREE COPE Continuing Education 
Webinar

Villanova.edu/cope

Gluten-related Disorders: 
How to Distinguish Fact from Fantasies 

Alessio Fasano, M.D.

Monday, November 5
1-2 PM EST

QUESTIONS & ANSWERS

Moderator:  Lisa K. Diewald MS, RD, LDN
Email:           cope@villanova.edu
Website:      www.willanova.edu/COPE


