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Abstract 

Background: Family-based lifestyle interventions (FBLIs) are an important method for treating childhood weight 
problems. Despite being recognized as an effective intervention method, the optimal structure of these interventions 
for children’s overweight and obesity has yet to be determined. Our aim was to better understand participants’ (a) 
implementation of behaviour strategies and long-term outcomes, (b) perceptions regarding the optimal structure of 
FBLIs, and (c) insights into psychological concepts that may explain the success of these programs.

Methods: Purposive sampling was used to recruit participants. We conducted focus groups as well as one-to-
one interviews with parents (n = 53) and children (n = 50; aged 7–13, M = 9.4 yr, SD = 3.1) three months following 
their involvement in a 10-week, multi-component, FBLI involving education and activities relating to healthy nutri-
tion, physical activity, and behavior modification. Using an interpretivist approach, a qualitative study design was 
employed to examine participant experiences.

Results: We identified three higher-order categories: (a) participants’ program experiences and perceptions (b) 
lifestyle changes post-program, and (c) recommendations for optimizing family-based programs. Themes identified 
within these categories included (a) support and structure & content, (b) diet and physical activity, and (c) in-program 
recommendations and post-program recommendations. 

Conclusions: We identified several challenges that can impair lasting behavior change (e.g., physical activity par-
ticipation) following involvement in a FBLI. On optimizing these programs, participants emphasized fun, interactive 
content, interpersonal support, appropriate educational content, and behavior change techniques. Concepts rooted 
in motivational theory could help address calls for greater theoretical and mechanistic insight in FBLIs. Findings may 
support research advancement and assist health professionals to more consistently realize the potential of these 
interventions.
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Introduction
Childhood overweight and obesity is recognized as a 
global public health crisis  [1]. In Australia, almost one 
quarter (24.9%) of children aged 5–17 years were classi-
fied as overweight or obese in a recent report [2], mir-
roring statistics observed in other Western countries, 
including the United States [3] and United Kingdom 
[4]. The prevalence of overweight and obesity among 
children is concerning given the adverse short- and 
long-term effects of excess body weight on physical [5, 
6] and mental [7–9] health. Excess weight in children 
is linked to hypertension, chronic inflammation, and 
other cardiovascular disease risk factors (e.g., [10, 11]), 
and overweight children also tend to experience teas-
ing, discrimination, and ostracism by their peers (e.g., 
[12,  13]). In addition, children with overweight and 
obesity have been shown to experience low self-esteem 
[14, 15] and heightened anxiety relating to body-image 
concerns and interpersonal relationships (e.g., [16]). If 
a child’s overweight or obesity persists into adulthood, 
the risks of long-term physical health complications 
[17, 18] and poor mental health outcomes (e.g., low 
self-esteem, depressive symptoms; [19]) are heightened. 
In light of this evidence, the design and implementa-
tion of lifestyle interventions that support weight loss 
among this at-risk group is a critically important public 
health challenge [20].

Behavioral and lifestyle interventions (i.e., those 
excluding pharmacotherapeutic, in-patient, and/or 
surgical approaches; [21,  22]) aimed at tackling chil-
dren’s overweight and obesity have been developed 
using varied approaches and with different ‘target’ 
populations. Broadly, these approaches may be clas-
sified as being child-focused [23, 24], parent-/guard-
ian-focused (e.g., [25,  26,  27]), or family-focused [28]. 
Despite positive results from some child- (e.g., [23, 24]) 
and parent-focused (e.g., [26,  27]) interventions, and 
some research suggesting that parents as exclusive 
agents of an intervention are as effective as a parent–
child dyadic approach in younger age groups [25, 28, 
29], it has been acknowledged that interventions pro-
vided to families (i.e., targeting parents and children) 
may have the greatest likelihood of stimulating adap-
tive short- and long-term weight outcomes for children 
(e.g., [30, 31, 32]). Lifestyle interventions with families 
often include resources and support directed toward 
parent and child nutritional education, physical activ-
ity, and behavioral modification (e.g., [33, 34]). As just 
one example of such a program, the ‘MEND’ (Mind, 

Exercise, Nutrition, Do it) trial was a prominent UK 
family- and community-based intervention in which 
parents and children attended 18 two-hour educational 
and physical activity sessions (twice weekly) [35]. Fol-
lowing participation in the program, parents were bet-
ter able to support their children’s dietary needs, and 
12-month follow-up tests demonstrated improvements 
in indicators of cardiovascular health, and psychologi-
cal well-being among children (evidenced by improve-
ments in global self-esteem scores) [35]. Furthermore, 
FBLI attendees have reported less concern with weight 
and shape, a reduction in loss of control of eating, 
decreased depression and anxiety symptomology, and 
improved quality of life (physical, emotional, social, and 
school functioning) at 12 months [36].

There exists a vast literature on frameworks and psy-
chological constructs that may explain varied effects of 
FBLI programs. For example, in self-efficacy theory, there 
are four antecedents to an individual’s confidence in their 
ability to perform a behaviour, namely, performance 
accomplishments (whether a task is performed success-
fully), vicarious experiences (whether an individual of 
equal ability is seen to perform a task successfully), verbal 
persuasion (i.e., behavioural feedback) and physiological 
and affective states (such as stress or joy) [37, 38]. In the 
context of overweight and obesity interventions, positive 
moods, setting goals and observing parents and peers 
successfully perform tasks are among the experiences 
which foster children’s self-efficacy in their ability to 
make healthy choices [38]. Moreover, the application of 
self-determination theory to weight loss is not new [39]. 
According to Ryan and Deci [40], humans have a univer-
sal desire to feel a sense of autonomy (i.e., a sense of voli-
tion), competence (i.e., a sense that one is capable), and 
relatedness (i.e., close, supportive connections with oth-
ers) in their pursuits. In instances when environments, 
programs, and/or instructors support and satisfy these 
needs, individuals tend to endorse more autonomous 
motivation for the activity in question. Self-determina-
tion theorists propose that motivation should be under-
stood not only in terms of its quantity (or level), but also 
its quality (or type). As such, individuals who endorse 
‘autonomous’ motives (e.g., enjoyment, interest, value) 
for an activity or program are more likely to sustain their 
efforts in the long-term than those who endorse more 
‘controlled’ motivation (e.g., reward, incentive, coercion, 
guilt). Our goal was to explore the types of psychological 
constructs that participants conveyed were influential in 
their behaviors and outcomes.”
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In discussing the merits of FBLIs, Berge and Everts 
[30] noted that targeting the whole family—rather than 
individuals within families—may stimulate more positive 
weight-related outcomes for children. Similarly, in their 
review of childhood weight interventions, Latzer et  al. 
[21] concluded that, despite equivocal evidence for some 
treatment modalities, “the one point for which there is an 
almost unanimous consensus is the key role of the fam-
ily in general, and of the parents in particular, to improve 
the outcome of any treatment program in pediatric over-
weight” (p. 418). In light of this literature, family-based 
approaches to tackling children’s weight issues are con-
sidered a preferred lifestyle- or behavioral-focused 
approach for effective weight regulation (e.g., [41]) and 
for promoting beneficial psychosocial outcomes in chil-
dren (e.g., [33, 42]).

