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Article

Childhood obesity is a worldwide health concern. 
Approximately one-third of Canadian children are over-
weight or obese.1 Pediatric obesity correlates with 
increased risk of diabetes, stroke, cardiovascular disease, 
hypertension, and premature mortality in adulthood.2 As 
well, children with obesity are particularly susceptible to 
psychosocial health concerns in the short term.3,4 Given 
the complications associated with childhood obesity, 
there is need to understand children’s and parents’ cur-
rent lifestyle behaviors before they engage in pediatric 
weight management. In doing so, weight management 
interventions can be tailored to the family, enabling ini-
tiation and maintenance of healthy behavior changes.

Lifestyle modifications represent the cornerstone of 
pediatric weight management5; the majority of programs 
focus on modifying dietary, physical activity, sedentary, 
and sleep behaviors—changes that are often addressed 
through a family-centered, multidisciplinary approach.6 
Such an approach is imperative because parents play a 
central role in creating a home environment conducive 
to healthy behavior change.7 Research has demonstrated 
that parents’ nonrestrictive food practices, regular moni-
toring, modeling of healthy eating, and involvement in 

meal preparation are predictive of healthful dietary 
behaviors in children.8,9 Studies have also shown that 
children’s physical activity behaviors are affected by 
parental influence.10 In addition to parents’ influence on 
children’s positive behavior changes, parental obesity 
predicts childhood obesity, and parents’ weight loss can 
predict weight loss in children with obesity.11

Parental participation in pediatric weight manage-
ment varies12; parents may be the primary recipients of 
family-centered care for younger children, or they may 
take on more supportive roles for adolescents who exert 
more independence in personal health management. 
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Abstract
Objective: Our objective was to examine the lifestyle behaviors of parents of children in pediatric weight management. 
Methods: Parents were recruited upon presentation of their children (body mass index [BMI] ≥85th percentile) to a 
pediatric weight management clinic. Parents’ demographic, anthropometric, and lifestyle habit data were collected by 
self-report. Parents were grouped into weight status categories based on their BMIs; lifestyle data were compared 
across BMI categories and to national recommendations. Results: Parents (n = 266; 84% women; BMI, mean ± SD, 
31.8 ± 7.2 kg/m2) were predominantly overweight/obese (82%), and most did not meet dietary recommendations 
(71%). Healthy-weight parents reported more daily steps versus parents who were overweight/obese (all P < 
.05). Most parents (~60%) met guidelines for physical activity, sedentary activity, and sleep. Conclusion: The high 
prevalence of overweight and obesity combined with suboptimal dietary behaviors highlight the need to address 
both children’s and parents’ lifestyle habits in pediatric weight management.
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There is value in employing a parent-only approach in 
which parents act as “agents of change,”13 and the 
importance of parental involvement in effective weight 
management has been examined in recent reviews.14,15 
Although heterogeneity of interventions and outcomes 
limited the generalizability of conclusions, the authors 
reported that parents play a fundamental role in success-
ful weight management. This finding was reaffirmed in 
a systematic review of parent-focused weight manage-
ment programs, where authors noted that pediatric 
weight management interventions were most successful 
when parents, as opposed to children, were responsible 
for program participation and implementation of healthy 
behavior changes.16

Despite clinical experience and literature that support 
parental involvement in pediatric weight management, 
little is known about parents’ lifestyle behaviors at pre-
sentation. Assessment of parents’ lifestyle habits and the 
proportion meeting recommendations may reveal envi-
ronmental factors contributing to children’s suboptimal 
lifestyle behaviors and may guide clinical management. 
The aim of this cross-sectional descriptive study was to 
examine the lifestyle behaviors of parents of children 
with obesity who were initiating pediatric weight man-
agement. Specifically, the objectives were to (1) charac-
terize the demographic, anthropometric, and lifestyle 
behavior data of parents of children referred for pediat-
ric weight management; (2) examine differences among 
parents’ lifestyle behaviors among the weight status cat-
egories; and (3) determine the proportion of parents 
meeting current lifestyle behavior recommendations.

