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ABSTRACT 

Childhood obesity continues to be one of the most concerning public health crises in the 

US. Great strides have been made towards understanding the causes, risks, and 

consequences of childhood obesity, which have been used to guide the development of 

best practices for childhood obesity treatment. While expert best practice 

recommendations for treatment indicate the importance of the patient-provider 

relationship in treatment, the extant literature fails to capture how to use the patient-

provider relationship as an alliance in treatment. The purpose of this dissertation study 

was to explore the role of patient-provider alliance and parent-provider alliance in a 

childhood obesity treatment setting, and to understand the relationship between the 

treatment alliance and treatment outcomes. 

Patients who presented for treatment at a childhood obesity treatment clinic in North 

Carolina were recruited on-site after completing an initial visit with the treatment team 

(physician, nutritionist, and medical family therapy intern). Validated measures were 

used in surveys to examine patient-provider alliance, parent-provider alliance, and patient 

motivation for treatment. Electronic medical record data was used to track patient return 

for a follow-up treatment visit. Two full structural models and one moderating model 

were tested. 

Both full structural models tested in the study had good model fit. The moderation model 

was not statistically significant. Results show that both the patients and the parents 

reported high treatment alliance with the treatment team. Findings also indicate a 

significant direct relationship from patient-provider alliance to both the patient’s 

motivation for treatment and the provider’s assessment of the patient’s readiness for 
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change. The findings between treatment alliance and patient motivation for treatment and 

provider-assessment of readiness to change indicate that the alliance between the patient 

and provider maybe play an important role in how both the patient and provider engage 

in the treatment process. 
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CHAPTER I 

INTRODUCTION 

Childhood obesity has become one of the most pervasive, treatable chronic 

illnesses among children in the United States, with rates of diagnosis more than tripling 

since 1980 (OAC, 2013). Chronic childhood illnesses, such as obesity, are often 

presented as a struggle with which parents and families must cope. Treating obesity 

remains a complex area of research and treatment for healthcare providers. 

Approximately 12.7 million children between 2 and 19 years old are diagnosed with 

obesity in the US, which is roughly 17 percent of the US child population (Ogden, 

Carroll, Kit, & Flegal, 2014). A concerning finding from a national study shows that 

ethnic minority populations in the U.S. are at a significantly increased risk of health 

disparities related to obesity with over 20 percent of non-Hispanic Black and over 22 

percent of Hispanic children diagnosed with obesity compared to 14.1 percent of non-

Hispanic White children (Ogden et al., 2014). Furthermore, 1 in 7 children from low-

income families are obese (Ogden et al., 2014), contributing to concerns about how 

children from lower socioeconomic status have less access to healthcare resources.  

Childhood obesity can be a long-term problem with prevalent health 

consequences, specifically that children who are overweight or obese are more likely to 

become overweight or obese as adults (Freedman, Dietz, Srinivasan, & Berenson, 2009; 

Hassink, 2003). Social risk factors, outside of the control of the child include race, sex, 

and socioeconomic status (Ogden et al., 2014). Despite the increased prevalence of risk 

factors, marginalized populations have less access to healthcare. And even when they 

have access to healthcare, they are less likely to seek out their providers. They also tend 
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to report less satisfaction with their healthcare team and higher treatment attrition when 

they do access healthcare services (Fiscella, Franks, Doescher, & Saver, 2002; Iniguez & 

Palinkas, 2003; Mueller, Patil, & Boilesen, 1998; Pieh-Holder, Callahan, & Young, 2012; 

Skelton, Irby, Beech, & Rhodes, 2012). Researchers have also found that maternal 

perceptions of both the child’s healthcare providers and health status influence the use of 

healthcare (Janicke, Finney, & Riley, 2001), indicating that childhood obesity is a 

systemic illness that is often associated with family factors and that it is important to 

address the needs of not only the child, but also the family. Despite these findings the 

majority of the childhood obesity treatment research on the patient-provider relationship 

focuses on healthcare expenditures, costs to address economic consequences, and cost-

effectiveness of treatment programs (John, Wenig, & Wolfenstetter, 2010). 

Other noteworthy consequence associated with childhood obesity include 

increased healthcare costs and the need for more frequent healthcare intervention 

(Trasande, & Chatterjee, 2009). With the growing prevalence of childhood obesity in the 

U.S., researchers and healthcare providers are looking for innovative ways to 

comprehensively treat obesity, particularly focusing on treatments that incorporate a 

multidisciplinary treatment team to collaborate to better meet the needs of patients. In 

order to better engage families in childhood obesity treatment, clinicians and researchers 

need to ask more specific questions about the role of the parent and healthcare providers 

in childhood obesity treatment, specifically how the alliance, or relationship, between the 

patient, the parent, and the provider is related to the patient’s motivation to engage in 

treatment goals and return for treatment follow-up visits. 
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With such a high occurrence of obesity among children, researchers need to 

consider the role the relationship between families and healthcare providers plays in 

treatment, and how these relationships can be used to facilitate motivation for change and 

continued follow-up for treatment. Understanding the role of the relationship in treatment 

is best facilitated through the exploration of the alliances between the patient and 

provider and the parent and provider. Also, specifically for patients with adult obesity, 

researchers have found that a strong alliance with medical providers is associated with 

improved treatment outcomes (Brady, Ho, Kelley, & Clancy, 2007; Kim, Kim, & Boren, 

2008). Adult patients with obesity who have a strong alliance with medical providers are 

more likely to adhere to treatment goals and to discuss challenges with their providers, 

leading to patient-provider collaboration in developing more patient-centered treatment 

plans. The literature on patient-provider alliance is plentiful when exploring this 

phenomenon in adult populations with obesity, a stark contrast to the literature on 

alliance in childhood obesity. 

While a myriad of topics that have been explored in childhood obesity treatment, 

a major gap in the literature is on the treatment alliance between the the patient and the 

provider, and the parent and the provider. What is still not known is 1) how the treatment 

alliances relate to whether families will follow-up for continued treatment and 2) how the 

treatment alliances relate to the patient's motivation for change. Based on the researcher’s 

clinical experiences in childhood obesity treatment and informed by the findings of 

previous literature, this study examined three components of childhood obesity 

treatment as they relate to the patient (i.e., child), parent, and provider alliance including: 

1) the family's return for a follow-up appointment, 3) the patient's motivation for 
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treatment, and 4) the provider's assessments of readiness to change. The purpose of this 

study was to understand how the patient-provider alliance and the parent-provider 

alliance relate to return for follow-up, perceptions of readiness to change, and patient 

motivation for treatment. The research questions that were addressed include: 

1) Is there relationship between the patient- and parent-reported treatment alliance 

and the patient’s return for follow-up and motivation for treatment? 

2) How does the parent-provider alliance moderate the relationship between patient-

provider alliance and return for follow-up and motivation for change? 

3) Do patient-provider alliance, parent-provider alliance, and/or patient weight status 

at the first session predict the patient’s motivation for treatment? 

4) Do patient-provider alliance and/or patient weight status at the first session 

predict the provider’s assessment of the patient’s readiness to change? 

5) Is there a relationship between the patient’s appraisal of their own motivation for 

change and the provider’s assessment of the patient’s readiness to change? 
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CHAPTER II 

ARTICLE I 

Childhood obesity is currently the most prevalent public health epidemic with 

detrimental long-term health outcomes beginning in childhood and continuing into 

adulthood. The childhood obesity literature is teeming with articles examining the causes, 

risk factors, and consequences of childhood obesity (Dietz, 1998; Krebs, Himes, 

Jacobson, Kicklas, Guilday, & Styne, 2007; Must & Strauss, 1999; Nsiah-Kumi, Ariza, 

Mikhail, Feinglass, Binns, 2009; Trasande & Chatterjee, 2009). And while the efforts of 

researchers and healthcare professionals are finally being realized in the stabilization of 

the prevalence of childhood obesity (Skinner & Skelton, 2014), the issue of what to 

attend to in treatment and how to best serve the patients that present for treatment and 

their families remains an active and growing area of discourse among childhood obesity 

experts (Hoelscher, Kirk, Ritchie, Cunningham-Sabo, & Academy Positions Committee, 

2013; Kelly, Barlow, Rao, Inge, Hayman, Steinberger,... & Daniels, 2013). 