Notwithstanding the positive outcomes for which fam-
ily-based treatments may be responsible, however, there 
remain important questions to be addressed in this area. 
In a systematic review exploring the viewpoints of ado-
lescents (12–17 years) who had attended overweight and 
obesity interventions, several of the key themes which 
emerged were: intervention tailored to the individual, 
active engagement and fun, longer term support, value 
derived from professional, peer and family support, and 
an emphasis on enjoyment from physical activity [43]. 
Furthermore, the adolescents indicated that the desire for 
social desirability and improved body image were power-
ful motivators for weight loss [43]. Considering the range 
of psychological constructs (e.g., [44]) which may influ-
ence participants’ outcomes following the attendance 
of a FBLI, we were interested in exploring participants’ 
perceptions of, and the experiences which conveyed, 
these psychological mechanisms. Thus, questions that 
were most salient for the design of this study related to 
the need to better understand (a) the implementation of 
behaviour strategies (such as self-monitoring) and long-
term outcomes, which are notoriously variable in these 
programs (e.g., [45]); (b) perceptions regarding the opti-
mal structure of FBLIs, and (c) insights into the psycho-
logical mechanisms that may explain the success of these 
programs.

In this study, we sought to understand (aspects of ) 
participant experiences during and following a FBLI for 
children’s overweight and obesity. In seeking to address 
the broad issues outlined above, we sought detailed 
feedback from parents and their children after they 
had completed a FBLI. More specifically, we sought 
information regarding participants’ (a) experiences in 
and perceptions of the program, (b) lifestyle changes 
following the program, and (c) recommendations for 
optimizing the effectiveness of programs of this kind. 
These three broad discussion areas were selected 

because they either mapped directly onto issues that 
we sought to better understand (e.g., asking about pro-
gram experiences and recommendations should inform 
our knowledge about optimal intervention structure), 
or because they would likely enable us to make infer-
ences about issues that may be considered too esoteric 
(or technical) to discuss directly with community-based 
participants (e.g., behaviour strategies or psychological 
mechanisms).

Method
Grounded in our desire to capture parents’ and chil-
dren’s lived experiences within a family-based inter-
vention, we adopted an interpretivist approach to 
enquiry [46]. The interpretivist approach is under-
pinned by the position that multiple realities exist and 
that these realities are constructed through human 
interaction. An important tenet of this approach is that 
knowledge is subjective and socially constructed. This 
approach, therefore, is suited to underpinning inves-
tigations into the ‘realities’ of individuals’ experiences 
within an activity or context [47]. A qualitative study 
design was adopted in accordance with our research 
aims and underlying epistemological stance and theo-
retical concepts, such as self-determination theory [39, 
40], informed the development of the interview guide. 
Analyses were conducted using Braun and Clarke’s 
steps of reflexive thematic analysis [48, 49].

Participants
We aimed to recruit parents and their children who had 
completed a program and had returned to an extended 
period of ‘independent’ (i.e., unsupervised) living so as 
to enable us to explore long-term effectiveness and life-
style change/maintenance post-program. We primarily 
sought to obtain insight from parents and children who 
had received the full program ‘dose’, as those participants 
would likely have the richest experience upon which to 
reflect. For the sake of contrast and in order to capture 
more balanced data, however, we aimed to supplement 
these accounts with information from a sub-sample of 
parents who had withdrawn from the program (given 
that attrition from FBLIs is common; e.g., 50). A total of 
53 parents (47 mothers, 6 fathers) and 50 of their chil-
dren (26 female, 24 male; aged 7–13, M = 9.4 yr, SD = 3.1) 
participated in focus group interviews (n = 97) or one-to-
one interviews (n = 6 parents). All children were classi-
fied, according to body mass index (BMI), as overweight 
(BMI > 25.0) or obese (BMI > 30.0) at entry into the pro-
gram, and participants were drawn from the Perth met-
ropolitan area.
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Ethics
Ethical approval for the study was granted by the Human 
Research Ethics committee at the second author’s univer-
sity institution.

Procedures and data collection
All program completers were invited to participate in the 
study. During a scheduled program follow-up assessment 
that took place three months after the end of a family’s 
involvement in the 10-week family-based program (see 
following section for program information), prospective 
participants (parents/guardians, and children aged 7–13) 
were approached by members of the research team (over 
50% of those invited were willing to participate). Focus 
groups were used to provide an in-depth understanding 
of participant perception and identify barriers to change 
that cannot be addressed using quantitative methods [43] 
in a time- and cost-effective manner, as well as examine 
the role of motivation using a qualitative approach (i.e., 
gain insights into types, rather than levels, of motivation) 
[39]. Prior to all interviews, parents were provided with 
information about the nature of the project and their par-
ticipation rights, and were subsequently invited to pro-
vide written informed consent for their, and their child’s, 
involvement in the investigation (children also provided 
assent before participating). Eighteen semi-structured, 
face-to-face focus group interviews took place at the 
end of scheduled follow-up sessions in a large, confined, 
recreational venue that had been use for program activi-
ties, with two-to-six participants in each focus group 
interview. Focus groups for program ‘completers’ were 
conducted with children (n = 9 sessions) and parents 
(n = 9 sessions) separately to ensure that the perspec-
tives of children were freely explored. Six of the parent 
participants were those who had left the program early, 
and these parents were separately recruited (via email) in 
order to provide perspectives from program non-com-
pleters. One-on-one phone interviews were held with 
these non-completer parents to obtain the richest possi-
ble accounts from all of these participants.

It is worth noting that some inter-patient and patient-
interviewer dynamics likely affected the findings of this 
current study. For instance, prior to participation in 
interviews, participants became acquainted through 
participation in the FBLI program. There is little consen-
sus in the literature on the impact of conducting focus 
groups with acquaintances. Some researchers (e.g., [50]), 
suggest that focus groups with acquaintances, particu-
larly children, increases participants’ comfort, facilitating 
open, honest discussion: whereas others (e.g., [51]) cau-
tion against this, identifying an inhibitory effect in this 
context. In the present context, the use of focus groups 
was considered an appropriate method of exploring the 

shared experiences of participants in a non-threatening 
environment [50]. Further, patient-interviewer dynamics 
affect findings. In the present study, the interviewers and 
broader research team were not involved in the imple-
mentation of the program and had no prior relationship 
with program participants. However, all interviewers had 
prior experience with overweight and obesity research 
and interventions.

Three members of the research team developed a semi-
structured interview guide for parents and children prior 
to data collection. In line with the aims of this study, the 
interview guide included open-ended questions devel-
oped to explore parent and child (a) experiences within 
and perceptions of the program, (b) lifestyle changes dur-
ing and following the program, and (c) recommendations 
for optimizing the effectiveness of programs of this kind. 
Probing questions were used to explore answers given by 
participants, concepts surrounding answers, and to gain 
further explanation regarding a belief or behavior. At the 
end of each focus group or phone interview, participants 
were invited to ask questions. Based on the nature of the-
matic analysis, there always remains an ability to generate 
alternate meanings from data, and as a result, data analy-
sis may never truly be considered ‘complete’. Data collec-
tion continued, therefore, until members of the research 
team made an interpretive judgement that the data 
provided a faithful and detailed representation of par-
ticipants’ experiences during and following the program 
[52]. On average, focus group interviews with ‘completer’ 
parents lasted 22  min, and focus group interviews with 
children lasted 17  min. The six one-to-one interviews 
with ‘non-completer’ parents lasted 20 min on average.

