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Abstract

:

Background and Objectives: Obesity in children and adolescents results in a number of serious health-related consequences necessitating early treatment. Support from family members and family-focused lifestyle interventions can improve effectiveness of the treatment. The aim of the study was to assess the effects of parental characteristics and family-based dietary habits on the adherence and success of a body mass reduction program in children with obesity included in a lifestyle intervention program after 1 year. Materials and Methods: The program included dietetic, psychosocial, and endocrine counseling given to individuals either alone or in groups and was conducted by a multidisciplinary team (consisting of endocrinologists, nurses, psychologists, social counselors, dietitians, and physiotherapists). A total of 113 children aged 10–17 years (mean age 12.9 ± 2.0; 60 girls, 53 boys) were included in the program. After 1 year of participation, the rate of adherence and success were assessed. The effect of the participants’ general characteristics, including anthropometric data, as well as parental characteristics (marital status, employment, education, body mass index (BMI), duration of breastfeeding) and the circumstances of meal consumption (eating at home or outside, fast food consumption), was analyzed. Results: The most important factors predicting body mass reduction success were baseline BMI (p < 0.0001) and waist–hip ratio (WHR) (p = 0.04), but they did not predict body mass reduction adherence. Conclusions: The meal consumption habits and support from family members may be among the determinants of adherence to a body mass reduction program for preadolescents and adolescents with obesity. However, the results of the presented study suggested that baseline BMI and WHR are the most important determinants of the body mass reduction success.
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1. Introduction


According to the World Health Organization (WHO) [1], proper nutrition is essential for survival, physical growth, mental development, performance, productivity, health, and well-being across the life span of individuals. Childhood nutrition especially has a lifelong effect, so lack of a properly balanced diet, including excessive energy intake, in children and adolescents is a serious concern in developed countries. The Global Strategy on Diet, Physical Activity and Health developed by the WHO addressed the increasing prevalence and burden of non-communicable diet-related diseases [2]. The global public health policy of the WHO that was represented in the Global Targets 2025 included the goal to reduce the prevalence of childhood overweight before the year 2025 [3]. In addition, the Commission on Ending Childhood Obesity of the WHO emphasized the necessity to prevent development of obesity, as well as to treat the existing obesity in children and adolescents [4].



As estimated by the WHO, 170 million children are overweight or obese [5], and the frequency of excessive body mass is increasing every year [6], resulting in a number of serious health-related consequences, including cardiovascular diseases [7], type 2 diabetes [8], and increased risk of cancer during adulthood [9]. Moreover, children with obesity experience numerous psychosocial consequences that are associated with obesity stigma, including teasing and bullying by their peers, teachers, and society [10]. It is also identified that children with obesity have a poor overall quality of life compared to their lean peers [11].



The interventions aiming at body mass reduction may be helpful to reduce the negative consequences of excessive body mass as long as the lifestyle modification is continued [12]. A number of studies analyzing body mass reduction programs indicated that programs including planned dietary intervention [13] and physical activity [14], including in-hospital multidisciplinary integrated programs, are effective [15], but for motivation towards body mass reduction, relatives are especially important [16]. When family members participate in the program, it is observed that even if child’s adiposity is not reduced, obesogenic health behaviors and parents’ feeding habits improve [17], so increasing awareness of the importance of following a properly balanced diet and regular physical activity may be crucial [18]. Similarly, physical activity programs conducted in groups of peers may be effective [19], while for pediatric patients, positive predictors of successful body mass reduction include male gender, older age, and smaller waist circumference [20].



The Cochrane review by Mead et al. [21] indicated that multi-component behavior-changing interventions that incorporate diet, physical activity, and behavior change may be beneficial in achieving only small, short-term reductions in body mass index (BMI) and weight in children aged 6 to 11 years. At the same time, an updated Cochrane review by Al-Khudairy et al. [22] emphasized that for treatment of overweight or obese adolescents aged 12 to 17 years, evidence that multidisciplinary interventions involving a combination of diet, physical activity, and behavioral components reduce the BMI is of a low quality, with inconsistent results, and feature a risk of bias.



However, both family and household environment may influence the body mass of children [23], as it was confirmed in a recent systematic review [24], and thus they may have an impact on the effectiveness of the intervention [25]. Therefore, the aim of the present study was to assess the effects of parental characteristics and family-based dietary habits on the adherence and success of a body mass reduction program in children with obesity after 1 year of intervention.




2. Materials and Methods


2.1. Ethical Statement


This study was conducted at the Department of Nutrition and Dietetics and the Department of Pediatric Endocrinology and Diabetes, University Hospital Center Zagreb, Zagreb, Croatia. The program involved individual and group dietetic, psychosocial, and endocrine counseling given to children and their parents/legal guardians. It was conducted by a multidisciplinary team (consisting of endocrinologists, nurses, psychologists, social counselors, dietitians, and physiotherapists).



The study followed the guidelines of the Declaration of Helsinki, and the procedures were approved by the Ethics Committee of the University Hospital Center Zagreb (No. 8.1–19/183–3–02/21AG; 19.07.2019). All the participants and their parents/legal guardians provided their written informed consent to participate in the body mass reduction program and in the study assessing its effectiveness.




2.2. Study Group


The studied group consisted of patients recruited from the Department of Pediatric Endocrinology and Diabetes, University Hospital Center Zagreb, who participated in the body mass reduction program conducted from 2013 to 2018. The children meeting the following inclusion criteria who visited the clinic at least once in six months were included in the study:




	-

	
Participants of the body mass reduction program;




	-

	
Croatian-speaking children and parents/legal guardians;




	-

	
Preadolescents and adolescents (over 10 years old [26,27,28]);




	-

	
Obesity diagnosed based on the BMI value ≥ 95th percentile as recommended by the Centers for Disease Control and Prevention (CDC) [29] for the gender-and age-dependent growth reference cutoffs for children and adolescents by the CDC [30] and related software [31,32];




	-

	
Written informed consent to participate in the study.









The exclusion criteria were as follows:




	-

	
Age over 17 years (attributed to being adult after 1 year of the dietary intervention);




	-

	
Any chronic diet-related diseases other than those diagnosed as resulting from the excessive body mass (hypertension, dyslipidemias, disturbed glucose metabolism, and polycystic ovary syndrome);




	-

	
Any genetic syndromes and endocrine disorders resulting in obesity;




	-

	
Lack of regular dietitian visits with body mass control at least once in 6 months;




	-

	
Any missing baseline data associated with refused information about parental characteristics (marital status, employment, education, BMI, duration of breastfeeding) and the circumstances of meal consumption (eating at home or outside, fast food consumption).









The number of 113 children aged 10–17 years was included into the study (mean 12.9 ± 2.0; 53.1% female). The number of children participating in the body mass reduction program was limited mainly by the will of children and their parents or legal guardians to participate; in spite of the fact that the program was free of charge for the participants, some patients of the Department of Pediatric Endocrinology and Diabetes were not willing to participate. Moreover, a number of them did not meet either the inclusion criteria or the criterion of regular visits in the clinic at least once in six months. Finally, out of 146 children participating in the body mass reduction program, the number of 113 children was included to the study based on inclusion/exclusion criteria.