For all that is known about childhood obesity and its prevention and treatment, 

there is still much to learn, particularly in regards to how to retain patients in treatment 

and how to motivate patients to engage in treatment. There is a dearth in the literature 

around exploring the relationship between patients, parents, and providers 

simultaneously. While some researchers have explored the relationship of the patient and 

provider, the majority of this research has focused on compliance with provider 

recommendations or has focused exclusively on the relationship between the patient and 

the medical provider. The aim of this study is to explore the role of patient-provider 

alliance and parent-provider alliance in childhood obesity treatment settings. Along with 
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exploring the provider-patient and provider-parent alliances, this study will also examine 

the factors related to attrition and retention in treatment settings and motivation for 

treatment. 

The purpose of this study was to understand how the patient-provider relationship 

and the parent-provider relationship at the first visit predict the patient’s return for 

follow-up treatment visits and the patient’s reported motivation for treatment. The 

provider in this study consisted of the multidisciplinary treatment team (pediatrician, 

nutritionist, and medical family therapist). This study will include three research 

questions: 1) What is the relationship between patient-provider alliance and return for 

follow-up and motivation for treatment? 2) What is the relationship between parent-

provider alliance and return for follow-up and motivation for treatment? 3) How does the 

parent-provider alliance moderate the relationship between patient-provider alliance and 

return for follow-up and motivation for treatment? 

Literature Review 

Treatment Alliance 

 The relationships between the patient, parent, and provider should be considered 

the most valuable and accessible resource in childhood obesity treatment. While aspects 

of the patient-provider alliance in childhood obesity treatment, such as communication 

(Durant, Bartman, Person, Collins, & Austin, 2009) and treatment compliance (Ingram, 

2009), have been discussed in the literature, the strength of the relationship between the 

child patient and the provider and between the parent and the provider is too often 

overlooked. There is still room to explore what works for families in childhood obesity 
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treatment and how the relationships between the patient, provider, and parent can be used 

to enhance the quality of care and the treatment outcomes. 

Patient-Provider. Patients, adolescents in particular, value their provider’s 

insight and advice. Moreover, they are willing to make changes based on their provider’s 

recommendations (Kant & Miner, 2007). Patients ranging from late childhood to early 

adolescence have even been found to have as much interest as their parents in addressing 

weight management with their providers, but the level of directness in these 

conversations varies from not mentioning weight management at all, to focusing on 

weight indirectly, to openly discussing body weight and weight status. Most adolescents 

prefer indirect approaches to talking about weight management that do not directly 

mention weight, while very few want to avoid it completely (Shrewsbury, King, 

Hattersley, Howlett, Hardy, & Baur, 2010). Patients want to be included in their 

treatment, but more importantly, they want their concerns and goals to be a primary focus 

of treatment (Radecki, Olson, Frintner, Tanner, & Stein, 2009). This speaks to the 

importance of the patient-provider alliance in treatment as providing the additional 

function of allowing for bonding, while also being a vehicle for collaborative goal setting 

and task identification (Bennett, Fuertes, Keitel, & Phillips, 2011; Ciechanowski, Katon, 

Russo, & Walker, 2001). As explained by Bennett et al. (2011), the presence of a strong 

patient-provider alliance allows for a more meaningful patient-provider relationship, 

which can assist in better adherence to treatment and improved treatment outcomes. 

Alliance is such an important aspect of treatment that it has been assessed in patient-

provider relationships in multiple medical and mental health settings (Aikens, Bingham, 

& Piette, 2005; Fuertes, Mislowack, Bennett, Paul, Gilbert, Fontan, & Boylan, 2007; 
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Thompson & Ciechanowski, 2003). The focus in the literature on patient-provider 

alliance provides support for the argument that developing and maintaining strong 

alliance with patients should be a central component of training for medical and mental 

health providers.  

 Parent-Provider. The relationship between the parent and the child’s health care 

provider is can be a powerful tool in the treatment process, however not much attention 

has been given to the quality of the parent-provider alliance. While the role of the parent 

is highlighted in studies on attrition and helping the patient achieve treatment goals, 

discussions of how the parent-provider relationship contributes to treatment are sparse. 

This is particularly concerning given that parents have the power to continue seeking 

treatment for their child, since most children in childhood obesity treatment settings lack 

the financial, physical, and legal autonomy to attend treatment independently.  

When discussing childhood obesity treatment, providers need to consider the role 

that parents might play in the development of a strong patient-provider alliance because 

children have fairly little autonomy when it comes to their medical treatment (Plourde, 

2006; Pratt & Greer, 2012). And, falling in line with the expert recommendations that 

providers should focus on patient-centered communication (Barlow and the Expert 

Committee, 2007), it is hypothesized that providers should spend similar energy focusing 

on engaging the parents throughout the treatment process and fostering alliances with the 

parents. Patients that present for childhood obesity treatment are, out of necessity, fairly 

reliant on their parents. Parents are responsible for bringing children to appointments, 

adhering with provider recommendations, maintaining changes at home to create change 

in BMI for the child (Skelton & Beech, 2011; Skelton, Goff, Ip, & Beech, 2011; Skelton 
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et al., 2012). So the role of alliance, not just with the patient, but with the parents is a 

limitation that needs to be further explored.    

Treatment Settings and Teams 

There have been documented limitations in the skills of the primary care 

providers that often pose barriers to treatment, leading experts to favor specialized 

treatment as the optimal setting for children with overweight and obesity. Some primary 

care physicians have reported a lack of comfort in discussing counseling services or 

follow-up for treatment for conditions or disorders comorbid with obesity (Cook, 

Weitzman, Auinger, & Barlow, 2005). Also some primary care physicians have reported 

that they have less confidence in assessing based on the expert recommendations for 

childhood obesity treatment, due to limited training on treating childhood obesity. 

Pediatric healthcare should be focused on multiple aspects of treatment: physical activity 

and dietary intake. Treatment in primary care is often unbalanced in addressing these 

topics, with some providers focusing more on one topic than another (Campbell, Waters, 

O’Meara, & Summerbell, 2001).  

Of all the treatment options available for childhood obesity, specialty outpatient 

intervention programs tend to be the most commonly recommended for comprehensive 

treatment of childhood obesity (Barlow & the Expert Committee, 2007; Kirschenbaum 

and Gierut, 2013). Outpatient interventions are most commonly delivered on-site at a 

medical clinic, by healthcare providers with expertise specifically in childhood obesity. 

Some of the most common outpatient intervention studies focused more heavily on the 

role of the primary care providers in the treatment of obesity (Gee et al., 2013), while 

others focused on the role of the nutritionist (Henes et al, 2009). However, the expert 
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recommendations and extant literature both highlight the benefit of using a collaborative, 

multidisciplinary treatment team working together to address the needs of patients and 

families (Barlow & the Expert Committee, 2007; Grimes-Robison & Evans, 2008).  