Program description
Accessing a sufficiently large community-based sample 
of parents and (overweight or obese) children who have 
attended and completed—and are willing to share their 
experiences about—a FBLI is a challenging undertaking. 
For that reason, rather than relying on convenience or 
snowball sampling, the research team sought to identify 
a program that could be targeted for the recruitment of 
all participants, and that could be considered representa-
tive—in light of program content and delivery methods—
of best-practice in terms of treating children’s overweight 
and obesity. The Better Health Company (www. bette 
rheal thcom pany. org/) provides a childhood overweight 
and obesity intervention called the Better Health Pro-
gram (betterhealthprogram.org/) to families across 
Australia who, over the past 10  years, have shown sta-
tistically significant improvements in self-esteem, BMI, 
healthy eating habits and physical activity upon program 
completion. The program aims to have children build 
confidence, improve self-esteem, become fit, and teach 

http://www.betterhealthcompany.org/
http://www.betterhealthcompany.org/
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parents the skills to ensure their children are healthy. The 
organization is reputable, well-known, and government 
funded; its program is based on best-practice program-
ming guidelines and published research evidence (e.g., 
the previously-described UK MEND trial). The 10-week 
multi-component program involves weekly, two-hour 
parent-and-child sessions—delivered by trained health 
professionals—focused on the provision of resources, 
education, and experiential activities relating to healthy 
nutrition, physical activity, and behaviour modification 
(through, for example, goal setting, planning, reinforce-
ment, and stimulus control; 35). The program targets 
children with overweight and obesity aged 7 to 13 years 
old, is cost-free for participants, and operates in venues 
such as leisure and recreational centers, community and 
school halls, and council facilities across multiple loca-
tions in Australia. Participants are recruited through 
community promotion (flyers, posters, social media sites) 
and referrals by health professionals. The Better Health 
Program—in terms of lifestyle modification aspects, 
behavior change content, expert delivery, and program 
length—adheres to many of the best-practice recommen-
dations for family-based program content [20, 53, 54]. As 
a result, we recruited all participants from this program 
for the present study.

Data analysis
All focus groups and phone interviews were transcribed 
verbatim by the second author and were reviewed a sec-
ond time to ensure the accuracy of transcription. We 
conducted reflexive thematic analysis using the six steps 
outlined by Braun and Clarke [48, 49]. During the first 
step, the familiarization process, a theme code guide 
was developed during interviews and the initial tran-
scription process to facilitate the generation of meaning 
units. Upon completion of the verbatim transcriptions, 
all transcripts were imported into QSR International 
NVivo 11.4.2 computer software. During the second 
step, the fifth author initially identified meaning units 
(i.e., paragraphs, sentences, and phrases containing con-
textual information) that had relevance to the research 
aims. Third, meaning units were isolated and grouped in 
instances when they contained consistent content (e.g., 
ideas, experiences). During the fourth step, an initial net-
work of themes was identified that corresponded to the 
overarching categories that were the focus of discussion.

During the fifth step, the initial network of themes was 
shared with all co-authors to review. Members of the 
research team who were not involved in the initial cod-
ing adopted the role of ‘critical friends’ in the subsequent 
analysis stage [47, 55]. In this critical friend stage, the 
second author met with individuals or groups from the 
research team (many of whom had extensive experience 

conducting and publishing qualitative, thematic-anal-
yses-based work) to discuss his initial coding, identifi-
cation of meaning units, and impression of themes and 
theme-to-theme relationships. During this process, each 
of the critical friends offered feedback for considera-
tion, challenged assumptions, provided alternative per-
spectives, and sought clarification on initial coding. This 
process resulted in the re-definition, re-organization, 
merging, and deletion of themes. The goal of this process 
was not to achieve complete consensus among all mem-
bers of the research team—instead, the process served 
to highlight different perspectives and interpretations, 
and challenge any assumptions or ambiguities. Through 
the process of analysis, the authors were pushed to chal-
lenge their own pre-conceptions. The process of writing 
and editing the manuscript served as the sixth (and final) 
stage in clarifying themes and interpretations of the data.

Results
Themes and subthemes were grouped into higher-
order categories according to the discussion areas, and 
reflected (a) participants’ program experiences and per-
ceptions, (b) lifestyle changes post-program, and (c) rec-
ommendations for optimizing family-based programs. 
We elaborate on these categories in the material that fol-
lows, and in the supporting tables we provide additional 
meaning unit examples to supplement (i.e., different 
from) those presented in the main text.

Program experiences and perceptions
Meaning units in this category were grouped into two 
themes according to whether participants discussed their 
experiences of support from others in the program (i.e., 
the human-to-human interactions in the program), or 
whether they were describing issues relating to program 
structure and content (see also Table 1). Two subthemes: 
similarity to peers, and instructor characteristics, were 
identified within the theme, support. Three subthemes: 
interactive components to develop competence, novel 
educational resources, and variety and a sense of auton-
omy, were identified within the theme, structure and 
content.

Support
Parents described the importance of a supportive atmos-
phere in FBLIs of this kind. Importantly, this theme 
included both ‘peer-to-peer’ support from other program 
participants, as well as ‘top-down’ support from program 
instructors.

Similarity to peers
In terms of peer-to-peer support, it appeared that 
high-quality peer support was facilitated in part by 
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perceptions of similarity (in terms of activity and ability 
levels) between participants. As one parent noted, “[my 
daughter] finds herself in the middle of a group where 
they all have the same level of activity, so nobody is faster 
or stronger or better. That really helped her because, as a 
group, they all helped together through the same activi-
ties.” On a separate issue, another parent appreciated the 
supportive comments from peers, stating, “saying nice 
things about other [children] in the group, it builds other 
people up as well. I think that was helpful, and [the chil-
dren] were quite proud of it, it’s something for them to 
hold on to” (see also Table 1).

Instructor characteristics
With respect to top-down support from program staff 
and instructors, parents acknowledged the significant 
role played by instructors in terms of setting the tone for 
support in the program. It was important that instruc-
tors in programs of this kind were seen as friendly, cred-
ible sources of information, and displayed empathy and 
patience. One parent commented, for example, “I would 
love to thank [instructor 1] and [instructor 2]. It was 
great, they were great, we had a really good time, they 
supported us well because they were so patient with the 
kids.” In a similar vein, another parent commented on 
the positive effects engendered by instructors creating a 
sense of ‘groupness’, noting, “I found it really interesting. 
[Our instructor] was really good, we had lots of interac-
tion, a lot of group things we had to do, a lot of group 
discussions among parents.” Complementing these expe-
riences was feedback from participants who had failed 
to complete the program, and who also considered sup-
port-related issues to be key to program effectiveness. 
One parent commented, for example, “I work full time, 
I have two kids, my husband works night shifts—it’s like 
I’m a single parent, so I’m really looking for support from 
[the instructors]. Sometimes, it felt like they more cared 
about filling in forms than being of support to anyone. I 
didn’t feel like it was something we were going to get sup-
ported through.”