The characteristics of the studied participants were as follows: 49 preadolescents aged 10–12 years (mean age 11.1 ± 0.8, 53.1% female) and 64 adolescents aged 13–17 years (mean age 14.3 ± 1.3, 53.1% female). Their baseline BMI percentile was characterized by the median of 99 (varied from 95 to 100—nonparametric distribution, verified using the Shapiro–Wilk test).




2.3. Body Mass Reduction Program


The body mass reduction program was organized and conducted in the following: the Department of Pediatric Endocrinology and Diabetes, University Hospital Center Zagreb; the Croatian Referral Center for Pediatric Endocrinology and Diabetes of the Ministry of Health, Republic of Croatia; and the Department of Nutrition and Dietetics, University Hospital Center Zagreb. A multidisciplinary approach was followed in the pediatric outpatient clinic for the treatment of pediatric patients with obesity by a team consisting of endocrinologists, nurses, psychologists, and social counselors from the Department of Pediatric Endocrinology and Diabetes in cooperation with dietitians from the Department of Nutrition and Dietetics and physiotherapists from the Clinic for Rheumatic Diseases and Rehabilitation, University Hospital Center Zagreb.



Within the program, the participants were recruited by their endocrinologists. The program commenced with an intensive 1-week training for children and their parents/legal guardians which was conducted in groups consisting of not more than 10 children. The groups were designed to be age-homogenous to achieve better social connections within the peer groups. During the program, the participants attended the outpatient clinic to, inter alia, consume individually planned and properly balanced meals.



During the 1-week group training, both children and their parents/legal guardians participated in predetermined daily courses consisting of 26 h of lessons in total conducted by endocrinologists (4 h), dietitians (8 h), psychologists (5 h), social counselors (4 h), and physiotherapists (5 h, including organized physical activity for children). Some of the lectures were delivered to both children and their parents/legal representatives, while others were delivered to separate groups. Besides group counseling, during the 1-week course, the participants were also provided with individual counseling, if needed.



After 1 week of group training, children and their parents/legal guardians had the control meetings with appropriate anthropometric measurements obtained through 1-day visits once a month for the first 6 months and then every 2 months for the next 6 months (with biochemical measurements taken every 6 months).



During each consultation, a dietitian took anthropometric measurements and analyzed the current dietary problems, as each child had received after group training an individually planned dietary program and diet recommendations based on the changes in dietary habits. The recommendations were not based on the calorie count, but on the lower fat intake and a smaller portion size, as generally recommended [33], and the approach was based on the Mediterranean diet model, as recommended by the Croatian standard guidelines for hospital nutrition [34]. The following advice was given in addition to dietary recommendations: need of breakfast consumption and planned family meal consumption; reduction of intake of sugar-sweetened beverages and highly processed products rich in calories and fat; reduction of the frequency of eating out, especially of the fast food; and increase in the intake of fruits and vegetables. It was insisted that proper serving sizes must be followed, especially for crucial foods, such as milk and dairy products, fruits, and vegetables, which are sources of calcium and fiber, as well as proper proportions of proteins, fats, and carbohydrates were advised, while relevant examples of meals were presented.



The BMI percentile in the studied group after 12 months of the body mass reduction program was characterized by the median of 98 (varied from 79 to 100—nonparametric distribution, verified using the Shapiro–Wilk test).




2.4. Assessed Variables


After one year of participation in the body mass reduction program, the adherence and success of the program were assessed. Adherence was defined as participation in the program for a year attending clinic/dietetic counseling at least once in 6 months and it was verified for all the included participants after 1 year of the program participation (113 participants divided into subgroups of adherent ones—63 participants and non-adherent ones—50 participants). Successful weight loss was determined based on the decrease in the BMI percentile and it was verified for the subgroups of participants adherent after 1 year of the program participation (63 participants divided into subgroups of successful ones—22 participants and not successful ones—41 participants). Figure 1 presents the flowchart of the study with groups and related subgroups.



The measurements of body mass and height were taken by a dietitian according to a widely applied methodology [35] using a calibrated weighing scale with an accuracy of ± 0.1 kg and a stadiometer with an accuracy of ± 0.5 cm. The BMI was calculated using the Quetelet’s equation (body mass (kg)/height2 (m2)), and the BMI percentile was assessed using the gender- and age-dependent growth reference cutoffs for children and adolescents suggested by the CDC [20] and related software [31,32], which were applied to indicate the specific percentile. A decreased BMI percentile was defined as a difference of more than one percentile between percentiles at the beginning of the program and after 1 year.



The additional measurements obtained in the study group included the waist–hip ratio (WHR). Both waist and hip circumferences were measured by a dietitian using a non-elastic flexible measuring tape with an accuracy of ± 0.5 cm. After that, the WHR was calculated by dividing the value of the waist circumference by the value of the hip circumference [36].



At inclusion into the program, the participants were required to fill a questionnaire with open-ended and closed-ended questions evaluating the following data:




	-

	
Family’s place of residence (an open-ended question with the answer attributed to one of the following categories: village, city);




	-

	
Parental marital status (a closed-ended question with the following possible answers: married, in a marriage-like relationship, separated, widowed, single; these were clustered afterwards into married/in a marriage-like relationship, separated/widowed/single);




	-

	
Father’s and mother’s employment status (a closed-ended question with the following possible answers: unemployed, employed);




	-

	
Father’s and mother’s education (a closed-ended question with the following possible answers: primary, secondary, vocational, higher, postgraduate; these were clustered afterwards into secondary or lower, higher);




	-

	
Father’s and mother’s body mass and height (an open-ended question; the answers were used to calculate the BMI using the Quetelet’s equation);




	-

	
Duration of breastfeeding in months (an open-ended question);




	-

	
Number of meals consumed at home (an open-ended question about the number of meals per week);




	-

	
Number of meals consumed outside (an open-ended question about the number of meals per week);




	-

	
Number of fast-food meals (an open-ended question about the number of meals (with adequate examples of burgers, pizza, hot dogs, etc.) per week);




	-

	
Number of snacks consumed (an open-ended question about the number of snacks defined as salty processed snacks other than nuts with adequate examples of chips, crisps, crackers, etc. per week);




	-

	
Breakfast consumption (a closed-ended question with the following answers: typically no, typically yes);




	-

	
Place of breakfast consumption (an open-ended question with the answer attributed to the following categories: home, school, others; multiple answers were allowed);




	-

	
Lunch consumption (a closed-ended question with the following answers: typically no, typically yes);




	-

	
Place of lunch consumption (an open-ended question with the answer attributed to one of the following categories: home, school, others; multiple answers were allowed; the place of lunch preparation was not taken into account);




	-

	
Dinner consumption (a closed-ended question with the following answers: typically no, typically yes);




	-

	
Place of dinner consumption (an open-ended question with the answer attributed to one of the following categories: home, grandmother’s house; multiple answers were allowed).










2.5. Statistical Analysis


The distributions were verified using the Shapiro–Wilk test. The subgroups were compared using the χ2 test, the Student’s t-test (for parametric distributions), and the Mann–Whitney U-test (for nonparametric distributions).



The statistical analysis was conducted using Statistica v.13.3 (StatSoft Inc., Tulsa, OK, USA) with a logistic regression module and Statgraphics Plus for Windows v.5.1 (Statgraphics Technologies Inc., The Plains, VA, USA). The p ≤ 0.05 was accepted as statistically significant.