Despite the focus on the importance of a multidisciplinary team working 

collaboratively, the majority of the findings related to patient-provider alliance examine 

medical providers in medical settings (Aikens et al., 2005; Bennett et al., 2011; Brady et 

al., 2007; Ciechanowski et al., 2001; Dellande, Gilly, & Graham, 2004; Durant, 2009; 

Fuertes et al., 2007; Garrity, 1981; Harkaway & Madsen, 1989; Lewin, Skea, Entwistle, 

Zwarenstein, & Dick, 2001; Thompson & Ciechanowski, 2003), leaving little exploration 

of the alliance between the patient and the multiple team members who make up the 

collaborative treatment team. An important aspect of this study is the use of the collective 

treatment team as the provider in the patient-provider alliance construct, rather than just 

assessing the pediatrician, as is the common trend in extant literature (Bennett et al., 

2011; Brady et al., 2007; Durant, 2009; Fuertes et al., 2007; Thompson & Ciechanowski, 

2003). Furthermore, many childhood obesity treatment interventions (e.g., the Brenner 

FIT program at Wake Forest University; SHAPEDOWN by University of California – 

San Francisco; Healthy Lifestyles Program at Duke University; and Bright Bodies & 

Smart Moves at Yale University) use the team model for treatment, but the literature is 

still primarily focused on one level of the patient-provider relationship. Given the 

importance of the treatment team in these settings, specifically the high level of 

collaboration that happens between the members of the treatment team and how the 

patient and family are introduced to the team model at the beginning of the appointment, 

measuring patient-provider alliance solely as the relationship between the pediatrician 
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and the patient/family is not accurately reflective of the patient or team’s experiences. By 

extending the definition of the provider to include the nutritionist, this study seeks to 

address the need in the literature to focus on the patient and parent’s treatment experience 

with the multidisciplinary treatment team as a whole. 

Motivation for Treatment 

Patient and family motivation to attend treatment, actively participate in visits, 

and apply the goals and recommended interventions at home has been reported to be one 

of the most suggestive factors for treatment retention and success (Hawley & Weisz, 

2005; Kitscha, Brunet, Farmer, & Mager, 2009; Skelton, Irby, Beech, & Rhodes, 2012). 

Unfortunately, motivation in childhood obesity treatment is a moving target: changing 

from one visit to the next and heavily influenced by the patient and family’s past 

experiences with treatment, immediate desire for outcomes, and relational dynamics in 

and outside of the treatment setting (Skelton, Irby, Beech, & Rhodes, 2012). But patient 

and family motivation remains an important treatment outcome to assess because it is one 

of the factors that healthcare provider most consistently observed as being related to 

noncompliance and a barrier to treatment (Kolagtla & Adams, 2004). Despite the struggle 

to maintain motivation in childhood obesity treatment, researchers continue to make the 

case for assessing for and enhancing motivation to promote behavior change (Jeffery, 

Epstein, Wilson, Drewnowski, Stunkard, & Wing, 2000). 

Since motivation is a factor commonly associated with attrition, and since primary 

care providers refer the majority of families that present for treatment in specialty settings 

often without fully explaining to families why they are being referred, assessment of the 

patient and family’s motivation for treatment is important to gauge interest in attending 
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visits and receiving recommendations from the specialty providers (Skelton, Goff, Ip, & 

Beech, 2011). Several internal and external factors have been linked to motivation for 

treatment.  Some researchers have suggested that learned helplessness (Sothern, Hunter, 

Suskind, Brown, Udall & Blecker, 1999) and the lack of quick progress (Skelton, Irby, 

Beech, & Rhodes, 2012) can be significant contributing factors for lack of motivation 

among children and families that present for treatment. However, the impact of and need 

for adequate motivation to engage in and be successful in treatment has been a hallmark 

of the clinical literature. Dietz and Robinson (2005) proposed that instead of viewing 

motivation as an “all-or-nothing phenomenon,” that researchers and clinicians should 

explore motivation in families in a dynamic give-and-take process that continues to 

develop over time, and that providers can use the give-and-take process to providers to 

continue to assess and enhance the patient and family’s motivation for treatment. 

Attrition 

Attrition is one of the most commonly reported problems in childhood obesity 

treatment (Skelton, Irby, Beech, & Rhodes, 2012), with more than 50 percent of the 

patients that present for an initial visit dropping out of treatment (Hampl & Rhodes, 

2012). The specific reasons for attrition are still unclear. While researchers have 

attempted to understand what drives some families to return for treatment and other 

families to dropout, findings are largely speculative and based on the perspective of the 

clinician rather than the patient. One surprisingly consistent finding is that higher BMI is 

associated with higher retention rates, at least for a few sessions (Pratt, Lazorick, 

Lamson, Ivanescu, & Collier, 2013). The most significant consequence of patient attrition 
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from treatment is that the patient will not continue to receive adequate care (Ball et al., 

2012). 

There have been a variety of explanations offered for attrition, some of which are 

care-centered (i.e., the treatment protocol, centers, and providers), patient-related 

(patient’s readiness to change or motivation for treatment), or financial. However, the 

literature examining reasons for attrition is, at best, inconclusive. Where one study might 

find that the reason for attrition is financially-motivated due to the expenses associated 

with treatment (Cote, Byczkowski, Kotagal, Kirk, Zeller, & Daniels, 2004), another study 

might find that the greatest predictor of attrition are psychological factors such as stress 

or depression (Chang, Brown, & Nitzke, 2009). Keeping in mind that the findings about 

attrition are ambiguous, some of the most common factors attributed to treatment attrition 

include the costliness of treatment (Cote et al., 2004) and lack of motivation (Grimes-

Robinson & Evans, 2008). Also, patient and family factors of race and socioeconomic 

status were consistently cited in the literature as factors associated with attrition 

(Dolinsky, Armstrong, Ostbye, 2012; Zeller, Kirk, Claytor, Khoury, Grieme, Stangelo, & 

Daniels, 2004).  

Treatment factors that may be related to attrition include clinic factors such as 

distance and wait time (Hampl, Paves, Laubscher, & Eneli, 2011) and that the treatment 

did not meet the family’s expectations (Hampl & Rhodes, 2012). Another interesting 

finding is that the relationship between the provider and the family is a factor that can 

influence attrition, specifically, if the provider and the family were mismatched on the 

expectations for treatment (Hampl, Demeule, Eneli, Frank, Hawkins, Kirk…& Rhodes, 

2013), or had different perceptions for the need for treatment (Jelalian, Hart, Mehlenbeck, 
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Lloyd-Richardson, Kaplan, Flynn-O’Brien, & Wing, 2008), or if families were not well 

educated on the treatment protocol and expectations in the intake (Germann, 

Kirschenbaum, & Rich, 2006), families were more likely to drop out of treatment.   

This study aims to understand the role of the treatment alliance in childhood 

obesity treatment by examining the relationship between the patient and parent’s 

treatment alliance on the patient’s motivation for treatment and whether the family 

returns for a follow-up visit. As highlighted through previous literature, some aspects of 

childhood obesity treatment such as attrition and motivation are complex and maybe 

difficult aspects of treatment for providers to directly address during treatment. However, 

through understanding the role of treatment alliance, researchers and providers can begin 

the dialogue around how to use treatment alliance enhance the treatment process. 

Methodology 

Design 

This study was designed to fit within the vision of community-based participatory 

research, which strives to collaboratively incorporate community members and 

researchers in the research process (Mendenhall & Doherty, 2005; NIH, 2015). Using the 

community-based participatory research approach in this study, often referred to as action 

research, means that the results are directly applicable to the treatment team, the patients, 

and the families at the study site and that providers can use the findings of this study to 

provide better care for patients and their families. This dissertation study used de-

identified data collected as part of a larger study on the relationships between the patient, 

parent, and provider in a childhood obesity setting, conducted in collaboration with 

researchers at a university in Eastern North Carolina. This dissertation study contributes 
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to the larger project by exploring how the relationships between the patient, provider, and 

parent might contribute to motivation for treatment, readiness to change, return for follow 

up, and weight status changes in childhood obesity treatment settings. All data for the 

dissertation study is survey data. Survey data is the most convenient way to collect data 

from a large sample in a variety of research settings (Nelson & Allred, 2005).  