Structure & content
In this theme, parents and children described several 
structural and content elements of family-based pro-
grams. Most notably, they emphasized (a) the signifi-
cance of practical and interactive components, (b) the 
inclusion of appropriate educational material, and (c) the 
importance of program features that support participant 
enjoyment.

Interactive components to develop competence
With respect to practical and interactive components, 
parents and children appreciated the ‘hands-on’ elements 
of program content. This practical approach allowed par-
ents and children to develop their understanding (and 
competence) regarding, for example, nutrition-related 
skills. Specific strategies will vary program-by-program, 
but one example of this interactive approach in the pre-
sent program was the use of food label reading sessions, 
and a ‘live’ visit to a supermarket. Discussing this com-
ponent, one parent commented, “the best thing we did 
was when they took us to the supermarket and they actu-
ally showed us how to look for the labels… like, telling us 
‘this is good, this is not good, this has too much fat, this 
one has a little bit of sugar’, it just gives us details on what 

Table 1 Themes and exemplar meaning units reflecting 
perceptions about the family-based program

Theme Exemplar Meaning Unit

Support “A lot of the kids that are there, are there for the 
same reasons. My child was able to understand 
what they’re all going through, so he was doing 
the same stuff, like eating habits, exercises, stuff 
like that, and it just gave them something to do 
together.” (peer-to-peer support)
“I made a lot of new friends here. It was really fun” 
(peer-to-peer support) (child)
“The children were happy. The instructors were 
supportive… they also take your concerns and 
help you along. The information was great—for 
the children to hear it from the group leaders, I 
think it hits home a lot better.” (top-down support)
“I feel like it’ll be better to know if we were doing 
well, so, like, if they kept telling us if we were 
doing well or all that, then it’ll make us more moti-
vated.” (desired top-down support) (child)
“Those instructors were great, they supported us 
every time, they are so patient for the kids.” (top-
down support)
“I think the teachers were really good. They tried 
really hard to keep the kids focused.” (top-down 
support)

Structure & Content “what I really liked was that there was so much vis-
ual stuff. They did this whole experiment, like how 
much fat is in M&M’s… I hardly ever eat M&M’s 
anymore. It’s all the visual stuff for the kids, it’s just 
brilliant. Rather than just saying you shouldn’t eat 
this, it was just really visual and it was awesome. 
Sugar was put in your faces to see how much fat 
was in that product, that was visual. It was a good 
thing.” (practical, interactive elements)
“We learned. We learned to eat food in mod-
eration, to check and know how much fat and 
sodium and stuff’s in the food that we buy from 
the shops.” (appropriate educational material)
“We did learn so much about food, what’s good, 
what’s not, there was lots of information. Finding 
out stuff that I didn’t expect to find out, that stuff, 
the food had extra sugar that was hidden and 
stuff like that, so I found it really good.” (appropriate 
educational material) (child)
“If he had a choice to join in [with the physical 
activity], he would have enjoyed it more, not like 
it’s a case of ‘you have to do that.’ I felt like it was a 
little bit forced upon him.” (enjoyment)
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to take away.” Children also appreciated these practical 
methods for delivering educational content. One child 
commented, “I liked it when we went to the shop and 
learned about the labels. We got to learn about the labels 
and what’s good for you, what’s bad for you, and what the 
best brands are.” Similarly, reflecting on ways in which 
program content could be improved, another child noted 
he would have appreciated “if we got to learn things in 
different ways, like doing activities, instead of sitting 
and… trying to listen.”

Novel educational resources
As well as describing the importance of practical program 
elements, participants also expressed a desire for educa-
tional material—which was central to program content—
that was considered ‘new’ or ‘fresh’. For example, the 
program afforded parents and children with the oppor-
tunity to learn new healthy recipes; one parent noted that 
“[the] program’s been really helpful in terms of recipe 
ideas and giving information about reading labels and 
all those kinds of things I didn’t know before.” Similarly, 
another parent commented, “A lot of the stuff… was all 
new for the kids, and the information was very accurate. 
They kind of gave you websites that you can look for, go 
and search for recipes, community activities and things 
like that.” It was noteworthy that children expressed the 
same sentiment. One child commented, “I learned that 
when you have lots of muscle, fat won’t be able to grow 
that much. And also, instead of using sugar, you can use 
natural sweeteners or healthy fruits. And instead of hav-
ing white bread, you could have whole-meal bread. I 
found out that wheat is much better.” Whilst discussing 
educational material, parents expressed concerns when 
information was not considered to be ‘new’ or ‘fresh’. 
One parent, for instance, noted that “I think the program 
itself is good, but I don’t think it was suited to my son. 
You know, they gave a lot of good tips and things, but it 
was nothing that wasn’t already common knowledge.” A 
parent who did not complete the program added, “it’s all 
good to say ‘you need to stay away from junk food’, but 
we all know that already. It was based a lot on things that 
we already know… we stopped going because everything 
that we were learning was stuff that everybody knows.”

Variety and a sense of autonomy
Finally, participants emphasized the importance of pro-
gram elements that support participant enjoyment. Many 
parents and children reported that they enjoyed the 
physical activity within the program sessions. One parent 
summarized, “the exercise, that’s the fun part. Because 
they’re all the same, they helped each other, and they 
had real fun, they loved it. The kids will go off with the 
instructors and get bright red, sweaty, and they absolutely 

loved it, and they would stay behind”. This enjoyment 
appeared to be derived from children being able to access 
a variety of different forms of physical activity, and ‘hav-
ing a say’ (or some degree of autonomy) over their activ-
ity involvement and choices. Participation in different 
team or cooperative activities was perceived as enjoyable 
and as an opportunity to learn and develop competence 
in new areas. One child noted, “I liked the sports. We got 
together and worked as a team. And we got to run around 
and be free, have fun, and learn new stuff. Bouncing! And 
running! I liked getting to do the different exercises.” The 
same effect was described in instances when children felt 
that there was a lack of variety or autonomy. One child 
commented, for example, “I didn’t like having to do fit-
ness, it didn’t really help me. We were just standing in 
circles for the whole thing, we didn’t run or anything. I 
thought we’d be racing and that stuff.” One parent echoed 
this sentiment, noting, “[my boy] kind of felt like it was a 
bit, like he had no choice with that side of it, that’s how he 
felt, that’s what he said to me” (see also Table 1). Another 
parent elaborated, “[My child] told me that if it’s boring 
they don’t want to go, so I feel that the activity part could 
attract them to go. Something that attracts them and not 
something simple, and then they would do it. It would be 
good if there were some interesting activity for them.”