3. Results


3.1. Characteristics of the Studied Group


The baseline characteristics of the studied group of preadolescents and adolescents combined recorded for the assessment of program adherence are presented in Table 1. The general characteristics (gender, age, place of residence, WHR, and BMI) were not found to differ between the participants who were or were not adherent to the intervention program for 1 year.



The baseline characteristics of the studied group of preadolescents and adolescents combined recorded for the assessment of success of the body mass reduction program are presented in Table 2. The general characteristics (gender, age, and place of residence) were not found to differ between the participants who were or were not successful in body mass reduction verified after 1 year of participation in the intervention program. Individuals from the successful weight loss group were characterized by lower WHR (p = 0.04) and BMI values at the baseline (p < 0.0001) than those who did not succeed.




3.2. Determinants of Program Adherence


The parents-related determinants of program adherence of preadolescents and adolescents combined are presented in Table 3. None of the assessed variables were found to influence program adherence. However, a smaller share of separated/widowed/single parents in the group of adherent children was observed compared to the non-adherent group, suggesting that children with a single caregiver had lower adherence, although this difference was not statistically significant (p = 0.09).



The determinants of program adherence related to meal consumption habits of preadolescents and adolescents combined are presented in Table 4. None of the assessed variables were found to influence program adherence except for the place of breakfast consumption. The highest share of participants who were adherent after 1 year of intervention declared that they had their breakfast in places other than home and school (p = 0.01). A similar situation was observed for breakfast consumption at home, although this difference was not statistically significant (p = 0.08).




3.3. Determinants of Success of Body Mass Reduction


The parents-related determinants of success of body mass reduction of preadolescents and adolescents combined are presented in Table 5. No differences were observed in the assessed variables between the successful and the unsuccessful groups. However, a longer duration of breastfeeding of children in the group of participants who were successful in body mass reduction compared to the unsuccessful group was stated, although this difference was not statistically significant (p = 0.09).



The determinants of success of body mass reduction that were related to meal consumption habits of preadolescents and adolescents combined are presented in Table 6. No differences were observed in the assessed variables between the successful and the unsuccessful groups. However, increased consumption of fast food among the participants with unsatisfactory body mass reduction (up to 20 servings per week) compared to the participants who demonstrated successful body mass reduction (less than three servings) was stated, although this difference was not statistically significant (p = 0.09).





4. Discussion


4.1. Determinants of Program Adherence


Adherence, being crucial to obtain a long-lasting effect of body mass reduction, is found to generally be lower if the duration of the weight management program is longer [37]. Moreover, it has been suggested that to achieve a positive outcome, any intervention program should last at least 6 months [38]. In the present study, which presents 12 months of such a program, it was found that only minor influencing factors were observed for program adherence.



It was stated that the participants who were adherent to the program more often ate their breakfast outside their homes or schools. No other variables evaluated were found to be related to adherence in the presented study. However, the potential role of the mother’s BMI must be emphasized here. The systematic review and meta-analysis by Heslehurst et al. [39] indicated a higher prevalence of childhood obesity and the meta-analysis by Castillo-Laura et al. [40]—a higher prevalence of high adiposity in the children whose mothers are obese. In the meta-analysis of individual data by Voerman et al. [41], an association was shown between childhood obesity and the mother’s weight gain during gestation. Not only are the biological influences of weight loss or weight gain during pregnancy important, as these affect the birth weight [42], but the general nutritional behaviors of mothers are important as well, as these affect the nutritional behaviors of their children [43].



The association between the nutritional behaviors of mothers and their children is related to a number of determinants of the children’s eating behaviors, while the most important ones are those conditioned by parents and family [44]. Thus, nutritional preferences of mothers generally influence preferences [45] and intake [46] of their children. Such associations may explain the consequent association between the body mass status of mothers and their offspring. In the Fels Longitudinal Study cohort, a western cohort from the United States of America, this relationship was stated to be stronger for daughters than for sons, as well as to be observed earlier in the life of daughters than sons [47]. However, in an Asian cohort of Chinese respondents, this association was observed only after birth and it was mild [48]. Therefore, it may be concluded that such associations may be dependent on the country, or even on the ethnicity.



The influence of parents on eating behaviors of their children may explain the association between the place of breakfast consumption and the children’s adherence to the body mass reduction program observed in the presented study. Based on the results found, it may be supposed that at-home breakfast consumption (or consumption at the grandmother’s home, or while going to school, but not at school) is typical for children from well-motivated families. Taking this into account, the role of family in assisting in the body mass reduction of children must be emphasized from enrollment through every aspect of a weight management program.



As observed in a population-based longitudinal study by Parkinson et al. [49], mothers do not tend to perceive their children as overweight or obese, and they accept their children as having a problem with excessive body mass only in extreme cases. As a result, a number of parents of children with obesity do not want their child to lose weight [50], which may reduce effectiveness of a body mass reduction program, as the children whose parents do not perceive them as overweight or obese are less likely to view their body mass negatively or to actively try to lose weight [51]. Especially in the case of adolescents with obesity, it was observed that the effect of a body mass reduction program was associated with their beliefs regarding a number of issues, including their body mass control, potential difficulties in body mass reduction, potential medical and family-related reasons for excessive body mass, and particularly their beliefs regarding willingness of their family members to participate in their diet plan [52]. Consequently, to attain the goal of weight loss in children, parents must be engaged in the whole process and participate; otherwise, body mass reduction may be very hard to achieve, or even become impossible.




4.2. Determinants of Success of Body Mass Reduction


The success rate of weight management programs is generally reported to be low [53]. Unhealthy eating habits are often reported among female children and parents with a lower level of education [54,55,56], while in some studies, better rate of success was shown to be related to a higher level of mother’s education [57,58]. However, in the presented study, such a relationship was not observed.



It was found that the baseline WHR and BMI differed between the children who were successful and unsuccessful in body mass reduction. The WHR and BMI were lower in the group of successful children, suggesting that the type of body composition and the body mass itself might influence weight reduction, primarily in the case of abdominal obesity [59]. Such minor influence of the assessed factors is in agreement with the results of Donkor et al. [60]. At the same time, in the analyzed group, not only there was only one major determinant (baseline body mass), but it determined only success and not adherence.



It must be emphasized that the study was conducted in a relatively homogenous group characterized by the BMI percentile of 95 or higher. Taking it into account, it must be indicated that even in such a group the baseline BMI matters and it may determine success of body mass reduction. It may allow indicating a group especially prone for successful body mass reduction as adolescents with obesity and a little bit lower BMI.



Based on the obtained results indicating that the conducted family-based intervention may be effective in some participants, it must be emphasized that parents and family play a role in the body mass reduction of children with obesity, family-based interventions may be an appropriate tool for achieving body mass reduction in children [61]. The program used in the presented study was such an intervention, as both children with obesity and their parents participated in group sessions and individual training. According to the literature, such an approach is more cost-effective compared to other models [62], especially if families in which both parents and children are obese are targeted [63]. Sustained monitoring and goal setting, healthy peer interactions, and support from family as well as the home environment are indicated as the main determinants of effectiveness of such approaches [64], which once again emphasize the role of family members.



However, not only children may lose weight while participating in such family-based interventions; body mass reduction may also be observed in parents [65], which in turn may predict favorable outcomes in children [66]. Some authors even indicate that parental weight changes are the key predictors of the weight changes in children [67]. Based on the results presented in the abovementioned studies, it can be emphasized that evaluating parental body mass in body mass reduction programs is important, as the excessive body mass of parents (maybe not recognized by themselves) may be related to the lack of recognition of their child’s excessive body mass and lack of adherence and support to such programs.