This study also included a longitudinal design component, which called for 

collecting data from participants at multiple time-points in one study (Ployhart & 

Vandenberg, 2010). For the purposes of this study, the longitudinal data was only 

collected at the first follow-up appointment. The purpose of a longitudinal study design is 

to measure changes in the patient’s weight status at the first follow-up visit. 

Participants 

The participants in this study were purposefully recruited from a pediatric healthy 

weight research and treatment clinic in Eastern North Carolina. This is a one-site study, 

and only patients who presented for treatment at the site in Eastern North Carolina were 

eligible to participate in the study. There were several inclusion criteria for this study 

including: 1) the patient must be at least 8 years old, 2) the patient must be able to 

provide verbal or written assent to participate in treatment, 3) the patient and their 

caregiver much both speak English (i.e., an interpreter cannot be used to help families 

complete the surveys and interview), 4) the patient’s participating caregiver must have 

the legal authority to sign consent forms on behalf of the patient for participation in 

research, and 5) the patient and caregiver must complete the entire initial treatment visit 

with both the medical and nutrition team members. 
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All participants were above the ninetieth percentile for BMI and were referred by 

a primary care provider for further treatment for abnormal weight gain or obesity. 

Patients as young as 8 years old were included to increase the potential sample size and 

provide more variance in the age range of participants included. Children younger than 8 

were excluded because participants needed to be able to read and complete surveys on 

their own. Patients and parents were each compensated for their participant with a $10 

Wal-Mart gift card. 

Procedures 

 Patients were typically referred to the treatment clinic by a primary care provider, 

but could also be referred by another healthcare specialist (e.g., nephrology, 

endocrinology, gastroenterology). Patients had to be seen with at least one parent, 

guardian, or family member on the child’s approved caregivers list. At the initial visit, 

patients completed a two- to three-hour visit with the treatment team, consisting of a 

pediatrician, nutritionist, and, most days, a medical family therapy intern. Patients and 

their family completed a treatment and health intake and medical exam with the 

physician and medical family therapist, as well as an education portion on the causes and 

impacts of obesity and an opportunity to set either a weight change or physical activity 

change goal. Families then met with the nutritionist for dietary assessment, with a section 

specifically focused on the assessment of sugary drinks intake. The nutrition then 

provided education on portion sizes, sugary drinks, meal planning, and any other skills 

the patients need, concluding with setting goals nutrition changes. Throughout the visit, 

the providers assessed the family’s ability to and interest in participating in the study. The 

treatment team helped determine the patient’s eligibility for participation and presented 
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the opportunity to participate in the study to the patient and parent before the researcher 

met with the family.  

After completing their initial visit with the healthcare team, the researcher met 

with the parent and child in the patient’s exam room for the treatment visit to explain the 

research protocol and informed consent documents. Upon agreeing to participate, the 

caregiver completed the informed consent documents. Children between the ages of 12 

and 17 signed an assent form, while children between the ages of 8 and 11 gave verbal 

assent to participate. The participants completed the surveys and the interview in the 

patient’s exam room. The parent and the child were each given their own survey packet 

to fill out, which were comprised of Likert-scale questions. Survey packets were 

completed before the interview portion. The providers each completed their surveys after 

they finished their portion of the patient visit. Data was also collected from the electronic 

medical record about the patient’s visit. Based on the protocol for the clinic, the time 

between the initial appointment and the first follow-up appointment is typically one 

month to six weeks, and was scheduled with the front office staff at check-out. 

Measures 

There were five variables of interest in this study: 1) patient-provider alliance, 2) 

parent-provider alliance, 3) patient’s motivation for change, 4) return for follow-up, and 

5) patient’s weight status at the first visit and the follow-up visit. Patient-provider alliance 

and parent-provider alliance were measured using the Physician-Patient Working 

Alliance Inventory: a self-report measure adjusted so it could be used with the patient and 

parent to assess their relationship with the treatment team. Patient’s motivation for 

treatment was measured using Motivation for Youth Treatment Scale: a self-report 
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measure given to patients to assess their motivation for treatment at the end of the first 

visit. Return for follow-up is a dichotomous variable measuring whether or not patients 

returned for a follow-up visit. Additional variables collected include the patient’s age, 

sex, BMI percentile at the initial visit, scheduled date of follow-up appointment, actual 

date of return for follow-up, and parent’s reports on the patient’s race and food insecurity 

status. 

Patient-Provider and Parent-Provider Alliance. The Physician-Patient 

Working Alliance Inventory is a 12-item measure developed by Fuertes, Mislowack, 

Bennett, Paul, Gilbert, Fontan, and Boylan (2007). It was developed as a measure of the 

relationship between patient and physicians in medical settings, and consists of three 

subscales: agreement on goals, agreement on tasks, and bond. This measure has an 

overall Cronbach’s alpha of 0.93. The Cronbach’s alphas for the subscales were 0.82, 

0.72, and 0.89 for the tasks, goals, and bonds subscales, respectively (Fuertes et al., 

2007). There were two changes made to the original measure to make it specifically 

applicable to this study. First, the word ‘doctor’ was changed to ‘treatment team’ 

throughout the survey, since the patient and parent were discussing their overall treatment 

team experience. Second, in the parent measure any references to the first-person in 

treatment (e.g., my treatment, my goals, etc.) were changed to reflect the child’s 

treatment (e.g., my child’s treatment, the goals for the child). There are no separate 

measures to assess parent-provider alliance in treatment. Therefore, changes to the 

wording for the parent measure were made to reflect the parent’s perspective. 

In the model, the patient-provider alliance and parent-provider alliance variables 

were included as construct variables with agreement on tasks, agreement on goals, and 
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emotional bonds used as indicators. The higher score on each of the indicator variables 

the stronger the patient’s or parent’s perspective of the alliance. The internal reliability 

for the patient’s measure are as follows: agreement on tasks α= 0.524, agreement on 

goals α= 0.420, emotional bonds α= 0.661, and total score α= 0.812. The internal 

reliability for the parent’s measure are as follows: agreement on tasks α= 0.739, 

agreement on goals α= 0.593, emotional bonds α= 0.781, and total score α= 0.858. See 

Appendices A and C for the Physician-Patient Working Alliance Inventory measures for 

both child and parent, respectively.  

Patient’s Motivation for Treatment. The Motivation for Youth Treatment Scale 

is an 8-item measure developed by Breda and Riemer (2012) to assess for the child 

patient’s motivation for treatment. The MYTS is typically used in mental health 

treatment settings as a clinical assessment, but can also be used in clinical research. There 

are two constructs in this measure: 1) the problem recognition construct (α= 0.84) and 2) 

the Treatment Readiness construct (α= 0.83). Since the focus of treatment at the study 

site was on weight management, the word “problem” in the measure was replaced with 

the word “weight.” See Appendix B for the MYTS Patient scale.  Consistent with the 

suggestion of Breda and Riemer (2012) that the scoring for the motivation scale can be a 

total score, one total score of the patient’s motivation for treatment was calculated and 

used in the data analysis. The internal reliability for the MYTS Patient scale total score 

was α= 0.775. Scores could potentially range from 1 to 5, with a higher score indicating a 

higher motivation for treatment. Patient’s motivation for treatment was presented as an 

indirect measure outcome variable in the model. When motivation for treatment is 

referenced is the study, it refers to the child patient’s motivation for their own treatment. 
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Demographic and EMR Variables. Finally, the additional variables relevant to 

this study were collected using a demographics questionnaire and the electronic medical 

record. The demographics questionnaire was developed by the researcher and completed 

by only the parent during this study. The relevant demographic variables reported by 

parents in this study include the patient’s race and food insecurity status. Parent report of 

race was used in lieu of race recorded in the patient’s medical record because parents 

could be more specific in their answers about their child’s ethnicity and race (See 