Adherence to lifestyle changes post‑program
When describing their ability to maintain lifestyle 
changes following a family-based weight loss program 
(i.e., to self-regulate in the longer-term), participants 
spoke broadly about two key health behaviors. Specifi-
cally, they described successes and challenges relating 
first to children’s diet, and second to children’s physical 
activity levels, which were grouped into two themes. In 
doing so, participants also described some of the reasons 
underlying those successes and challenges. In the mate-
rial that follows (and Table 2), we detail instances where 
families felt that they had successfully sustained or self-
regulated their diet or physical activity following the 
program (i.e., ‘successes’), in addition to those instances 
where they felt they had failed to sustain or self-regu-
late those behaviors as well as hoped (i.e., ‘challenges’). 
Within the theme, diet, these responses were grouped 
into three subthemes, namely: healthier dietary choices, 
resources and goal setting, and conflicting priorities and 
financial cost. Four subthemes: habit formation, lack 
of motivation and structure, stigma and ostracism, and 
financial constraints, were identified within the theme, 
physical activity.

Diet
Three months following the completion of their pro-
gram, parents and children described various ways 
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through which they (believed that they) had success-
fully adhered to, or sustained, dietary changes brought 
about during the program. These ‘successes’ reflected 
an ongoing awareness—that had been provided 
through participation in the program—regarding (a) 
healthier choices, recipes and food substitutions, and 
(b) nutrition resources (e.g., websites) and simple ‘tips’ 
or skills (e.g., portion size changes, label reading hab-
its) that were considered valuable and sustainable.

Healthier dietary choices
Speaking generally about making healthier dietary 
choices, one parent noticed, “we’re now eating more 
fruits and vegetables. We don’t have food goals, but 
we’re just eating more of the healthier stuff now.” Simi-
larly, one child mentioned, “we make these cupcakes 
now, and we didn’t put any sugar on them at all. We 
do it healthier, the healthier version.” Another child 
highlighted that his family was still making healthier 
substitutions that had been introduced during the pro-
gram, “now we use wholegrain bread all the time. And 
also wholegrain spaghetti, and wholegrain crackers” 
(see Table 2).

Resources and goal setting
Participants also described making sustained use of food-
related resources and some of the ‘simple’ skills that they 
had picked up during the program. Online resources, for 
example, were used by families to source and prepare 
healthy meal ideas. One parent noted, “there’s a web-
site which gives you 4 meals every week, and it shows 
you how to prepare… some of us have taken up that, so 
we’re still getting 4 healthy meals a week.” In terms of 
the tips and skills that had been maintained, participants 
most frequently identified issues relating to label read-
ing and portion control, which had been core elements 
of the program. One parent commented, “one thing we’ve 
been able to continue is a lot of the label reading—under-
standing how to read labels on food. You know, we still 
do that all the time—look at how much sugar, how much 
fat, so at least we don’t eat a lot of that sort of stuff now.” 
Another parent reinforced this aspect, indicating, “he’s 
more aware now of food labels and, you know, the por-
tions. So now when we go shopping, he will still look at 
the labels for the salt and sugar, and the fats. He didn’t 
do that before, but he does that now.” Children also high-
lighted the continued use of this information. One child 
mentioned, for example, “I’ve changed my eating habits, 

Table 2 Themes and exemplar meaning units reflecting lifestyle (i.e., dietary and physical activity) adherence post-program

Theme Exemplar Meaning Unit

Diet (Success) “The way I cook now, I reduce the amount of oil in cooking, reduce what they call it, the portion or the size.” (generally 
healthier choices)
“I used to bring full cream milk, you know, for the small kids. Now I’m just bringing low fat. I used to bring white bread and 
whole meal, now I’m bringing the whole meal only. I don’t bring white bread at all.” “He still has snacks but now, he has 
different snacks, like fruit salad with yogurt, and he likes it.” “They are looking for more vegetables instead now, and eating 
more vegetables now.” “I started drinking a lot more water instead of lemonade.” “I know I always feel hungry at night, so I 
now normally eat apples. Before that I always had cookies but now I don’t.” (healthier substitutions)
“If I like see a packet of chips, I turn it around, and then see the nutrition label. For chips, I look at the salt, and then for like 
lollies, it’s like sugar, I really just look for everything, cause they’re full of everything. (nutrition resources, tip, and skills) (child)
“Things like how to cut down on carbs, and we learnt how to read the labels, and even still to this day, they still do it. With 
my son, he’s become very observant. When we go shopping he’s like, “Ma, this is not good, it’s got that much sugar”. He’s 
just more conscious now, and he goes through the labels.” (nutrition resources, tips, and skills)

Diet (Challenges) “We made a bit of a WhatsApp group for sharing ideas, which we haven’t actually connected, we were going to, but I sup-
pose everyone got busy. We have got a Facebook group now, but we haven’t really talked during this holiday, probably 
cause everyone’s away or something.” (conflicting priorities)

Physical Activity (Success) “The program gave us these pamphlets with different things you could do. Crossfit was one of them. So, I’m doing Crossfit 
once a week now.” “I was allowed to ride to school afterwards, and at first, I took the short way, but now, I always go the 
long way.” (continued positive attitudes and engagement)

Physical Activity (Challenges) “I think it’s [physical activity] dropped off, because in the program we were setting goals, like their physical activity goal 
every week. It was set up from the start and you had to do it for about a month, so they were pushing. Now that’s gone, 
my son doesn’t do that anymore.” (loss of structure)
“The problem is like, we give excuses, I’m busy, I’ve got something, I can’t do it today, today I’m tired, always making 
excuses.” (loss of structure)
“Like mixed martial arts, self-defence physical activity, you do your own stuff, and you never get kids get left out. They do 
stuff together, but no kids get left out because they’re the slowest or fattest or shortest or tallest. That worked for us, we 
don’t feel like he’s getting left out, where in soccer and stuff they get left out. It’s about finding something that they want 
to do, and enjoy, get accepted. If groups were more inclusive, that would be good.” (stigma / exclusion in community activ-
ity)
“Some of the community sports are too expensive. We have 3 kids, and it’s too expensive to put them in there.” (cost)
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and when we shop, I always read and check the labels.” 
In addition to label reading, parents also noted they had 
sustained a focus on portion sizes following the program. 
One commented, “[my children] are always watch their 
serving sizes now. They tend to make it smaller now.” 
Another parent described the ongoing use of goal-setting 
principles, initiated during the program, in relation to 
portion control, “my daughter set goals. One of her main 
goals was not to ask for second servings. She used to 
throw tantrums in the past, but now she’s better.”

Conflicting priorities and financial costs
As indicated above, there were multiple ways in which 
parents and children had sustained dietary changes fol-
lowing the completion of the program. There were, 
however, important challenges to maintaining healthy 
dietary practices once families were no longer attending 
the program. These challenges appeared to reflect issues 
that were related to conflicting priorities or financial cost. 
In terms of conflicting priorities, one parent described 
difficulties with their child’s preference for hedonically 
rewarding food options, saying, “I can’t see him ever 
choosing an apple or a carrot over a piece of chocolate, 
even though he now knows how bad the chocolate is, 
and how good the apple or carrot are.” In addition, some 
parents described how financial pressures contributed to 
the sense that sustaining healthy food habits was difficult 
outside of the program. One parent indicated, “I pretty 
much live day-to-day with what I can and can’t get, and 
fresh fruit and vegetables are on the ‘luxury’ list. We just 
can’t afford to get fresh fruit and vegetables every week, 
so that made it hard for me. [The children] are telling me 
you should prepare this and this, and then… I can’t afford 
to buy this and this for them to eat” (see also Table 2).