However, such results were not observed in the presented study. The most important factors predicting body mass reduction success here were the baseline BMI and WHR, but they did not predict body mass reduction adherence. Those observations may be important for dieticians and practitioners, as they should be aware that a baseline problem may determine results of body mass reduction, as well as that adherence is not always associated with success in the end.



In spite of the fact that the results of the presented study may be important for planning further body mass reduction interventions, some limitations of the study must also be mentioned. The main limitation is associated with the sample size and variability of the included participants being both boys and girls, both preadolescents and adolescents. As a result, the risk of false discoveries based on the number of performed analyses must be mentioned and the observations need to be verified in larger samples of participants. Moreover, the studied participants were observed only during one year of the intervention and it was not verified how their body mass changes after the participation in the program. At the same time, as a measure of successful body mass reduction, a decreased BMI percentile was chosen, and was defined as a difference of more than one percentile between percentiles at the beginning of the program and after 1 year, but it is not the only possible approach, as some authors rather use the BMI standard deviation score [68], and other suggest that not the BMI, but the body composition should rather be used [69], so it may be the other limitation. The other issue is the fact that self-reported variables are prone to the risk of bias, which is especially important in the case of such variables as reported parental weight and height [70]. Last but not least, there may have also been other predictors of body mass reduction adherence and success (such as a diet followed during the intervention), including family-related predictors, while only some of them were included to the analysis.





5. Conclusions


The meal consumption habits and support from family members may be among the determinants of adherence to a body mass reduction program for preadolescents and adolescents with obesity. However, the results of the presented study suggested that the baseline BMI and WHR are more important determinants of body mass reduction success.







Author Contributions


Conceptualization, V.R., D.G. (Dominika Głąbska), D.G. (Dominika Guzek), I.R.S., and N.K.; formal analysis, D.G. (Dominika Głąbska) and D.G. (Dominika Guzek); investigation, V.R., E.P., A.B., A.Š.U., and N.R.P.; methodology, V.R., D.G. (Dominika Głąbska), D.G. (Dominika Guzek), and N.K.; writing—original draft, V.R., D.G. (Dominika Głąbska), and D.G. (Dominika Guzek); writing—review and editing, V.R., D.G. (Dominika Głąbska), D.G. (Dominika Guzek), E.P., I.R.S., A.B., A.Š.U., N.R.P., and N.K; funding acquisition, V.R. All authors have read and agreed to the published version of the manuscript




Funding


This research received no external funding.




Conflicts of Interest


The authors declare no conflict of interest.




References


	



World Health Organization (WHO). Maternal, Newborn, Child and Adolescent Health. Available online: https://www.who.int/maternal_child_adolescent/topics/child/nutrition/en (accessed on 15 January 2020).

	



World Health Organization (WHO). World Health Assembly. Fifty-Seventh World Health Assembly, Geneva, 17–22 May 2004: Resolutions and Decisions, Annexes. Available online: https://apps.who.int/iris/handle/10665/20159 (accessed on 15 January 2020).

	



World Health Organization (WHO). Global Targets 2025 to Improve Maternal, Infant and Young Child Nutrition. Available online: https://www.who.int/nutrition/global-target-2025/en (accessed on 15 January 2020).

	



World Health Organization (WHO). Report of the Commission on Ending Childhood Obesity. Available online: https://www.who.int/end-childhood-obesity/publications/echo-report/en (accessed on 15 January 2020).

	



World Health Organization (WHO). Population-Based Approaches to Childhood Obesity Prevention. Available online: https://apps.who.int/iris/handle/10665/80149 (accessed on 15 January 2020).

	



Lobstein, T.; Baur, L.; Uauy, R. IASO International Obesity TaskForce. Obesity in children and young people: A crisis in public health. Obes. Rev. 2004, 5, 4–104. [Google Scholar] [CrossRef] [PubMed]

	



Bridger, T. Childhood obesity and cardiovascular disease. Paediatr. Child Health 2009, 14, 177–182. [Google Scholar] [CrossRef] [PubMed]

	



Pulgaron, E.R.; Delamater, A.M. Obesity and type 2 diabetes in children: Epidemiology and treatment. Curr. Diabetes Rep. 2014, 14, 508. [Google Scholar] [CrossRef] [PubMed]

	



Weihrauch-Blüher, S.; Schwarz, P.; Klusmann, J.H. Childhood obesity: Increased risk for cardiometabolic disease and cancer in adulthood. Metabolism 2019, 92, 147–152. [Google Scholar] [CrossRef] [PubMed]

	



Rankin, J.; Matthews, L.; Cobley, S.; Han, A.; Sanders, R.; Wiltshire, H.D.; Baker, J.S. Psychological consequences of childhood obesity: Psychiatric comorbidity and prevention. Adolesc. Health Med. Ther. 2016, 7, 125–146. [Google Scholar] [CrossRef] [PubMed]

	



Wallander, J.L.; Kerbawy, S.; Toomey, S.; Lowry, R.; Elliott, M.N.; Escobar-Chaves, S.L.; Franzini, L.; Schuster, M.A. Is obesity associated with reduced health-related quality of life in Latino, Black and White children in the community? Int. J. Obes. 2013, 37, 920–925. [Google Scholar] [CrossRef]

	



Hoedjes, M.; Makkes, S.; Halberstadt, J.; Noordam, H.; Renders, C.M.; Bosmans, J.E.; van der Baan-Slootweg, O.H.; Seidell, J.C. Health-Related Quality of Life in Children and Adolescents with Severe Obesity after Intensive Lifestyle Treatment and at 1-Year Follow-Up. Obes. Facts 2018, 11, 116–128. [Google Scholar] [CrossRef]

	



Hołowko, J.; Michalczyk, M.M.; Zając, A.; Czerwińska-Rogowska, M.; Ryterska, K.; Banaszczak, M.; Jakubczyk, K.; Stachowska, E. Six Weeks of Calorie Restriction Improves Body Composition and Lipid Profile in Obese and Overweight Former Athletes. Nutrients 2019, 11, 1461. [Google Scholar] [CrossRef]

	



Charmas, M.; Gromisz, W. Effect of 12-Week Swimming Training on Body Composition in Young Women. Int. J. Environ. Res. Public Health 2019, 16, 346. [Google Scholar] [CrossRef]

	



Rigamonti, A.E.; Tringali, G.; Micheli, R.; Col, A.; Tamini, S.; Saezza, A.; Cella, S.G.; Sartorio, A. Impact of a Three-Week in-Hospital Multidisciplinary Body Weight Reduction Program on Body Composition, Muscle Performance and Fatigue in a Pediatric Obese Population with or without Metabolic Syndrome. Nutrients 2020, 12, 208. [Google Scholar] [CrossRef]

	



Ręgwelski, M.; Lange, E.; Głąbska, D.; Guzek, D. Analysis of the Influence of Age, BMI, and WHtR on Body Mass Acceptance, Attitudes, and Motivation towards Body Mass Reduction in Overweight and Obese Caucasian Women. Nutrients 2019, 11, 542. [Google Scholar] [CrossRef] [PubMed]

	