Appendix D). Parents reported on perceived food insecurity as an assessment of access to 

resources, since higher food insecurity a commonly associated with lower access to 

resources (Hager, Quigg, Black, Coleman, Heeran, Rose-Jacobs,…Frank, 2009; Urke, 

Cao, & Egeland, 2013). Based on the findings of the aforementioned researchers, a three-

item measure assessing for concern about not having enough food to last for the week, 

running out of food and not having money to buy more, and receiving free or reduced 

school lunches was used to assess for food insecurity (See Appendix E). Patient medical 

record information was collected using an Electronic Medical Record Data Sheet (See 

Appendix G) constructed by the researcher. Items collected from the EMR relevant to 

this study include age, sex, BMI percentile at the initial visit, scheduled date of follow-up 

appointment, actual date of return for follow-up, caregiver at the initial visit. The only 

demographic variable measured in the analysis was the return for follow-up with a 

categorical classification of either yes, no, or upcoming first visit. Return for follow-up 

was one of the two outcome variables. The remaining demographic variables were used 

to describe the sample.  
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Data Analysis 

 The analysis was focused on testing the moderating effect of the parent-provider 

alliance on the relationship between the patient-provider alliance and the patient’s follow-

up for treatment and motivation for treatment. Figures 1 and 2 provide an illustration of 

the hypothesized models for this study. The hypothesized models were constructed based 

on the findings in previous literature. Patient-provider alliance and parent-provider 

alliance were both construct variables, while the outcomes were manifest variables. The 

outcome variables in both models were 1) patient’s return for a first follow-up 

appointment and 2) the patient-reported motivation for treatment at the end of the first 

appointment. In the moderation model, the dependent variable is the patient-provider 

alliance, while the parent-provider alliance is used as a moderating variable. 

First, a confirmatory factor analysis was conducted with the indicator variables 

(i.e., the task, goals, and bond subscales) for the patient-provider alliance and parent-

provider alliance constructs. Then each of the two models, one testing the relationships 

between the variables and one testing the moderating effect of the parent-provider 

alliance, were tested using MPlus software. The fit indices that were examined were Chi-

square goodness of fit, CFI, TLI, and RMSEA. A comparison of the model fit for the two 

models was completed.  

Results 

Description of the sample 

 The final sample consisted of 80 participant groups (i.e., patient and parent). The 

providers scheduled anywhere from 1 to 4 patients per clinic day. The majority of clinic 



Texas Tech University, Rola Aamar, August 2016 

 22 

days, the providers saw 2 (n= 32), 3 (n= 22), or 4 (n= 22) families. See Table 1 for more 

details on the description of the sample. 

The ages of patients ranged from 8 years old through 17 years old. The mean age 

of patients was 12.23 years old, while the median age was 12.00 years old. The majority 

of patients were identified by their parent and their medical record as being non-Hispanic 

Black (n= 45). The remaining patients were identified as being non-Hispanic White (n= 

20), Hispanic (n= 5), Hispanic White (n= 4), Hispanic Black (n= 1), bi-racial (n= 3), and 

other (n= 2). Patients were not asked to self-identify with a race or ethnicity, that 

information was collected from the medical records and confirmed with parents. The 

patients consisted of both males (n= 31) and females (n= 49). The patients that presented 

for treatment were all referred to treatment for being at or above the 90th percentile for 

their BMI and having or being at risk for a comorbid medical condition. The majority of 

participants were at or above the 99th percentile for BMI (n= 48). 

The majority of caregivers that presented for treatment and participated in this 

study were biological mothers (n= 70). Other caregivers that participated included fathers 

(n= 2), grandmothers (n= 3), grandfathers (n= 1), stepmothers (n= 2), adoptive mothers 

(n= 2). Throughout the article of the results the caregivers are referred to as parents. Of 

the 80 participants that presented for treatment, 70 families reported some level of food 

insecurity, indicating less access to resources. The most common factor of food insecurity 

reported was receiving free or reduced school lunches (n= 56). 

The providers included two pediatricians and one nutritionist/registered dietician. 

Both medical providers have medical degrees (MD) and specialized training in pediatrics 
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and childhood obesity treatment. The nutritionist has a Masters of Science in nutrition 

and is licensed as a registered dietician. All providers in this study are White. 

Variable Details 

 There are 2 construct variable, 1 observed continuous variables, and 1 categorical 

variable represented in Model 1 and Model 2: Patient-Provider Alliance, Parent-Provider 

Alliance, Patient’s Motivation for Treatment, and Return for Follow-Up. Data for all 80 

participants was available in the analysis. See Table 4 for descriptive statistics of the 

study variables. For the indicator variables in the Patient-Provider Alliance and Parent-

Provider Alliance, the potential values of scores was from 1.00 (strongly disagree) to 5.00 

(strongly agree). The range of ratings for the indicator variables of the Patient-Provider 

Alliance construct were: 3.67 to 5.00 for agreement on tasks, 2.75 to 5.00 for agreement 

on goals, 3.20 to 5.00 for emotional bond. The mean scores and variances were 4.51 and 

0.16 for agreement on tasks, 4.16 and 0.21 for agreement on goals, 4.40 and 0.19 for 

emotional bond, respectively. For the Parent-Provider Alliance construct the range for 

agreement on tasks were from 4.00 to 5.00, agreement on goals were from 3.25 to 5.00, 

and emotional bond were from 3.60 to 5.00. The mean scores and variances were 4.69 

and 0.14 for agreement on tasks, 4.47 and 0.21 for agreement on goals, 4.51 and 0.17 for 

emotional bond, respectively. The ranges, mean scores, and variances for patient-provider 

and parent-provider alliance were high overall and with little variance among the scores, 

indicating a strong perceived treatment alliance. 

 Return for Follow-Up was a categorical variable that measured whether a patient: 

1) did not return for a first follow-up visit, 2) did return for a first follow-up visit, or 3) 

has a first follow-up visit scheduled in the future. Due to the nature of the ongoing data 
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collection process, some participants have follow-up visits that are scheduled after the 

data analysis for this article was completed. Of the 80 participants that presented for an 

initial visit, 18 patients had a first follow-up visit scheduled in the future. Of the 

remaining 62 participants that had a first follow-up scheduled before data collection was 

completed, 25 participants did not return for a first follow-up, while 37 participants did 

return. 

 Finally, for the continuous variable Patient’s Motivation for Treatment, the 

potential values of scores was from 1.00 (strongly disagree) to 5.00 (strongly agree). The 

range of scores for this variable was between 1.63 to 5.00. The mean score for patient 

motivation was 3.52 and the variance was 0.45. There was more variance in the Patient’s 

Motivation for Treatment variable than in any of the other research variables. This 

indicates that patients varied on their motivation for pursuing treatment, and that even 

after a two- to three-hour comprehensive visit, patient’s motivation was not instantly 

higher. 

Confirmatory Factor Analyses 

A confirmatory factor analysis was used with each latent construct (patient-

provider alliance and parent-provider alliance) to test the magnitude of the factor 

loadings. The magnitudes of the standardized factor loadings are reported in Table 2. 

Each of the three indicators for both Patient-Provider Alliance and Parent-Provider 

Alliance loaded significantly into their respective latent variables. Factor loadings for this 

model were determined to be significant if they were above .40 (Brown, 2015). For the 

construct Patient-Provider Alliance there was a range of loadings from 0.81 to 0.82, and 

for the construct Parent-Provider Alliance there was a range from 0.71 to 0.93. 
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Correlations 

 The complete findings of the correlations analysis can be found in Table 6. 