Physical activity
There were several instances where parents and their 
children described the continuation of more positive atti-
tudes toward physical activity—and in some instances, 
physical activity levels—after the program.

Habit formation
One child commented, “I’ve been walking my dog, walk-
ing around, running around, and I’ve been doing sport 
at school. It was one time, then it went up to two, then 
three, now it’s four times a week.” Similarly, another child 
noted that they had continued their involvement in the 
activities that were enjoyable in the program, “I do lots 
of sports at school now. Seven hours a week after school, 
because I like to play soccer now.” Some parents rein-
forced this lasting change in attitude and behaviour—one 
parent explained, “We started walking to school during 
the program, and we’ve continued with that. Not every 

day, but we do it often—walk to school in the morning, 
we really enjoy that.” One parent reflected on the contin-
ued change in her son’s activity levels, “after the program, 
like he does ride his bike, I think that gives him moti-
vation to keep going. Now, if he misses his bike ride on 
Monday, he will do it on Wednesday, or he tries to put 
it on other days, so that he knows he’s done it [cycled] 
twice or three times a week.” Another parent added, “[my 
daughter’s] at home and, ‘Oh, I’ve got some time now, I’m 
going to go outside and play on the trampoline’, she does 
that almost every afternoon, so even though it might not 
be organized activity, she’s always like, ‘I’m going to go 
run around or go do something’.”

Lack of motivation and structure
In comparison to the range of ‘successes’ parents and 
children described regarding their sustainment of dietary 
changes, though, maintaining physical activity patterns 
following involvement in the study’s family-based pro-
gram appeared more challenging. There were, accord-
ingly, substantial challenges that parents described in 
relation to the self-management (within families) of phys-
ical activity. First, parents highlighted that the withdrawal 
of the structure provided by the program (and allocated 
time and supervision) had made it difficult for them to 
continue to support their child’s physical activity. On this 
issue, one parent commented, “it’s hard for me—there’s 
not enough time. Sometimes, we [the parents] don’t have 
the energy. Sometimes, we have the time, but we get more 
tired than the children, they have energy, but it’s just us 
that doesn’t.” Another parent explained, “The program’s 
just really good, it’s just the challenge of having, of how to 
go on on your own, because it’s very goal oriented, that’s 
been so good, it is more of how you keep them motivated 
to carry on.” A different parent reinforced the same issue, 
“The exercise part for the kids is missing after you finish, 
so we had to fill the time, even if he does other things, it’s 
not the same, because if you’ve got something interest-
ing, they get more into it I find. I think just not having 
the fixed times, that we knew that Thursdays four to six, 
that’s what we’re going to do.”

Stigma and ostracism
In reflecting on the benefits of being with similar oth-
ers during the program (e.g., other overweight children), 
some parents noted that integration into ‘regular’ com-
munity activity post-program was difficult. One parent 
explained that her child felt ostracized when she tried to 
participate in community-based sport following the pro-
gram, “the people organising the activities don’t use your 
kids in games because they’re “fat” or they’re “slow”, and 
it’s adults saying that to kids.” Another parent shared, 
“when [my son] was doing the exercises, he was actually 
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so confident and relaxed because everyone else was the 
same… it’s the interaction with other kids. It’s just differ-
ent after [the program] when they go out and to do the 
sports on their own” (see also Table 2).

Financial constraints
Finally, in the same way that financial pressures were 
highlighted as a challenge to ongoing dietary changes, 
the cost of accessing courses, gyms, or social sports was 
another challenge to maintaining physical activity initi-
ated during the program. One parent noted, “even the 

courses… to join them it’s a bit expensive, that’s why 
sometimes it would be better if it was free somehow. You 
know, it’s good for us and the kids, so we’d love if there 
are any more things coming, like for active sport, these 
kinds of things.”

Program Recommendations
Meaning units within this category specifically related to 
parents’ and children’s recommendations for optimizing 
FBLIs for childhood overweight and obesity. These rec-
ommendations either reflected those that were provided 

Table 3 Themes and exemplar meaning units reflecting suggestions for program recommendations

Theme Exemplar Meaning Unit

In-program Recommendations “Maybe do these programs over a longer period 
of time, because you always fall off once you’ve 
finished. So maybe extending them would be 
good.” (intervention length)
“The children want to exercise, they want to 
move, they don’t want to sit down and listen. 
More activity-based things could be more engag-
ing.” (intervention content)
“The younger ones are seven to nine, they’ve 
got a really short attention span, so it was quite 
long, after a day at school, to come in and do the 
program. The older ones, sort of, are more aware 
of the impact of having a weight issue, it’s more 
obvious to a nine to eleven maybe, or a nine to 
thirteen.” (grouping considerations)

Post-program Recommendations “I think regular height and weight checks once a 
month, every two months maybe… I think that’s 
really important for the children and even the 
parents… and they can talk for ten to twenty 
minutes about what they’ve been doing different.” 
(maintaining connections – program)
“Call and speak to the child… ‘hey, how’re you 
going, what sport are you doing now, how’s 
school going?’ And, you might be able… to keep 
them on track, like a long-term thing after the 
program.” (maintaining connections – program)
“After the group finishes, maybe if there was 
somebody who could still do like the activity side, 
even just an hour a day or an hour a week. If we 
could do that for the rest of the year, it’d really 
get them motivated and going, then maybe that 
would help.” (maintaining connections – program)
“It’d be nice to have sessions every now and then, 
get them back together again. I think, like an 
email chat, just send the children an email, how 
you going, that kind of thing.” (maintaining con-
nections – program)
“I think an app, like most people have smart-
phones, so an app would certainly keep me on 
track.” (maintaining connections – other partici-
pants)
“I know HBF do these fitness sessions. How about 
something like that from the program for the kids 
in certain areas? I think that would be really great, 
because then it’ll be engaging for the kids, and 
they really want to be a part of it. I think some-
thing like that would be really good.” (maintaining 
connections – program and other participants)
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about the program experience itself (grouped into the 
theme, in-program recommendations), or those focused 
on the period following the program (grouped into the 
theme, post-program recommendations). Below, we 
detail key issues highlighted in these two themes (see 
also Table  3). Within the theme, in-program recom-
mendations, three subthemes: intervention length and a 
gradual transition, increased physical activity, and iden-
tification with peers, were identified. Additionally, three 
subthemes: ongoing program support, ongoing commu-
nity support, and accountability, were identified within 
the theme, post-program recommendations.

In‑program recommendations
When asked how to achieve the best possible short- and 
long-term outcomes from these kinds of programs, par-
ents and children made recommendations about in-pro-
gram issues specifically relating to intervention length, 
intervention content, and grouping considerations.