Tucker, J.M.; DeFrang, R.; Orth, J.; Wakefield, S.; Howard, K. Evaluation of a Primary Care Weight Management Program in Children Aged 2–5 years: Changes in Feeding Practices, Health Behaviors, and Body Mass Index. Nutrients 2019, 11, 498. [Google Scholar] [CrossRef] [PubMed]

	



Radwan, H.; Hasan, H.A.; Ismat, H.; Hakim, H.; Khalid, H.; Al-Fityani, L.; Mohammed, R.; Ayman, A. Body Mass Index Perception, Body Image Dissatisfaction and Their Relations with Weight-Related Behaviors among University Students. Int. J. Environ. Res. Public Health 2019, 16, 1541. [Google Scholar] [CrossRef]

	



Głąbska, D.; Guzek, D.; Mellová, B.; Zadka, K.; Żywczyk, K.; Gutkowska, K. The National After-School Athletics Program Participation as a Tool to Reduce the Risk of Obesity in Adolescents after One Year of Intervention: A Nationwide Study. Int. J. Environ. Res. Public Health 2019, 16, 405. [Google Scholar] [CrossRef] [PubMed]

	



Gailite, J.; Apela, D.; Dzīvīte-Krišāne, I.; Gardovska, D. Short-Term Predictors for Weight Correction Success of the First Paediatric Weight Correction Programme in Children’s Clinical University Hospital in Riga. Medicina 2019, 55, 75. [Google Scholar] [CrossRef] [PubMed]

	



Mead, E.; Brown, T.; Rees, K.; Azevedo, L.B.; Whittaker, V.; Jones, D.; Olajide, J.; Mainardi, G.M.; Corpeleijn, E.; O’Malley, C.; et al. Diet, physical activity and behavioural interventions for the treatment of overweight or obese children from the age of 6 to 11 years. Cochrane Database Syst. Rev. 2017, 6. [Google Scholar] [CrossRef]

	



Al-Khudairy, L.; Loveman, E.; Colquitt, J.L.; Mead, E.; Johnson, R.E.; Fraser, H.; Olajide, J.; Murphy, M.; Velho, R.M.; O’Malley, C.; et al. Diet, physical activity and behavioural interventions for the treatment of overweight or obese adolescents aged 12 to 17 years. Cochrane Database Syst. Rev. 2017, 6. [Google Scholar] [CrossRef]

	



Huang, H.; Wan Mohamed Radzi, C.W.; Salarzadeh Jenatabadi, H. Family Environment and Childhood Obesity: A New Framework with Structural Equation Modeling. Int. J. Environ. Res. Public Health 2017, 14, 181. [Google Scholar] [CrossRef]

	



Duriancik, D.M.; Goff, C.R. Children of single-parent households are at a higher risk of obesity: A systematic review. J. Child Health Care 2019, 23, 358–369. [Google Scholar] [CrossRef]

	



Gray, L.A.; Hernandez Alava, M.; Kelly, M.P.; Campbell, M.J. Family lifestyle dynamics and childhood obesity: Evidence from the millennium cohort study. BMC Public Health 2018, 18, 500. [Google Scholar] [CrossRef]

	



Bidzan-Bluma, I.; Lipowska, M. Physical Activity and Cognitive Functioning of Children: A Systematic Review. Int. J. Environ. Res. Public Health 2018, 15, 800. [Google Scholar] [CrossRef] [PubMed]

	



Spear, L.P. The adolescent brain and age-related behavioral manifestations. Neurosci. Biobehav. Rev. 2000, 24, 417–463. [Google Scholar] [CrossRef]

	



Williams, K.; Thomson, D.; Seto, I.; Contopoulos-Ioannidis, D.G.; Ioannidis, J.P.A.; Curtis, S.; Constantin, E.; Batmanabane, G.; Hartling, L.; Klassen, T. Standard 6: Age groups for pediatric trials. Pediatrics 2012, 129, 153–160. [Google Scholar] [CrossRef] [PubMed]

	



Centers for Disease Control and Prevention (CDC). Defining Childhood Obesity. Available online: https://www.cdc.gov/obesity/childhood/defining.html (accessed on 15 July 2019).

	



Centers for Disease Control and Prevention (CDC). Defining Childhood Obesity. Percentile Data Files with LMS Values. Available online: https://www.cdc.gov/growthcharts/percentile_data_files.htm (accessed on 15 July 2019).

	



Calculator for Body Mass Index Percentiles for Boys. Available online: https://reference.medscape.com/calculator/body-mass-index-percentile-boys (accessed on 15 July 2019).

	



Calculator for Body Mass Index Percentiles for Girls. Available online: https://reference.medscape.com/calculator/body-mass-index-percentile-girls (accessed on 15 July 2019).

	



Steinbeck, K. Treatment options. Best Pract. Res. Clin. Endocrinol. Metab. 2005, 19, 455–469. [Google Scholar] [CrossRef] [PubMed]

	



Odluku o Standardu Prehrane Bolesnika u Bolnicama Decision about the Standard of Nutrition for Patients. Narodne Novine. 29 May 2015. Available online: http://www.hdnd.hr/wp-content/uploads/2015/05/Odluka_o_standardu_prehrane_u_bolnicama-_NN_59_15.pdf (accessed on 15 January 2020).

	



ISAK. International Standards for Anthropometric Assessment; International Society for the Advancement of Kinanthropometry: Potchefstroom, South Africa, 2001; Available online: http://www.ceap.br/material/MAT17032011184632.pdf (accessed on 15 January 2020).

	



Moore, L.M.; Fals, A.M.; Jennelle, P.J.; Green, J.F.; Pepe, J.; Richard, T. Analysis of Pediatric Waist to Hip Ratio Relationship to Metabolic Syndrome Markers. J. Pediatr. Health Care 2015, 29, 319–324. [Google Scholar] [CrossRef]

	



Serodio, K.J.; Berall, G.B.; Flanders, D.I.; Kuk, J.L. Effectiveness of a publicly funded clinical paediatric weight management program on obesity outcomes. Paediatr. Child Health 2015, 20, 425–428. [Google Scholar] [CrossRef]

	



Sharma, M. Dietary Education in School-Based Childhood Obesity Prevention Programs. Adv. Nutr. 2011, 2, 207S–216S. [Google Scholar] [CrossRef]

	



Heslehurst, N.; Vieira, R.; Akhter, Z.; Bailey, H.; Slack, E.; Ngongalah, L.; Pemu, A.; Rankin, J. The association between maternal body mass index and child obesity: A systematic review and meta-analysis. PLoS Med. 2019, 16. [Google Scholar] [CrossRef]

	



Castillo-Laura, H.; Santos, I.S.; Quadros, L.C.; Matijasevich, A. Maternal obesity and offspring body composition by indirect methods: A systematic review and meta-analysis. Cad. Saude Publica 2015, 31, 2073–2092. [Google Scholar] [CrossRef]

	



Voerman, E.; Santos, S.; Patro Golab, B.; Amiano, P.; Ballester, F.; Barros, H.; Bergström, A.; Charles, M.A.; Chatzi, L.; Chevrier, C.; et al. Maternal body mass index, gestational weight gain, and the risk of overweight and obesity across childhood: An individual participant data meta-analysis. PLoS Med. 2019, 16. [Google Scholar] [CrossRef]

	