Correlations between each of the variables were examined, resulting in six correlations. 

The only significant correlation was between patient-provider alliance and patient 

motivation for treatment, r = 0.06, p < 0.05. 

Goodness of Fit 

The fit of Model 1 was assessed using chi square test of overall model fit, the CFI, 

TLI, and the RMSEA (root mean square error of approximation). According to the chi 

square test of overall model fit, the model fit was not statistically significant, χ² (17) = 

16.88, p = 0.46, suggesting good fit between the hypothesized model and the data. Other 

fit indices (CFI and TLI) were also examined for Model 1, which also confirmed good 

model fit; the CFI and TLI both had values above .95, CFI = 1.00, TLI = 1.00. The root 

mean square error of approximation (RMSEA) also indicated close approximate model fit 

(RMSEA = .000) (Browne and Cudeck, 1993). 

Model 2 tested the moderating effect of the parent-provider alliance on the 

relationship between Patient-Provider and Motivation for Treatment and Return for 

Follow-Up. Goodness of fit statistics are not computed and reported with interaction 

models, these statistics “are available only for models where means, variances, and 

covariances are sufficient statistics for model estimation” (Muthen, 2015). However, AIC 

or BIC values can be used to compare the fit of the interaction model and the full 

structural model (Muthen, 2015). When comparing the fit of Model 1 (the full structural 

model) and Model 2 (the moderation model) using the Akaike Information Criterion 

(AIC), the Bayesian Information Criterion (BIC), and the Sample-Size Adjusted BIC 
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(SABIC), it is clear that Model 1 fits the data better than Model 2. For the AIC (Model 1 

= 676.580, Model 2 = 681.197), BIC (Model 1 = 740.895, Model 2 = 752.658), and 

SABIC (Model 1 = 655.754, Model 2 = 658.057) the values are all lower for Model 1 

than they are for Model 2, indicating that Model 1 has superior model fit with the data 

than Model 2. Given that Model 1 had better fit than Model 2, Model 1 should be used to 

explain the findings of this study.    

Significance of Directional Paths 

 There were three directional paths and one bidirectional path that were assessed in 

Model 1. The first two were the paths from Patient-Provider Alliance to Patient’s 

Motivation for Treatment and Return for Follow-Up. The second path was from Parent-

Provider Alliance to Return for Follow-Up. Finally, there was a bidirectional path 

between Patient-Provider Alliance and Parent-Provider Alliance (see Figure 1). The 

results show that the two paths from the latent constructs Patient-Provider Alliance and 

Parent-Provider Alliance to the observed continuous variable Returned for Follow-Up 

were not significant: Patient-Provider Alliance to Return for Follow-Up (r = -0.059, p = 

0.513) and Parent-Provider Alliance to Return for Follow-Up (r = -0.031, p = 0.727). 

However, the path from the construct Patient-Provider Alliance to variable Patient 

Motivation for Treatment was significant (r = 0.190, p < .05). This means that the 

alliance between the patient and their provider significantly predicts the patient’s 

motivation for treatment in the presence of the other variables. However, the patient’s 

return for follow-up was not significantly predicted by neither the patient-provider 

alliance nor the parent-provider alliance. Finally, the correlation between Patient-
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Provider Alliance and Parent-Provider Alliance in this model was not statistically 

significant r = .204, p = 0.096. 

 Consistent with the findings of Model 1, in Model 2, there was only one 

significant predictive path. The directional path between Patient-Provider Alliance and 

Patient’s Motivation for treatment was significant (r = 0.284, p < 0.05). No other paths 

were significant. The interaction effects of Parent-Provider Alliance on the directional 

paths from Patient-Provider Alliance to Patient’s Motivation for Treatment (r = 0.092, p 

= 0.422) and Patient-Provider Alliance to Return for Follow-Up (r = -0.082, p = 0.508) 

were also not statistically significant. Neither the correlation between Patient’s 

Motivation for Treatment and Returned for Follow-Up (r = 0.208, p = 0.089) nor between 

Patient-Provider Alliance and Parent-Provider Alliance (r = 0.170, p = 0.121) were 

statistically significant. 

Discussion 

 This study offered the unique opportunity to examine alliance with the provider 

from the perspective of both the patient and the parent. The purpose of the study was to 

explore the relationship between treatment alliance, as reported by the patient and parent, 

and the patient’s follow-up for treatment and motivation for treatment. The good fit of the 

model suggests that the hypothesized model makes sense in relation to the data. And, 

while only one directional path was statistically significant, the finding that it is the path 

from the patient-provider alliance to the patient’s motivation for treatment provides the 

opportunity to discuss how to incorporate the child patient in their own treatment. The 

finding a significant relationship between patient-provider alliance and the patient’s 
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motivation for change highlights that treatment providers should be as intently focused on 

incorporating the child patient into treatment as they are in engaging parents. 

The Patient-Provider Alliance and Patient Motivation for Treatment 

The only path in the model that had a significant result, and also the most 

meaningful given the scope of interest of this study, is the relationship between the 

patient-provider alliance and the patient’s motivation for treatment. According to the 

findings of this study a change in the patient-provider alliance significantly predicts 

change in the patient’s motivation for treatment, when examined within the context of the 

other variables in the model. While this might not be an entirely surprising finding given 

the extensive literature on the importance of the relationship between the patient and the 

provider in adult populations (Brady, Ho, Kelley, & Clancy, 2007; Kim, Kim, & Boren, 

2008), the literature on the relationship between the child patient and their provider is, at 

best, limited, and focused almost exclusively on older adolescents (Radecki, Olson, 

Frintner, Tanner, & Stein, 2009; Shrewsbury, King, Hattersley, Howlett, Hardy, & Baur, 

2010). While the findings of this study should be taken in perspective, since they 

currently only reflect the findings of a cross-sectional design, they should also be used to 

start a dialogue with providers in childhood obesity settings about the importance of 

building strong relationships with their patients as part of the treatment process.  

The Parent-Provider Alliance 

A surprising finding in this analysis was the lack of significance of the parent-

provider alliance variable in relation to any of the other variables. Even though the 

parent-provider alliance variable was tested in two models: 1) as a directional path to 

return for follow-up and bidirectional path to patient-provider alliance, and 2) as a 
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moderating variable on the return for follow-up and patient’s motivation for treatment, 

the findings of this study do not support the significance of the parent-provider alliance to 

the outcome variables. The reasoning behind even assessing for the relationship between 

the parent-provider alliance and both outcome variables (patient motivation for treatment 

and return for follow-up) was to reflect the heavy focus in the extant literature on the 

importance of incorporating the parent in treatment (Plourde, 2006; Pratt & Greer, 2012). 

It is important to note that the lack of variance in the parent scores, and the overall high 

scores, on the treatment alliance measure may be a factor for the lack of significant paths. 

While it is important to stay cautiously optimistic with the findings that parent-provider 

alliance were not significantly related to patient outcomes, it may be valuable to begin 

shifting the conversation from focusing heavily on engaging the parent in treatment to 

balancing more between both the parent and child, even with patients as young as eight 

years old. 