Methods

Sample

Participants were parents of children referred to a multi-
disciplinary outpatient pediatric weight management 
clinic (Pediatric Centre for Weight and Health, Stollery 
Children’s Hospital, Alberta Health Services, Edmonton, 
Alberta, Canada) between January 2005 and December 
2012. Children eligible for weight management included 
boys and girls aged 8 to 17 years, with an age- and sex-
specific body mass index (BMI; kg/m2) ≥85th percentile 
(per the Centers for Disease Control and Prevention17). 
Parents eligible for study inclusion had to identify as the 
child’s primary caregiver (eg, biological, adoptive, fos-
ter). Demographic, anthropometric, and lifestyle behav-
ior data of 1 parent were collected at baseline before 
weight management was initiated, which typically 
spanned 2 or 3 clinic visits over a 10- to 14-day period. 
All parents completed informed written consent. 
Approval for this research was provided by the Health 

Research Ethics Board for the University of Alberta and 
Alberta Health Services (Edmonton, Alberta, Canada).

Demography and Anthropometry

Demographic data (date of birth, education level, ethnic-
ity, and household income) were collected via a stan-
dardized in-house survey. Anthropometric data (height, 
weight, BMI, waist and hip circumference) were col-
lected by the clinic exercise specialist. Height was mea-
sured to the nearest 0.1 cm via a digital stadiometer 
(SECA, Hanover, Maryland), and weight was measured 
to the nearest 0.1 kg via a medical digital balance scale 
(SECA). BMI was calculated with EpiInfo 3.3.2 (Centers 
for Disease Control and Prevention, Atlanta, Georgia). 
Waist and hip circumferences were measured to the 
nearest 0.1 cm, with waist circumference measured at 
the narrowest site between the xyphoid and iliac crest. 
Reference ranges for adult BMI (Health Canada18) were 
as follow: <18.5 (underweight), 18.5 to 24.9 (healthy 
weight), 25.0 to 29.9 (overweight), 30.0 to 34.9 (obese 
class I), 35.0 to 39.9 (obese class II), and ≥40.0 (obese 
class III).

Dietary Assessment

Parents’ dietary intake was collected with a 4-day pro-
spective food record (2 weekdays and 2 weekend days) 
based on a protocol previously described.19 Briefly, par-
ents were instructed on the accurate completion of 
records using food models and sample food records. The 
clinic dietitian reviewed completed food records to 
reduce the likelihood of omissions and to confirm serv-
ing sizes and brand names. Information collected from 
food records was entered into the Food Processor Diet 
Analysis Software SQL program (version 10.0.0; ESHA 
Research, Salem, Oregon). Data were averaged across 
the total number of days recorded. Given that food group 
servings were calculated by an American software pro-
gram according to serving sizes based on American 
dietary guidelines, manual calculations were performed 
to determine the number of servings that parents con-
sumed according to Canada’s Food Guide. Dietary 
intake was evaluated according to age- and sex-specific 
recommendations from Canada’s Food Guide; recom-
mended daily servings and energy intake for adults are 
shown in Table 1. Dietary data were dichotomized 
according to whether participants did or did not meet the 
recommended intakes of servings from Canada’s Food 
Guide. Energy intakes for adults with low levels of 
physical activity were chosen for reference from 
Canada’s Food Guide, as this is representative of the 
majority of Canadian adults. For the purpose of our 
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study, participants were classified as meeting the recom-
mendation if their daily energy intake was less than or 
equal to the guideline and exceeding if they surpassed 
the guideline. Although there are no international guide-
lines for the consumption of sugar-sweetened beverages 
(SSBs), research suggests that a higher level of SSB 
consumption may be related to increased weight20,21; so, 
for the purpose of this study, the recommended daily 
intake of SSBs was zero.