Ludwig, D.S.; Currie, J. The association between pregnancy weight gain and birthweight: A within-family comparison. Lancet 2010, 376, 984–990. [Google Scholar] [CrossRef]

	



Wang, Y.; Beydoun, M.A.; Li, J.; Liu, Y.; Moreno, L.A. Do children and their parents eat a similar diet? Resemblance in child and parental dietary intake: Systematic review and meta-analysis. J. Epidemiol. Community Health 2011, 65, 177–189. [Google Scholar] [CrossRef] [PubMed]

	



Scaglioni, S.; De Cosmi, V.; Ciappolino, V.; Parazzini, F.; Brambilla, P.; Agostoni, C. Factors Influencing Children’s Eating Behaviours. Nutrients 2018, 10, 706. [Google Scholar] [CrossRef]

	



Groele, B.; Głąbska, D.; Gutkowska, K.; Guzek, D. Mothers’ Vegetable Consumption Behaviors and Preferences as Factors Limiting the Possibility of Increasing Vegetable Consumption in Children in a National Sample of Polish and Romanian Respondents. Nutrients 2019, 11, 1078. [Google Scholar] [CrossRef] [PubMed]

	



Groele, B.; Głąbska, D.; Gutkowska, K.; Guzek, D. Mother’s Fruit Preferences and Consumption Support Similar Attitudes and Behaviors in Their Children. Int. J. Environ. Res. Public Health 2018, 15, 2833. [Google Scholar] [CrossRef] [PubMed]

	



Swanton, S.; Choh, A.C.; Lee, M.; Laubach, L.L.; Linderman, J.K.; Czerwinski, S.A.; Peterson, M.J. Body mass index associations between mother and offspring from birth to age 18: The Fels Longitudinal Study. Obes. Sci. Pract. 2017, 3, 127–133. [Google Scholar] [CrossRef]

	



Mei, H.; Guo, S.; Lu, H.; Pan, Y.; Mei, W.; Zhang, B.; Zhang, J. Impact of parental weight status on children’s body mass index in early life: Evidence from a Chinese cohort. BMJ Open 2018, 8, e018755. [Google Scholar] [CrossRef]

	



Parkinson, K.N.; Reilly, J.J.; Basterfield, L.; Reilly, J.K.; Janssen, X.; Jones, A.R.; Cutler, L.R.; Le Couteur, A.; Adamson, A.J. Mothers’ perceptions of child weight status and the subsequent weight gain of their children: A population-based longitudinal study. Int. J. Obes. 2017, 41, 801–806. [Google Scholar] [CrossRef]

	



Quek, C.M.; Koh, K.; Lee, J. Parental body mass index: A predictor of childhood obesity? Ann. Acad. Med. Singap. 1993, 22, 342–347. [Google Scholar]

	



Robinson, E.; Sutin, A.R. Parents’ Perceptions of Their Children as Overweight and Children’s Weight Concerns and Weight Gain. Psychol. Sci. 2017, 28, 320–329. [Google Scholar] [CrossRef]

	



Uzark, K.C.; Becker, M.H.; Dielman, T.E.; Rocchini, A.P.; Katch, V. Perceptions held by obese children and their parents: Implications for weight control intervention. Health Educ. Q. 1988, 15, 185–198. [Google Scholar] [CrossRef] [PubMed]

	



Mameli, C.; Krakauer, J.C.; Krakauer, N.Y.; Bosetti, A.; Ferrari, C.M.; Schneider, L.; Borsani, B.; Arrigoni, S.; Pendezza, E.; Zuccotti, G.V. Effects of a multidisciplinary weight loss intervention in overweight and obese children and adolescents: 11 years of experience. PLoS ONE 2017, 12. [Google Scholar] [CrossRef] [PubMed]

	



Kurth, B.M.; Schaffrath-Rosario, A. Übergewicht und Adipositas bei Kindern und Jugendlichen in Deutschland. Bundesgesundheitsblatt Gesundh. Gesundh. 2010, 53, 643–652. [Google Scholar] [CrossRef] [PubMed]

	



Benecke, A.; Vogel, H. Übergewicht und Adipositas. In Gesundheitsberichtserstattung des Bundes; Robert Koch-Institut: Berlin, Germany, 2005; p. 16. [Google Scholar]

	



Wennberg, M.; Gustafsson, P.E.; Wennberg, P.; Hammarstro, A. Poor breakfast habits in adolescence predict the metabolic syndrome in adulthood. Public Health Nutr. 2015, 18, 122–129. [Google Scholar] [CrossRef] [PubMed]

	



Khanal, S.; Choi, L.; Innes-Hughes, C.; Rissel, C. Dose response relationship between program attendance and children’s outcomes in a community based weight management program for children and their families. BMC Public Health 2019, 19, 716. [Google Scholar] [CrossRef] [PubMed]

	



Schiel, R.; Kaps, A.; Stein, G.; Steveling, A. Identification of Predictors for Weight Reduction in Children and Adolescents with Overweight and Obesity (IDA-Insel Survey). Healthcare 2016, 4, 5. [Google Scholar] [CrossRef]

	



Błaszczyk-Bębenek, E.; Piórecka, B.; Płonka, M.; Chmiel, I.; Jagielski, P.; Tuleja, K.; Schlegel-Zawadzka, M. Risk Factors and Prevalence of Abdominal Obesity among Upper-Secondary Students. Int. J. Environ. Res. Public Health 2019, 16, 1750. [Google Scholar] [CrossRef]

	



Donkor, H.M.; Grundt, J.H.; Júlíusson, P.B.; Eide, G.E.; Hurum, J.; Bjerknes, R.; Markestad, T. A family-oriented intervention program to curtail obesity from five years of age had no effect over no intervention. Acta Paediatr. 2019. [Google Scholar] [CrossRef]

	



Ash, T.; Agaronov, A.; Young, T.; Aftosmes-Tobio, A.; Davison, K.K. Family-based childhood obesity prevention interventions: A systematic review and quantitative content analysis. Int. J. Behav. Nutr. Phys. Act. 2017, 14, 113. [Google Scholar] [CrossRef]

	



Quattrin, T.; Cao, Y.; Paluch, R.A.; Roemmich, J.N.; Ecker, M.A.; Epstein, L.H. Cost-effectiveness of Family-Based Obesity Treatment. Pediatrics 2017, 140, e20162755. [Google Scholar] [CrossRef]

	



McLoone, P.; Morrison, D.S. Risk of child obesity from parental obesity: Analysis of repeat national cross-sectional surveys. Eur. J. Public Health 2014, 24, 186–190. [Google Scholar] [CrossRef]

	



Wilfley, D.E.; Saelens, B.E.; Stein, R.I.; Best, J.R.; Kolko, R.P.; Schechtman, K.B.; Wallendorf, M.; Welch, R.R.; Perri, M.G.; Epstein, L.H. Dose, Content, and Mediators of Family-Based Treatment for Childhood Obesity: A Multisite Randomized Clinical Trial. JAMA Pediatr. 2017, 171, 1151–1159. [Google Scholar] [CrossRef] [PubMed]

	



Trier, C.; Dahl, M.; Stjernholm, T.; Nielsen, T.R.; Bøjsøe, C.; Fonvig, C.E.; Pedersen, O.; Hansen, T.; Holm, J.C. Effects of a Family-Based Childhood Obesity Treatment Program on Parental Weight Status. PLoS ONE 2016, 11, e0161921. [Google Scholar] [CrossRef] [PubMed]