Return for Follow-Up 

The finding in this study that neither the patient-provider alliance nor the parent-

provider alliance predicted return for follow-up is understandable given the extant 

literature on how attrition is a common and complicated problem in treatment (Pratt, 

Collier, Walton, Lazorick, & Lamson, 2015; Skelton, & Beech, 2011). The awareness 

that treatment attrition is associated with a multitude of factors, making retention a 

difficult treatment factor for intervention, has been widely supported in the literature 

(Cote, Byczkowski, Kotagal, Kirk, Zeller, & Daniels, 2004; Skelton, Irby, & Geiger, 

2014). However, since treatment retention remains one of the most powerful factors in 

the success of treatment (Zeller, Kirk, Claytor, Khoury, Grieme, Santangelo, & Daniels, 
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2004), it is important to consider what tools childhood obesity treatment providers can 

access to keep patients coming back, and this could still include treatment alliance. And 

while the hypothesis that patient-provider alliance would be related to return for follow-

up was not supported by the findings of the study, examining the relationship between 

treatment alliance and the other variables associated with return for follow-up may 

continue to provide insight on addressing the attrition problem in childhood obesity 

treatment settings. 

Limitations 

 The major limitation of the study is that at the time of data analysis return follow-

up data was still being collected, resulting in 18 of the 80 participants having future 

follow-up visits. Therefore, the study design limited the available data for analysis. Also, 

in the present study, the focus was not on exploring and understanding the myriad of 

factors that contribute to attrition, even though attrition was a core outcome variable; 

rather the interest was in exploring whether a strong alliance between the patient or 

parent and the provider would predict the family’s return for a first follow-up visit. 

However, a limitation of this study may be that the researcher tried to examine the 

relationship of the patient-provider/parent-provider alliance to the patient’s return for 

follow-up without examining it in the context of other common factors for attrition. The 

relationship between treatment alliance and return for follow-up may be better 

understood in the context of other factors. 

Clinical Implications 

 The findings of this study support the idea that providers should spend more time 

focused on the child patient in childhood obesity treatment. Specialty childhood obesity 
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treatment visits can be an intense experience for the patients because they often involve 

multiple levels of assessment and treatment, such as medical exams, nutrition 

consultations, and behavioral health assessment and intervention (Barlow & the Expert 

Committee, 2007; Kirschenbaum and Gierut, 2013). Being able to assess for and activate 

a patient’s motivation through the use of a strong patient-provider alliance could be 

especially useful in treatment, and the implication that a strong alliance between patients 

and providers is related to patient motivation is supported in the literature (Grimes-

Robison, C., & Evans, 2008; Vermeire, Hearnshaw, Van Royen, & Denekens, 2001). 

While it is not being proposed that patient-provider alliance causes the patient’s 

motivation for treatment, particularly because other factors could also be attributed to 

patient motivation, the findings of this study do adequately support the importance of the 

alliance between the patient and the provider. Childhood obesity treatment providers are 

encouraged, at the least, to be aware of, examine, and enhance their alliance with their 

child patients. 

Future Directions in Research 

 The next step in the research of the patient-provider alliance and patient 

motivation for treatment should be to explore the changes in alliance and motivation 

together over time. Longitudinal data assessing how motivation and alliance change 

together will not only help provide insight into how patient-provider alliance and patient 

motivation continue to change as the patient-provider relationship continues on, but could 

also help researchers and practitioners understand if there is a causal relationship, where 

the changing patient-provider alliance directly impacts the patient’s motivation for 

treatment over time. Also, in future studies, the focus of researchers should be on re-
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examining the data to address the limitation of not having follow-up visit information for 

all participants. 

Conclusion 

 In the childhood obesity treatment literature, there has been a strong emphasis on 

acknowledging the role of the parent in the treatment process (Hernandez, Cheng, & 

Serwint, 2010; Nsiah-Kumi, Ariza, Mikhail, Feinglass, Binns, & Pediatric Practice 

Research Group, 2009) and building a strong alliance between the parent and the child’s 

provider during treatment (Eneli, Kalogiros, McDonald, Todem, 2007; Radecki, Olson, 

Frintner, Tanner, & Stein, 2009), and rightfully so considering that engaging the parents 

in treatment has been shown to be associated with better treatment outcomes (Golan & 

Crow, 2004; Hampl, Paves, Laubscher, & Eneli, 2011; Heinberg, Kutchman, Lawhun, 

Berger, Seabrook, Cuttler, & Horwitz, 2009). However, the interactions that take place 

during an appointment for childhood obesity treatment are complex, and involve more 

than just the parent and the provider. This study supports the idea that more attention 

should be given to the alliance between the child patient and their provider in treatment, 

and that child patients should be actively engaged as consumers of treatment. 
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CHAPTER III 

Article II 

 Over the past 30 years, there has been an increased interest in tackling the 

growing problem of childhood obesity. Despite the efforts to understand how childhood 

obesity develops and the myriad of proposed solutions to prevent and treat it, the problem 

persists at greater numbers in this past decade than at any other point in history (OAC, 

2013). With dialogue about childhood obesity generated from many outlets ranging from 

healthcare to researcher to pop culture and the media, the issue remains that childhood 

obesity is a serious illness with grave consequences and that there are still treatment-

specific topics that need to be addressed when discussing how healthcare providers can 

best serve children and their families. More specifically, while the pursuit of researchers’ 

deeper insight into the experiences of the patients receiving treatment for childhood 

obesity has been a helpful tool for developing expert recommendations for treatment that 

focus on patient-centered care and the importance of attentive, engaged, and strengths-

based providers (Barlow & the Expert Committee, 2007; Rao, 2008; Skelton, Irby, & 

Geiger, 2014), how patients perceive and respond to their providers, and how this patient-

centered approach relates to treatment outcomes, remains an area of research that 

warrants further focus. 

In order to address the treatment of obesity in meaningful ways, clinicians and 

researchers need to ask more specific questions about the role of the treatment alliance 

between the patient, the parent, and the provider is related to the patient’s motivation to 

engage in treatment and how providers assess the patient’s readiness to change. The 

current study was completed at a pediatric specialty clinic for overweight and obesity 
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where the providers have anchored their work in the recommendations of the expert 

committee, specifically using motivational interviewing to promote change behaviors 

(Jeffery, Epstein, Wilson, Drewnowski, Stunkard, & Wing, 2000) and applying a patient-

centered care model to treatment (Skelton, Irby, & Geiger, 2014).  

The purpose of this study is to explore how BMI, patient-provider alliance, and 

parent-provider alliance at the first visit relate to the patient’s motivation for treatment 

and the providers’ assessments of the family’s readiness to change. Given the team 

approach implemented at the treatment site, the “provider” in this study was the 

multidisciplinary treatment team (pediatrician and nutritionist). This study will also focus 

on the relationship between the patient’s motivation for treatment and the provider’s 

assessment of the patient’s readiness to change. This study will include three research 

questions: 1) Is there a relationship between the patient’s report of the patient-provider 

alliance and/or the patient’s BMI percentile at initial visit and the provider’s assessment 

of the patient’s readiness to change, 2) how do patient-provider alliance, parent-provider 

alliance, and weight status at the first session relate to the patient’s motivation for 

treatment, and 3) is there a direct relationship between the patient’s motivation for 

treatment and the provider’s assessment of their readiness to change? 

Literature Review 

Treatment Settings 

A recent model for the treatment of childhood obesity, that has been strongly 

supported by childhood obesity experts (Barlow & the Expert Committee, 2007; 

Kirschenbaum & Gierut, 2013), is the specialty collaborative treatment model (Whitlock, 

O’Connor, Williams, Beil, & Lutz, 2010; Anand, Adams, & Zuckerman, 2010), an 
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outpatient intervention program. This is a specialty care model that incorporates a 

multidisciplinary team focused on helping patients make changes in health behaviors to 

strive towards better healthcare outcomes. While weight management is part of this 

model, the focus is on improved health behaviors rather than a substantial decrease in 

body mass index, leaving room for providers to focus on factors that may help motivate 

patients and their families towards change. This is in line with expert recommendations 

that promote helping children and families learn to make lifelong lifestyle changes that 

lead to weight maintenance and gradual weight decreases as appropriate based on the 

child’s age (Barlow and the Expert Committee, 2007). A multidisciplinary team, with 

members that are well-trained in the necessary physical, behavioral, and nutritional 

changes for a healthy lifestyle, is the recommended provider in these settings. 