Physical Activity, Sedentary Activity, and Sleep 
Duration

Parents’ physical activity, sedentary activity, and sleep 
duration data were collected with a 7-day prospective 
record. The clinic exercise specialist instructed parents 
on accurate recording of physical activity, leisure time 
screen time (LTST), and sleep behaviors. Parents were 
also instructed on the use (eg, placement, calibration, 
data monitoring procedures) of a pedometer (New 
Lifestyles Digi-Walker SW 200), and prior to distribu-
tion, pedometers underwent a 100-step calibration test 
for >99% accuracy. Physical activity records also pro-
vided data to quantify time spent participating in moder-
ate to vigorous physical activity (MVPA). Parents were 
educated regarding MVPA activities that were medium 
intensity (eg, brisk walking, skating, cycling) to high 
intensity (eg, running, basketball, soccer). Parents’ 
physical activity records for MVPA and pedometer data 
were reviewed jointly with the clinic exercise specialist 
to optimize data accuracy and completeness. Parents 
were educated about LTST, and they used LTST logs to 
track leisure activities (eg, television, computer time). 
Parents used sleep logs to record the start, end, and dura-
tion of daily sleep. Physical activity, sedentary activity, 

and sleep data were dichotomized according to estab-
lished recommendations. Specifically, the recommended 
amount of physical activity was 150 minutes per week 
(~20 min/d),22 and the target for steps per day was 
7000.23 Recommendations for LTST (maximum 120 
min/d) was adopted from Canadian sedentary guidelines 
for children and youth,24 and the guideline for sleep 
duration (7 to 9 hours per night) was informed by the 
Centers for Disease Control and Prevention.25

Statistical Analysis

Means, standard deviations, and ranges were determined 
for demographic, anthropometric, and lifestyle behavior 
data. The proportions of participants meeting lifestyle 
behavior recommendations were calculated. 
Independent-samples t tests were used to determine if 
parents’ lifestyle behaviors varied by age group (<51 vs 
≥51 years of age), ethnicity (Caucasian vs non-Cauca-
sian), education (up to high school vs minimum postsec-
ondary), household income (<$60 000/y vs ≥$60 000/y 
[Canadian dollars]), and sex (women vs men). Chi-
square tests were used to determine if the proportion of 
parents meeting recommendations varied by demo-
graphic variables. Sample sizes for each lifestyle behav-
ior data varied, which was a result of incomplete lifestyle 
behavior data. From a total sample of 266, we had fewer 
pedometer records (n = 251, 94.4%), sleep records (n = 
250, 94.0%), dietary records (n = 247, 92.9%), LTST 
records (n = 148, 55.6%), and physical activity records 
(n = 147, 55.3%). The mean response rate across all 
records was 78.4% ± 21.0%, which was calculated by 
averaging the number of parents who completed and 
returned each of the 5 records (dietary, LTST, pedome-
ter, physical activity, sleep). Analysis of variance was 
used to examine differences in anthropometric and life-
style behavior data according to BMI classification, 
which was followed by Bonferroni post hoc analyses. 
SPSS 20.0 (SPSS Inc, Chicago, Illinois) was used for 
data analysis, with group differences considered statisti-
cally significant at P < .05.

Results

On average, parents were 42.7 ± 6.0 years old, with a 
BMI (kg/m2) of 31.8 ± 7.2. Most parents were Caucasian 
(85.8%) and women (83.8%), with a postsecondary edu-
cation (67.7%) and household incomes ≥$60 000 per 
annum (64.8%). Participants were classified by weight 
status based on their BMIs (Table 2). Overall, we did not 
observe any differences among BMI categories based on 
age group, ethnicity, education, household income, or 
sex (all comparisons, P > .05).

Table 1. Recommended Daily Servings and Energy Intakes 
for Adults According to Canada’s Food Guide.

Females Males

Milk and alternatives  
 <51 y old 2 2
 ≥51 y old 3 3
Vegetables and fruit  
 <51 y old 7-8 8-10
 ≥51 y old 7-8 7
Grain products  
 <51 y old 6-7 8
 ≥51 y old 6-7 7
Meat and alternatives 2 3
Daily energy intake, kcal · d−1  
 <51 y old 2000 2600
 ≥51 y old 1850 2350
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Data regarding parents’ energy intake, consumption 
of food group servings, physical activity, sedentary 
activity, and sleep behavior are shown in Table 3. The 
proportions of parents that met each lifestyle behavior 
recommendation based on BMI category are highlighted 
in Figure 1.