Intervention length and a gradual transition
In light of some difficulties maintaining healthy behav-
iors (specifically, physical activity) following the program, 
some parents suggested that longer programs (includ-
ing a dedicated ‘transition’ phase at the end) may be 
beneficial. One parent commented, “I think it would be 
nice if programs were spread out, instead of having it in 
just one school term.” On the issue of a gradual transi-
tion out of the program and into self-regulation, another 
commented, “it would be nice to have a bit more conti-
nuity instead of just doing that one program and finish-
ing.” One parent suggested that a transition phase could 
involve shorter sessions, “You could, you know, make 
those later sessions just a quick blast of activity. We’ve 
got what we need for information, but that could be a 
way of keeping things active for longer.”

Increased physical activity
In terms of intervention content, it was apparent that 
children expressed a desire for prioritizing time toward 
(enjoyable) physical activity during the sessions. One 
child mentioned, “less talking, more playing. We nor-
mally do an hour of talking and a bit of sport, and then 
we’re coming back, and then we have to leave.” Similarly, 
another commented, “I want more games, I want to run 
more. If not, we do more mind things instead of active 
things.”

Identification with peers
Finally, some children raised noteworthy recommen-
dations about sensitivity to grouping considerations. 
Although the majority of children observed likeness 
with others in terms of weight and health issues, age 

differences appeared to be a barrier to participation in 
some instances. One child mentioned, “I don’t know, 
maybe the age groups that they take in at one time should 
be smaller, because for me to come in was awkward, 
because I’m 13 and all of you guys are like 10.” Another 
child commented, “I kind of wished like the age groups 
were exactly the same for everyone. You won’t get a lot of 
teenagers wanting to join unless their parents force them 
into it.”

Post‑program recommendations
Parents provided valuable recommendations for post-
program strategies that could improve the maintenance 
of healthy dietary and physical activity behaviors learned 
during family-based programs of this kind. The overarch-
ing recommendation reflected the importance of main-
taining connections—with the program and those with 
whom the families had completed the program.

Ongoing program support
For example, parents endorsed the possibility of hav-
ing formal ‘post-program support’ through occasional 
contact with the children. One parent explained, “to 
have someone like that [from the program] calling, you 
know, contacting you, asking how you’ve been, what 
you’ve been doing, what your goals are for the next 
month, I think that would just reinforce the message, 
and it wouldn’t take a lot of time.” Other parents felt that 
a continued connection between program and parent 
would help ensure children were able to maintain their 
newly-learned healthy behaviours. One parent said, “it’d 
be a good back-up, like a review or something. Maybe 
we should make it every 2 or 3  weeks, just to keep us 
motivated.”

Ongoing community support
In addition to formal connections with the program, par-
ents also indicated the benefits of facilitating continued 
connections with one another. Parents suggested that 
social media platforms could be used to create a lasting 
sense of community, allowing them to connect with simi-
lar others and organize social and physical activities. One 
parent summarized, “I think creating a Facebook group 
would be fantastic. You can connect with everybody 
together, you and the kids can meet somewhere, they 
can play in the park or walk around.” Another stated, “we 
started a thing online through Facebook, we sort of just 
join our own personal group to keep helping each other, 
and you know, we can add whatever we want to, and sort 
of check in on each other to see how we’re going, and 
that has helped.”
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Accountability
Finally, one parent suggested utilizing gamification prin-
ciples in this respect, “Like, a five-day challenge, you can 
do it on Facebook or Messenger. It comes through, post 
up what you had for breakfast, get everyone involved. It’s 
going along the nutrition lines, you’ve got your five days a 
week included, and another’s posting up all the meals you 
had in a day, and adults can get into that sort of thing, I 
think it’s a great idea to actually get people on track” (see 
also Table 3).

Discussion
Lifestyle modification interventions are an important 
strategy for treating childhood weight problems, and 
family-based programs delivered to parents and children 
are among the most effective approaches for delivering 
such interventions to children and pre-adolescent youths 
(e.g., 5–11  years, 32; ≤ 10  years, [45]). There remain, 
however, important issues to be addressed in order to 
enable health professionals to effectively and consist-
ently realize the health promotion potential of these 
interventions. Three of these issues formed the basis for 
the present study. First, little is known about long-term 
outcomes and effective self-regulation of participants fol-
lowing program completion (e.g., [45]). Second, there is 
a need to better understand perceptions about the opti-
mal structure (e.g., program content, delivery, modality, 
length) of FBLIs. Third, more insight is needed into the 
psychological mechanisms and theories that may help 
researchers and health professionals better understand 
the success of family-based programs of this kind.

Long‑term outcomes and self‑regulation
Family-based programs of this kind are developed with 
the aim of modifying lifestyle behaviors during and fol-
lowing the intervention; two particularly prominent 
behaviors in this respect are physical activity and diet 
(e.g., [56]). Based on the experiences that participants 
shared in this study, it appeared that long-term suc-
cess was more feasible with respect to aspects of dietary 
(rather than physical activity) change. Simple dietary 
skills and behaviors, including reading food labels, choos-
ing healthier recipes and substitutions, using nutrition 
resources, and adhering to portion control, appeared to 
be habituated following the program for many families. 
In contrast, although a large proportion of participants 
described the retention of more positive physical activity 
attitudes post-program, fewer families had converted this 
into greater physical activity participation.

Some of the barriers to lasting dietary and physical 
activity change (post-program) identified in our results 
such as cost, time, and competing priorities as barriers to 
physical activity and lifestyle change are well documented 

and understood (e.g., [57]). However, notably, parents 
described experiences of exclusion and stigma as they 
attempted to integrate children into community activi-
ties after intervention cessation. The structure of the pro-
gram, the support of instructors, the sense of ‘groupness’, 
and the similarity between participants appeared to pro-
tect against these challenges during the program. How-
ever, post-program participation in community sport and 
exercise was, in some cases, compromised by ostracism 
and rejection. Weight-related stigma can be pervasive in 
all aspects of the lives of children with overweight and 
obesity [12, 58], and in this context it may contribute to 
failures in the continuation of physical activity once the 
support and structure of a program is withdrawn.

From a practical perspective, as well as being mindful 
of support strategies that are commonly recommended 
in this area (e.g., subsidizing the cost of ongoing physical 
activity participation post-program), addressing specific 
stigma-related physical activity challenges might help 
programmers translate improvements in physical activity 
attitudes into sustained physical activity participation. In 
terms of methods for doing so, participants spoke about 
the benefits of end-of-program transition periods, and 
strategies aimed at ‘maintaining connections’ with one 
another (and with program staff) following the comple-
tion of a family-based program. The benefits of these 
continued connections (e.g., activity groups, social media 
groups) may not only provide opportunities and social 
support for physical activity [59], they may also help to 
‘insulate’ program participants against stigmatization by 
providing a ‘safe’ physical activity environment. Indeed, 
there is recent evidence that exercising alongside other 
members of (what is considered) a stigmatized popula-
tion may actually serve to increase adherence and enjoy-
ment for those within the group (e.g., [60]).