	



Wrotniak, B.H.; Epstein, L.H.; Paluch, R.A.; Roemmich, J.N. Parent Weight Change as a Predictor of Child Weight Change in Family-Based Behavioral Obesity Treatment. Arch. Pediatr. Adolesc. Med. 2004, 158, 342–347. [Google Scholar] [CrossRef] [PubMed]

	



Andriani, H.; Liao, C.Y.; Kuo, H.W. Parental weight changes as key predictors of child weight changes. BMC Public Health 2015, 15, 645. [Google Scholar] [CrossRef]

	



Reinehr, T.; Lass, N.; Toschke, C.; Rothermel, J.; Lanzinger, S.; Holl, R.W. Which Amount of BMI-SDS Reduction Is Necessary to Improve Cardiovascular Risk Factors in Overweight Children? J. Clin. Endocrinol. Metab. 2016, 101, 3171–3179. [Google Scholar] [CrossRef]

	



Kalantari, N.; Mohammadi, N.K.; Rafieifar, S.; Eini-Zinab, H.; Aminifard, A.; Malmir, H.; Ashoori, N.; Abdi, S.; Gholamalizadeh, M.; Doaei, S. Indicator for Success of Obesity Reduction Programs in Adolescents: Body Composition or Body Mass Index? Evaluating a School-based Health Promotion Project after 12 Weeks of Intervention. Int. J. Prev. Med. 2017, 8. [Google Scholar] [CrossRef]

	



Cizmecioglu, F.; Doherty, A.; Paterson, W.F.; Young, D.; Donaldson, M.D.C. Measured versus reported parental height. Arch. Dis. Child. 2005, 90, 941–942. [Google Scholar] [CrossRef]








[image: Medicina 56 00168 g001 550] 





Figure 1. The flowchart of the study group; n—number of children. 
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Table 1. The baseline characteristics of the studied group considered for the assessment of program adherence (n = 113).
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Characteristics

	
No Adherence Verified after 1 Year of Intervention (n = 50)

	
Adherence Verified after 1 Year of Intervention (n = 63)

	
p






	
Gender n (%)

	
Male

	
25 (50.0)

	
35 (55.6)

	
0.69




	
Female

	
25 (50.0)

	
28 (44.4)




	
Age (years)

	
Mean ± SD

	
13.1 ± 2.0

	
12.6 ± 1.9

	
0.25




	
Median (range)

	
13 * (10–17)

	
13 * (10–16)




	
Place of residence n (%)

	
Village

	
10 (20.0)

	
19 (30.2)

	
0.31




	
City

	
40 (80.0)

	
44 (69.8)




	
WHR 1

	
Mean ± SD

	
0.97 ± 0.06

	
0.95 ± 0.06

	
0.41




	
Median (range)

	
0.97 (0.85–1.1)

	
0.96 (0.78–1.1)




	
BMI percentile

	
Mean ± SD

	
98.35 ± 1.08

	
98.43 ± 1.01

	
0.74




	
Median (range)

	
99 * (95–100)

	
99 * (95–100)




	
BMI z-score

	
Mean ± SD

	
2.14 ± 0.30

	
2.12 ± 0.26

	
0.70




	
Median (range)

	
2.17 (1.54–2.85)

	
2.10 (1.44–2.71)








* nonparametric distribution (verified using the Shapiro–Wilk test; p ≤ 0.05); 1 any missing data for respondents in the subgroup; SD—standard deviation; n—number of children; WHR—waist–hip ratio; BMI—body mass index.
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Table 2. Baseline characteristics of the studied group recorded for the assessment of the success of the body mass reduction program (verified after 1 year of participation in the intervention program) (n = 63).
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Characteristics

	
No Successful Weight Loss (n = 41)

	
Successful Weight Loss (n = 22)

	
p






	
Gender n (%)

	
Male

	
20 (48.8)

	
15 (68.2)

	
0.23




	
Female

	
21 (51.2)

	
7 (31.8)




	
Age (years)

	
Mean ± SD

	
13.1 ± 1.8

	
13.1 ± 2.4

	
0.70




	
Median (range)

	
13 * (10–17)

	
13 * (10–17)




	
Place of residence n (%)

	
Village

	
11 (26.8)

	
8 (36.4)

	
0.62




	
City

	
30 (73.2)

	
14 (63.6)




	
WHR 1

	
Mean ± SD

	
0.97 ± 0.06

	
0.93 ± 0.07

	
0.04




	
Median (range)

	
0.97 (0.81–1.06)

	
0.94 (0.78–1.06)




	
BMI percentile

	
Mean ± SD

	
98.80 ± 0.75

	
97.73 ± 1.08

	
< 0.0001




	
Median (range)

	
99 * (96–100)

	
98 * (95–99)




	
BMI z-score

	
Mean ± SD

	
2.23 ± 0.23

	
1.93 ± 0.18

	
< 0.0001




	
Median (range)

	
2.21 (1.71–2.71)

	
1.97 (1.44–2.24)








* nonparametric distribution (verified using the Shapiro–Wilk test; p ≤ 0.05); 1 any missing data for respondents in the subgroup; SD—standard deviation; n—number of children; WHR—waist–hip ratio; BMI—body mass index.
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Table 3. The parents-related determinants of program adherence for all the program participants.
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Characteristics

	
No Adherence Verified after 1 Year of Intervention (n = 50)

	
Adherence Verified after 1 Year of Intervention (n = 63)

	
p






	
Parents’ marital status 1,2

	
married/in a marriage-like relationship

	
33 (68.8)

	
52 (83.9)

	
0.09




	
separated/widowed/single

	
15 (31.3)

	
10 (16.1)




	
Father’s employment 1,2

	
Unemployed

	
4 (8.9)

	
5 (8.2)

	
0.82




	
Employed

	
41 (91.1)

	
56 (91.8)




	
Mother’s employment 1,2

	
Unemployed

	
7 (14.9)

	
17 (27.4)

	
0.18




	
Employed

	
40 (85.1)

	
45 (72.6)




	
Father’s education 1,2

	
Secondary or lower

	
33 (76.7)

	
46 (75.4)

	
0.94




	
Higher

	
10 (23.3)

	
15 (24.6)




	
Mother’s education 1,2

	
Secondary or lower

	
30 (65.2)

	
42 (68.8)

	
0.85




	
Higher

	
16 (34.8)

	
19 (31.2)




	
Father’s BMI 1 (kg/m2)

	
Mean ± SD

	
31.6 ± 5.6

	
30.3 ± 5.2

	
0.27




	
Median (range)

	
30.6 * (21.2–47.3)

	
29.9 (19.1–41.0)




	
Mother’s BMI 1 (kg/m2)

	
Mean ± SD

	
27.5 ± 5.6

	
27.3

	
0.79




	
Median (range)

	
26.3 * (19.8–44.1)

	
25.8 * (18.4–41.0)




	
Breastfeeding (months) 1

	
Mean ± SD

	
7.1 ± 7.6

	
8.0 ± 9.7

	
0.79




	
Median (range)

	
5 * (0–36)

	
5.5 * (0–38)








* nonparametric distribution (verified using the Shapiro–Wilk test; p ≤ 0.05); 1 any missing data for respondents in the subgroup; SD—standard deviation; n—number of children; BMI—body mass index; 2 expressed as number (percentage).
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Table 4. Meal consumption habits for all the program participants—determinants of program adherence.