Approximately one-third of all parents (31.7%) 
exceeded the daily energy intake recommendation, indi-
cating that, on average (over 7 days), they exceeded the 
age- and sex-specific Canada’s Food Guide recommenda-
tion; however, a larger portion of obese parents (class II) 
exceeded the energy intake recommendation (52.6%) in 

Table 3. Parents’ Consumption of Servings From Food Groups and Their Physical Activity, Leisure Time Screen Time, and 
Sleep Duration Data.a

Total Healthy Weight Overweight Obese Class Group Effect

Characteristic (n = 266) (n = 47) (n = 75) I (n = 70) II (n = 39) III (n = 35) F P

Energy intake (kcal · d−1) 1925 ± 619 
(791, 5413)

1770 ± 390b 
(936, 2744)

1850 ± 511 
(791, 3255)

1978 ± 723 
(868, 5413)

2167 ± 817c 
(898, 4821)

1932 ± 548 
(1085, 2894)

2.5 .04

Vegetables + fruit (servings · d−1) 4.0 ± 2.1  
(0.0, 11.2)

4.6 ± 2.3  
(0.9, 11.2)

3.9 ± 1.7  
(0.0, 8.2)

4.0 ± 2.0  
(0.4, 9.7)

3.9 ± 2.5  
(0.8, 10.9)

3.5 ± 1.9  
(0.2, 8.3)

NS

Grain products (servings · d−1) 6.2 ± 3.1  
(1.1, 24.7)

5.2 ± 1.9b  
(1.6, 9.3)

5.9 ± 2.1b 
(1.1, 11.0)

6.4 ± 3.2  
(1.7, 15.6)

7.8 ± 4.6c  
(1.6, 24.7)

6.2 ± 3.1  
(1.8, 13.1)

4.2 .003

Milk + alt (servings · d−1) 1.5 ± 1.0  
(0.0, 7.0)

1.5 ± 1.0  
(0.0, 4.7)

1.5 ± 0.8  
(0.0, 4.6)

1.5 ± 0.8  
(0.0, 3.5)

1.7 ± 1.4  
(0.2, 7.0)

1.5 ± 0.9  
(0.3, 4.0)

NS

Meat + alt (servings · d−1) 2.4 ± 1.1  
(0.0, 9.7)

2.2 ± 1.0  
(0.0, 4.8)

2.3 ± 1.0  
(0.5, 4.9)

2.3 ± 1.0  
(0.7, 5.8)

2.5 ± 1.0  
(0.7, 4.8)

2.6 ± 1.8  
(0.7, 9.7)

NS

SSBs  (servings · d−1) 1.4 ± 1.5  
(0.0, 7.0)

1.1 ± 1.2  
(0.0, 6.4)

1.6 ± 1.5  
(0.0, 5.6)

1.2 ± 1.3  
(0.0, 5.1)

1.6 ± 1.7  
(0.0, 7.0)

1.2 ± 1.7  
(0.0, 6.6)

NS

Total MVPA (min · d−1) 70.3 ± 90.5 
(0.0, 488.0)

110.6 ± 125.0 
(0.0, 487.0)

62.9 ± 65.5 
(0.0, 335.0)

58.8 ± 87.9 
(0.0, 488.0)

58.1 ± 66.3  
(0.0, 195.0)

59.2 ± 97.1 
(0.0, 426.0)

NS

Total LTST (min · d−1) 112.3 ± 98.4 
(0.0, 784.0)

108.8 ± 88.8 
(0.0, 309.0)

88.9 ± 73.3 
(0.0, 409.0)

136.2 ± 132.8 
(26.0, 784.0)

148.0 ± 108.7 
(8.6, 369.0)

97.1 ± 69.4 
(25.7, 259.3)

NS

Total sleep time (h · d−1) 8.0 ± 1.0  
(5.3, 12.0)

7.9 ± 1.1  
(5.3, 10.6)

8.0 ± 0.9  
(6.0, 10.2)

8.1 ± 1.0  
(6.1, 10.4)

8.1 ± 1.2  
(6.5, 12.0)

7.7 ± 1.0  
(5.8, 9.7)

NS

Step count (steps · d−1) 7659 ± 3359 
(608, 17841)

9626 ± 3419d 
(2506, 17841)

7872 ± 2681e 
(2180, 14932)

7303 ± 3324e 
(608, 14240)

6441 ± 3567e 
(1379, 14 411)

6600 ± 3410e 
(1669, 15 366)

6.6 <.001

Abbreviations: alt, alternative; LTST, leisure time screen time; MVPA, moderate to vigorous physical activity; NS, nonsignificant; SSBs, sugar-sweetened beverages.
aValues presented as mean ± SD (range). Statistically significant (P < .05): b < c; d > e.