Optimal program design
It is often recommended that family-based programs 
accommodate themes of nutrition, physical activity, and 
lifestyle modification (e.g., [20,  53], [54]). Within those 
broad themes, however, the present findings provided 
nuanced insight into some of the specific elements and 
experiences that participants considered important. 
First, it was noteworthy that participants emphasized 
enjoyment as a key program experience. Enjoyment 
appeared to be most commonly derived through the pro-
vision of physical activity opportunities, and was maxi-
mized when these opportunities were tailored, varied, 
and allowed for participant input and autonomy. From 
a nutrition and education perspective, it also appeared 
that participants were able to discern material that was 
new and fresh (i.e., interesting) from that which was 
deemed uninformative. These findings underscore the 
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importance of family-based programs providing contem-
porary, evidence-informed information (ideally) in prac-
tical and interactive ways. We reflect on the theoretical 
underpinnings of these findings in the following section; 
from a practical standpoint though, health professionals 
are encouraged to adhere to these recommendations in 
seeking to create enjoyable and stimulating experiences 
within family-based programs. Finally, with respect to 
program structure, although many programs incorporate 
behavior change principles—such as self-monitoring, 
goal setting, and planning—within intervention content 
[56], participant responses in this investigation empha-
sized the importance of continuing this support following 
the conclusion of the ‘main’ program stage. Parents, for 
example, commented on the benefits of a gradual, sup-
ported transition following the main program stage, and 
a maintained connection with programmers and peers. 
These suggestions incorporated many of the behavior 
change principles that are known to be effective in sup-
porting successful lifestyle change (e.g., planning, feed-
back, self-monitoring, social support, reward, repetition, 
and habit formation e.g., [61]).

Psychological mechanisms
Several of the issues identified by participants mapped 
onto elements of motivation theory, and in particular, 
self-determination theory [62]. It was noteworthy in 
the present study that positive experiences of physical 
activity were those described as fun and enjoyable (i.e., 
autonomous motives), and that positive feelings about 
the educational content in the program were attributed 
to the material being interesting or valuable (i.e., other 
autonomous motives). Given that there is some evidence 
of links between autonomous motivation in weight loss 
interventions and longer-term weight outcomes (e.g., 
[63]), assessment in family-based programs might be 
targeted more consistently at studying trajectories in, 
transfer between, and outcomes of, parent and child 
motivation.

An additional element of self-determination theory 
with relevance to these findings is the notion of basic 
psychological needs [40]. It was particularly interesting, 
therefore, that without being explicitly asked to describe 
these needs, the concepts of autonomy, competence 
and relatedness were apparent in participants’ descrip-
tions about their involvement in the program. Perhaps 
most notably, we observed multiple instances where 
participants discussed strategies that supported (or that 
would support) relatedness. To illustrate, participants (a) 
appreciated the (top-down and peer-to-peer) supportive 
atmosphere in the program, (b) were reassured by their 
similarity to other participants, (c) presented consid-
erations about appropriate grouping strategies in these 

programs, (d) enjoyed cooperative sporting activities, 
and (e) desired strategies to support the continuation of 
bonds formed during the program.

Aside from relatedness issues, we also obtained feed-
back relating to the importance of autonomy and com-
petence development (e.g., comments on exercise 
preferences and program content), and regarding the 
importance of variety, which has also been shown to pre-
dict autonomous motivation [64]. It is possible, therefore, 
that a more systematic application of self-determination 
(and other motivation) theory in this context might 
benefit researchers and program developers alike. For 
researchers, self-determination theory might provide 
opportunities to demonstrate how parents support (or 
thwart) their child’s autonomous motivation during and 
following a program of this kind, or to study how fam-
ily motivation variables shape intervention outcomes. 
Meanwhile, for health promotion practitioners, this 
framework might inform how to structure intervention 
content and delivery such that participants’ psychological 
needs are met.

Limitations
There are many factors—such as socioeconomic issues 
(e.g., educational level, access, socioeconomic status, 
family structure; e.g., [65, 66, 67]), that may drive or inter-
act with families’ capacities to self-regulate and achieve 
long-term outcomes from these programs. Data was not 
collected nor were analyses stratified to include these fac-
tors in this qualitative study. Future research may benefit 
from explicit consideration of these variables. It is impor-
tant, for example, to use similar methodologies in further 
work in order to better understand, in their own words, 
children’s experiences of physical activity-related stigma 
and ostracism following their participation in family-
based programs. In doing so, researchers may also be 
able to identify and test suitable methods for intervention 
that circumvent these problems. Additionally, the aver-
age length of the children’s focus group interviews was 
17-min, which may have resulted, in part, from the mem-
ory constraints and attention spans associated with child 
respondents [68]. Interview length recommendations 
for focus groups involving children vary substantially 
(20–120-min), and some recommend a break between 
sessions [50]. Furthermore, a closer consideration of age 
differences, participants’ level of familiarity, and gender 
differences (among participants and the interviewer) 
during group allocation might elicit more fruitful inter-
actions in future research [50]. Similarly, parent focus 
groups and one-on-one interviews lasted approximately 
20–22-min. While the concept of data saturation guided 
the authors’ qualitative research approach, it is acknowl-
edged that the notion of saturation is contentious [69]. 
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The authors do not claim to have ‘finalized’ the experi-
ences of FBLI attendees and acknowledge that, by being 
reflexive about saturation, conducting longer or multi-
ple interviews may have elicited novel findings [52, 70]. 
While the individual phone interviews were conducted 
to accommodate non-completers, rapport can be more 
difficult to establish during phone interviews and they 
can be more demanding and fatiguing and thus tend to 
be shorter [71]. Moreover, focus groups contained 2–6 
participants, however, while recommendations vary, 
some research suggests larger focus groups are preferable 
[72]. It is also important to acknowledge that the experi-
ences we captured were from participants within a single 
family-based program. As such, we note that there may 
be idiosyncratic accounts within these findings that do 
not represent those of other populations. Furthermore, 
we were unable to report the exact number of invitations 
distributed and acknowledge that study participants may 
not be representative of all attendees of the Better Health 
Program.

Conclusions
To mitigate weight-related stigma impacting long-term 
change, families emphasized end-of-program transition 
periods and strategies to maintain connections with both 
program staff and participants. On optimizing the pro-
gram design, participants highlighted a desire for auton-
omy in program activities, tailored, interactive and novel 
content, and their similarity to other participants. In line 
with self-determination theory, participants’ desire for 
autonomy, competence and relatedness suggested they 
were driven by autonomous motivation, which has the 
potential to bolster long-term outcomes. Other barri-
ers to lasting behavioural change post-program included 
time and financial constraints and competing priorities. 
The focal program in this study is empirically grounded, 
accommodates many best-practice recommendations, 
and consists of elements common across programs of 
this kind. That being the case, it is reasonable to expect 
that the evidence reported in this investigation may be 
informative for other programs and researchers [73]. It 
would be interesting in the future to examine the extent 
to which these findings do transfer to other programs 
and settings. Similarly, although we accommodated a 
three-month ‘self-regulation’ (post-program) window, 
it would be fascinating to compare reports at that time 
point with discussions immediately upon conclusion of 
the program and those collected some time later (e.g., 
one-year post-program).
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