Table 4. Meal consumption habits for all the program participants—determinants of program adherence.





	
Characteristics

	
No Adherence Verified after 1 Year of Intervention (n = 50)

	
Adherence Verified after 1 Year of Intervention (n = 63)

	
p






	
Meals at home 1 (meals/week)

	
Mean ± SD

	
20.2 ± 8.1

	
20.2 ± 7.1

	
0.89




	
Median (range)

	
21 * (0–35)

	
21 * (0–35)




	
Meals outside 1 (meals/week)

	
Mean ± SD

	
6.2 ± 4.2

	
5.8 ± 4.1

	
0.47




	
Median (range)

	
5 * (0–20)

	
5 * (0–21)




	
Fast food outside 1 (meals/week)

	
Mean ± SD

	
1 ± 1.3

	
0.8 ± 2.6

	
0.12




	
Median (range)

	
0.5 * (0–5)

	
0 * (0–20)




	
Snacks 1 (servings/week)

	
Mean ± SD

	
1.7 ± 2.4

	
1.0 ± 1.2

	
0.16




	
Median (range)

	
1 * (0–15)

	
1 * (1–7)




	
Breakfast consumption 1

	
No

	
3 (6.1)

	
5 (8.2)

	
0.94




	
Yes

	
47 (93.9)

	
56 (91.8)




	
Place of breakfast consumption 1,2

	
At home

	
34 (53.1)

	
42 (56.8)

	
0.08




	
At school

	
30 (46.9)

	
23 (31.1)

	
0.86




	
Others

	
0

	
9 (12.2)

	
0.01




	
Lunch consumption 1

	
No

	
0

	
1 (1.6)

	
0.92




	
Yes

	
50 (100.0)

	
60 (98.4)




	
Place of lunch consumption 1,2

	
At home

	
44 (75.9)

	
56 (81.2)

	
0.61




	
At school

	
14 (24.1)

	
11 (15.9)

	
0.35




	
Others

	
0 (0)

	
2 (2.9)

	
0.55




	
Dinner consumption 1

	
No

	
0

	
2 (3.3)

	
0.56




	
Yes

	
50 (100.0)

	
59 (96.7)




	
Place of dinner consumption 1,2

	
At home

	
46 (86.8)

	
59 (95.2)

	
0.21




	
At grandmother’s house

	
7 (13.2)

	
3 (4.8)








* nonparametric distribution (verified using the Shapiro–Wilk test; p ≤ 0.05); 1 any missing data for respondents in the subgroup; 2 multiple-choice question; SD—standard deviation; n—number of children.
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Table 5. The parents-related determinants of success of body mass reduction for all the program participants.
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Characteristics

	
No Successful Weight Loss (n = 41)

	
Successful Weight Loss (n = 22)

	
p






	
Parents’ marital status 1,2

	
married/in a marriage-like relationship

	
35 (87.5)

	
17 (77.3)

	
0.49




	
separated/widowed/single

	
5 (12.5)

	
5 (22.7)




	
Father’s employment 1,2

	
Unemployed

	
4 (10.3)

	
1 (4.5)

	
0.77




	
Employed

	
35 (89.7)

	
21 (95.5)




	
Mother’s employment 1,2

	
Unemployed

	
12 (30.0)

	
5 (22.7)

	
0.75




	
Employed

	
28 (70.0)

	
17 (77.3)




	
Father’s education 1,2

	
Secondary or lower

	
29 (74.4)

	
17 (77.3)

	
0.96




	
Higher

	
10 (25.6)

	
5 (22.7)




	
Mother’s education 1,2

	
Secondary or lower

	
28 (71.8)

	
14 (63.6)

	
0.71




	
Higher

	
11 (28.2)

	
8 (36.4)




	
Father’s BMI 1 (kg/m2)

	
Mean ± SD

	
30.2 ± 5.3

	
30.3 ± 5.0

	
0.96




	
Median (range)

	
29.9 (19.1–39.2)

	
28.7 (23.4–42.0)




	
Mother’s BMI 1 (kg/m2)

	
Mean ± SD

	
28.1 ± 6.3

	
25.9 ± 5.1

	
0.13




	
Median (range)

	
27.5 (18.4–41.0)

	
24.4 * (20.6–41.0)




	
Breastfeeding (months) 1

	
Mean ± SD

	
5.7 ± 5.9

	
10.0 ± 9.6

	
0.09




	
Median (range)

	
3 * (0–24)

	
8 * (0–36)








* nonparametric distribution (verified using the Shapiro–Wilk test; p ≤ 0.05); 1 any missing data for respondents in the subgroup; 2 expressed as number (percentage); SD—standard deviation; n—number of children; BMI—body mass index.
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Table 6. Meal consumption habits for all the program participants —determinants of success of body mass reduction.
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Characteristics

	
No Successful Weight Loss (n = 41)

	
Successful Weight Loss (n = 22)

	
p






	
Meals at home 1 (meals/week)

	
Mean ± SD

	
20.8 ± 7.8

	
19.0 ± 5.5

	
0.46




	
Median (range)

	
21 * (0–35)

	
16.8 (9–30)




	
Meals outside 1 (meals/week)

	
Mean ± SD

	
5.5 ± 4.0

	
6.3 ± 4.5

	
0.49




	
Median (range)

	
5 * (0–15)

	
5 * (0–21)




	
Fast food outside 1 (meals/week)

	
Mean ± SD

	
0.9 ± 3.1

	
0.7 ± 0.8

	
0.09




	
Median (range)

	
0 * (0–20)

	
1 * (0–3)




	
Snacks 1 (servings/week)

	
Mean ± SD

	
0.9 ± 0.9

	
1.4 ± 1.6

	
0.13




	
Median (range)

	
1 * (0–3)

	
1 * (0–7)




	
Breakfast consumption 1

	
No

	
4 (9.8)

	
1 (5.0)

	
0.89




	
Yes

	
37 (90.2)

	
19 (95.0)




	
Place of breakfast consumption 1,2

	
At home

	
29 (60.4)

	
13 (50)

	
0.54




	
At school

	
13 (27.1)

	
10 (38.5)

	
0.45




	
Others

	
6 (12.5)

	
3 (11.5)

	
0.80




	
Lunch consumption 1

	
No

	
40 (97.6)

	
20 (100.0)

	
0.71




	
Yes

	
1 (2.4)

	
0




	
Place of lunch consumption 1,2

	
At home

	
39 (84.8)

	
17 (77.3)

	
0.67




	
At school

	
6 (13.0)

	
4 (18.2)

	
0.84




	
Both

	
1 (2.2)

	
1 (4.5)

	
0.82




	
Dinner consumption 1

	
No

	
0

	
2 (10.0)

	
0.19




	
Yes

	
41 (100.0)

	
18 (90.0)




	
Place of dinner consumption 1,2

	
At home

	
41 (93.2)

	
18 (100.0)

	
0.63




	
At grandmother’s house

	
3 (6.8)

	
0








* nonparametric distribution (verified using the Shapiro–Wilk test; p ≤ 0.05); 1 any missing data for respondents in the subgroup; 2 multiple-choice question; SD—standard deviation; n—number of children.
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