Table 2. Age and Anthropometric Characteristics of Parents by BMI Category.a

Total Healthy Weight Overweight Obese Class Group Effect

Characteristic (n = 266) (n = 47) (n = 75) I (n = 70) II (n = 39) III (n = 35) F P

Age, y 42.7 ± 6.0 
(27.0, 59.0)

44.4 ± 5.6  
(31.0, 53.0)

43.5 ± 6.4 
(30.0, 59.0)

41.4 ± 6.1 
(27.0, 51.0)

42.1 ± 5.8 
(33.0, 52.0)

42.3 ± 6.0 
(32.0, 55.0)

NS

Height, cm 166.5 ± 8.0 
(147.3, 190.7)

165.0 ± 6.3 
(147.3, 178.6)

165.9 ± 7.8 
(150.6, 188.6)

167.9 ± 8.6 
(148.2, 190.7)

166.3 ± 9.4 
(152.8, 187.4)

167.2 ± 7.9 
(152.1, 189.3)

NS

Weight, kg 88.4 ± 22.7 
(48.9, 177.3)

62.5 ± 5.3  
(48.9, 72.2)

76.5 ± 7.7 
(62.2, 102.4)

91.3 ± 9.4 
(71.4, 114.5)

103.5 ± 14.0 
(82.4, 134.2)

126.5 ± 20.7 
(89.5, 177.3)

197.0 <.001b

BMI, kg/m2 31.8 ± 7.2 
(19.3, 56.7)

22.9 ± 1.4  
(19.3, 24.9)

27.7 ± 1.4 
(25.1, 30.0)

32.2 ± 1.4 
(30.2, 34.9)

37.4 ± 1.4 
(35.0, 39.7)

45.6 ± 4.3 
(40.4, 56.7)

783.4 <.001b

Waist, cm 94.9 ± 15.7 
(64.7, 152.1)

76.3 ± 5.8  
(64.7, 88.6)

87.5 ± 7.5 
(73.3, 110.8)

98.1 ± 8.2b 
(81.5, 121.5)

105.6 ± 11.0 
(84.5, 134.4)

119.2 ± 13.1 
(100.8, 152.1)

136.8 <.001b

Hip, cm 114.4 ± 14.5 
(82.0, 173.5)

98.9 ± 4.5  
(82.0, 107.5)

106.1 ± 4.1 
(96.3, 116.8)

116.0 ± 5.0 
(96.0, 126.4)

122.5 ± 6.8 
(111.1, 141.3)

142.9 ± 11.5 
(199.4, 173.5)

279.3 <.001b

Abbreviation: BMI, body mass index; NS, nonsignificant.
aValues presented as mean ± SD (range ). Healthy weight (BMI, 18.5 to 24.9), overweight (BMI, 25.0 to 29.9), obese class I (BMI, 30.0 to 34.9), 
obese class II (BMI, 35.0 to 39.9), obese class III (BMI, ≥40.0).
bStatistically significant (all P < .001) post hoc analyses: healthy weight < overweight < obese class I < obese class II < obese class III.
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comparison to parents who were healthy weight (21.3%) 
or overweight (23.6%; both, P = .02) (Figure 2).

Across food groups, most parents (71.0%) did not 
meet dietary recommendations. Only 7.1% of parents 
consumed the recommended number of servings of  
vegetables and fruit. However, parents with postsecond-
ary education reported a higher intake of vegetables and 
fruit than did parents with high school education  

(4.4 ± 2.1 vs 3.0 ± 2.0 servings per day, respectively; P = 
.001). Less than one-quarter of parents (23.1%) had an 
adequate intake of milk and alternatives; participants 
who were Caucasian (χ2 = 4.6; P = .03) and under 51 
years old (vs 51 years and older; χ2 = 5.5; P = .02) were 
more likely to meet this recommendation. A higher pro-
portion of participants (40.9%) met the recommended 
daily intake of grain products, and a greater proportion of 

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Veg & Fruit
(n=247)

Grains
(n=247)
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(n=247)

Meat & alt
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(n=147)
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(n=251)
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(n=148)

Sleep
(n=250)

Total

Healthy weight
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Obese class I

Obese class II

Obese class III

Figure 1. Proportion of parents who met each lifestyle behavior recommendation.
Abbreviations: alt, alternative; LTST, leisure time screen time; MVPA, moderate to vigorous physical activity; SSB, sugar-sweetened beverage.
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Figure 2. Differences in the proportion of parents who met recommendations for daily energy intake and steps. Group 
effects: F = 3.2, P = .01; F = 5.4, P < .001, respectively.
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parents that met this level were Caucasian (vs non-Cau-
casian; χ2 = 4.4; P = .04) and had a postsecondary educa-
tion (vs high school education; χ2 = 3.9; P = .049). 
Parents with obesity (class II) consumed a higher number 
of grain products daily (7.8 ± 4.6) in comparison to par-
ents who were healthy weight (5.2 ± 1.9; P = .001) or 
overweight (5.9 ± 2.1; P = .02). Just over half of parents 
(53.4%) met recommendations for meat and alternatives, 
and this was consistent across BMI categories. Nearly 
80% exceeded recommendations for SSBs, with fathers 
consuming a higher daily intake than mothers (1.8 ± 1.7 
vs 1.3 ± 1.4 servings per day, respectively; P = .04).

The majority of parents (66.0%) met recommenda-
tions for MVPA, steps, LTST, and sleep. Overall, 69.4% 
and 55.6% met recommendations for daily MVPA and 
steps, respectively. In comparison to their healthy-
weight counterparts, fewer parents with class I (46.2%; 
P = .005), class II (47.4%; P = .03), and class III obesity 
(35.5%; P = .001) met the recommendation for daily 
steps (Figure 2). LTST recommendations were met by 
66.9% of parents; those more likely to meet this recom-
mendation were mothers (vs fathers; χ2 = 8.2; P = .004) 
and those with a postsecondary education (vs high-
school education; χ2 = 11.6; P = .001). The proportion of 
parents who met the recommendation for sleep was rela-
tively high (72.0%) and consistent across BMI catego-
ries; however, parents with a household income ≥$60 
000 per annum (vs <$60 000) were more likely to meet 
the recommendation (χ2 = 5.6; P = .02).

Discussion

Our study showed that most parents of children with 
obesity were also overweight or obese themselves and 
that most mothers and fathers of children referred for 
weight management had suboptimal lifestyle behaviors, 
particularly inadequate dietary behaviors. In comparing 
parents’ lifestyle behaviors to national guidelines, we 
found that while just over half of parents met recom-
mendations for physical and sedentary activities, less 
than one-third met dietary guidelines. Data reported 
herein are consistent with a previous report from our 
team documenting the lifestyle habits of children with 
obesity.19 Taken together, this research highlights the 
importance of focusing on family-level (children and 
parents) lifestyle and behavioral changes for managing 
pediatric obesity, especially since our analyses have 
revealed several areas in which families can make 
changes that can have a positive influence on their 
weight management.

In comparison to their healthy-weight counterparts, 
parents who were overweight and obese tended to con-
sume a higher daily energy intake; however, this 

observation reached significance only for parents with 
class II obesity. As well, the daily steps accumulated by 
parents who were overweight or obese were lower in 
comparison to healthy-weight parents. It is noteworthy 
that in comparison to nationally representative data,26 
participants in the current study consumed an average of 
approximately 100 to 200 kcal · d−1 more than the typi-
cal Canadian adult. Given the relationship between 
energy intake and body composition27 and overall 
health28 in adults, there is value in improving the daily 
energy intake of parents of children with obesity. 
Although select lifestyle behaviors differed by parents’ 
BMI category, most parents did not meet guidelines for 
dietary behaviors, with adequate vegetable and fruit 
intake representing the category met by the fewest par-
ents. Parents’ intake of vegetables and fruit is positively 
associated with children’s consumption of vegetables 
and fruit,29 which reinforces the need to apply family-
focused lifestyle and behavioral changes in pediatric 
weight management.13

In comparison to normative data from Canadian 
adults,26,30 study participants’ sleep behavior and dairy 
product, vegetable/fruit, grain product, and meat/alter-
native intakes were comparable. However, parents’ daily 
SSB consumption and step counts differed from national 
values. For instance, previous research showed that 
adults’ daily SSB intake averaged 0.4 ± 0.6 servings per 
day,31 whereas parents in the current study reported con-
suming 1.4 ± 1.5 servings per day. Furthermore, in com-
parison to data from the Canadian Health Measures 
Survey,30 the mean number of daily steps was lower for 
females (8400 vs 7700) and males (9500 vs 7600) in the 
current study. Improving dietary quality and increasing 
physical activity are common goals within most inter-
ventions for managing pediatric obesity,32 recommenda-
tions that are aligned with areas for which parents can 
make healthy improvements.

Similar to parents’ suboptimal lifestyle behaviors in 
the current study, previous research19 has demonstrated 
the suboptimal lifestyle behaviors of children with obe-
sity upon presentation to pediatric weight management. 
Using the same methodological approach, authors found 
that, unlike the parents in the present study, the majority 
of children with obesity (52.0%) successfully met 
dietary recommendations. Despite this discrepancy, a 
comparison of dietary intake between parents in the cur-
rent study and children in Ball et al19 demonstrated that 
greater proportions met recommendations for grain 
products and meat/alternatives, while fewer met recom-
mend-ations for fruits/vegetables and milk/alternatives; 
this highlights a comparable pattern of dietary behaviors 
between children with obesity and their parents. Ball  
et al19 also established a significant difference in the 
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amount of LTST between girls and boys, in which boys’ 
duration of LTST was approximately 1.5 times longer 
than girls. This finding was echoed in the current study 
and is unlikely coincidental. Studies have established an 
association between mothers’ and daughters’ dietary and 
physical activity behaviors,33,34 and it is reasonable to 
hypothesize that fathers’ lifestyle behaviors and partici-
pation in specific activities are likely to influence their 
sons’ lifestyle behaviors as well.

It is important to acknowledge the limitations of our 
research. First, our sample was drawn from parents of 
children referred to a tertiary weight management clinic. 
This sample may not represent all parents of children 
with overweight and obesity; parents in the current study 
may exhibit relatively high motivation to make lifestyle 
modifications in comparison to parents who are not cur-
rently seeking treatment for their children’s overweight 
and obesity. Second, while participants reported ade-
quate time in MVPA per week, their pedometers did not 
necessarily support this level of physical activity, so it is 
possible that participants overreported the duration and/
or intensity of their physical activity. Given the suscep-
tibility to reporting bias, the use of accelerometers in 
future studies is warranted. Response bias is also a pos-
sibility, as only 55% of parents provided MVPA and 
LTST data, and these parents may represent a more 
active subset of the sample. Finally, we used LTST as a 
proxy measure of sedentary activity, so it may have 
underestimated parents’ actual sedentary time. While it 
is possible that participants overestimated their physical 
activity and underestimated their LTST, alternatively, 
the differences in these behaviors may be true deviations 
from population norms and might reflect participant 
role-modeling for their children or readiness for change 
at presentation.

Conclusions and Future Directions

We found that most parents of children enrolled in pedi-
atric weight management are overweight or obese them-
selves and reported suboptimal lifestyle behaviors. In 
comparing the lifestyle behaviors of parents who were 
overweight and obese to healthy-weight parents, identi-
fied differences included greater energy intake, higher 
daily quantities of grain products, and fewer daily steps 
among parents with obesity. The subgroup of healthy-
weight parents in the present study had healthier life-
style behaviors in comparison to parents who were 
overweight or obese. This study also revealed that while 
the majority of parents met recommendations for 
MVPA, LTST, and sleep, most did not meet dietary rec-
ommendations. Taken together, identification of these 
specific lifestyle behaviors of parents is an essential step 

to optimize family-centered care in pediatric weight 
management, as parents of children with obesity have 
the potential to impove their lifestyle habits and overall 
health as well as their children’s.
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