Outpatient intervention programs are designed to incorporate a multidisciplinary 

treatment team providing a collaborative intervention, which typically includes childhood 

obesity specialists and nutritionists, but can also include behavioral health providers 

(Pratt et al., 2009). The studies available on outpatient intervention programs support that 

patients have shown improvements in weight loss (Collier et al, 2011; Gee et al., 2013; 

Henes et al, 2009; Kirschenbaum and Gierut, 2013; Pratt et al., 2009; Pratt et al., 2011), 

quality of life (Pratt et al., 2009) and comorbidities (Henes et al, 2009; Kirschenbaum and 

Gierut, 2013; Pratt et al., 2009). Despite the benefits and contributions of the 

collaborative team approach, the literature fails to comprehensively examine the role of 

the collaborative team in relation to treatment outcomes, most commonly favoring a 

focus on the role of the medical provider. The benefits of incorporating a 

multidisciplinary treatment team have been touted in the literature for a myriad of 
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medical settings (e.g., primary care and specialty care) and medical diagnoses. In 

childhood obesity treatment, multidisciplinary care teams working collaboratively in 

outpatient specialty programs are an essential part of the expert recommendations 

(Barlow and the Expert Committee, 2007; Kirschenbaum and Gierut, 2013). However, 

the literature falls short on consistently reporting the collaborative efforts of the team. 

This study aims to begin to bridge the gap in the literature by having patients and parents 

report on their experiences with the whole team rather than one individual part of the 

team, and by having both parts of the team (pediatrician and nutritionist) provide 

assessments of the patient’s readiness for change.  

Treatment Alliance 

When examining the concept of treatment alliance, the patient-provider alliance 

refers to the quality of the relationship between the patient and provider, expanding on 

the idea of the presence of a patient-provider relationship. While the number of 

appointments attended, the type of relationship (e.g., primary care, specialty care), or the 

presence of hierarchy between the patient and provider might be components for 

evaluating the patient-provider alliance, the concept of alliance extends beyond these 

components to allow for the exploration of issues related to closeness, emotionality, and 

openness in the patient-provider relationship (Fuertes, Mislowack, Bennett, Paul, Gilbert, 

Fontan, & Boylan, 2007). It should be noted that the discussion of patient-provider 

alliance in the current obesity literature is exclusively focused on adult populations. The 

focus on the relationship between patient and provider in childhood obesity literature 

focuses more on communication between the child and the provider and what topics 
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should be addressed in treatment (Dietz & Robinson, 2005; Durant, Bartman, Person, 

Collins, & Austin, 2009; Skelton et al., 2012; Smith et al., 2008).  

Patient-Provider. Researchers have found that a strong alliance with medical 

providers is associated with improved treatment outcomes, particularly for patients 

presenting with obesity (Brady, Ho, Kelley, & Clancy, 2007; Kim, Kim, & Boren, 2008). 

Patients with obesity who have strong alliance with medical providers are more likely to 

adhere to treatment and to discuss treatment challenges with their healthcare providers, 

leading to developing more patient-centered treatment plans. This also highlights the 

importance of communication in the development of the patient-provider alliance. 

Patients and providers who have more frequent, longer, and more balanced periods of 

communication are more likely to have stronger patient-provider alliance (Aikens et al., 

2005; Durant, Bartman, Person, Collins, & Austin, 2009). By working to develop more 

meaningful communication with patients, providers allow patients to have more agency 

in their treatment. Finally, many researchers have recommended that behavioral medicine 

interventions for adults focus on developing strong patient-provider alliance in obesity 

treatment programs (De Panfilis, Torre, Cero, Salvatore, Dall'Aglio, Marchesi, et al., 

2008; Foreyt & Poston, 1998; Wadden, Sarwer, & Berkowitz, 1999).  

One major limitation of the current literature on the treatment alliance is that the 

focus of research on the patient-provider alliance is primarily on medical providers in 

medical settings (Aikens et al., 2005; Bennett et al., 2011; Brady et al., 2007; 

Ciechanowski et al., 2001; Dellande, Gilly, & Graham, 2004; Durant, 2009; Fuertes et 

al., 2007; Garrity, 1981; Harkaway & Madsen, 1989; Lewin, Skea, Entwistle, 

Zwarenstein, & Dick, 2001; Thompson & Ciechanowski, 2003), with little attention to 
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the role of collaborative teams. Furthermore, the discussions in the literature around 

improving the alliance between the patient and the provider place the majority of the 

responsibility on the patient, emphasizing the role of the provider as the expert and the 

patient as compliant (Dellande et al., 2004; Garrity, 1981). This further propagates the 

hierarchy between the patient-provider, which ultimately creates distance within the dyad 

rather than providing patients and providers with an opportunity to develop alliance-

based relationships (Garrity, 1981, Kim et al., 2008). 

 Parent-Provider. Parental involvement is imperative in childhood obesity 

treatment, but there remain struggles for engaging parents in treatment and securing 

commitments to return for follow-up (Whitlock et al., 2010). Despite these barriers, 

parents have an interest in seeking the appropriate treatment for their children and have 

strong opinions about their child’s treatment (Shrewsbury, King, Hattersley, Howlett, 

Hardy, & Baur, 2010). There is a trend in the literature recognizing the responsibility of 

the providers to engage parents more frequently in the treatment. Part of the trend relates 

to acknowledging that some parents are not aware of the discrepancy in their assessment 

of the child’s weight status compared to the provider’s assessment (Chaimovitz, 

Issenman, Moffat, Persad, 2008; He & Evans, 2007). Parents are interested in seeking 

advice from their child’s medical provider or healthcare team about the child’s weight 

management (Hernandez, Cheng, Serwint, 2010), and providers should be prepared and 

willing to educate parents in respectful and culturally sensitive ways (Chaimovitz, 

Issenman, Moffat, & Persad, 2008). Eneli, Kalogris, McDonald, & Todem (2007) found 

that parents have strong opinions about their child’s treatment and their concerns should 

help drive treatment protocols. Parents want to be included in care and want their 
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expertise about their child to be respected (Radecki et al., 2009). The majority of 

researchers suggest that it is the provider’s responsibility to make room for the parent in 

treatment. It is recommended to include parents as part of the team and to use the parent’s 

expertise about their child to motivate the family to make changes and to return for 

continued treatment.  

Motivation for Treatment 

Motivation for treatment has been widely accepted as an impactful factor related 

to treatment outcomes for patients struggling with obesity (Chen, Kennedy, Yeh, & 

Kools, 2005). Previous research has provided support for the idea that motivation plays 

an important role in a patient’s readiness to change (Fontaine & Bartlett, 1998; Sussman, 

Williams, Leverence, Gloyd, & Crabtree, 2006). Acknowledging the role of the patient in 

their treatment, reinforcing their capacity for change, and assessing their interest in and 

willingness to change allows providers to explore issues of agency and autonomy in 

treatment with their patients and families. This can serve to empower patients and 

provide them with more input into their treatment, which in turn can help to enhance 

motivation (Fontaine & Bartlett, 1998; Fontaine & Bartlett, 2002).  

  Researchers have found that motivation for treatment can even be assessed in 

children with obesity (Carcone et al., 2013; Post et al., 2011; Puhl & Heuer, 2009; 

Williams, Grow, Freedman, Ryan, & Deci, 1996; Borrell-Carrió, Suchman, & Epstein, 

2004). This is an important finding because it indicates that children have a capacity for 

deciding what change they want and how to make it happen. Furthermore, it emphasizes 

that children should be active partners in their treatment, rather than the bystander to 

discussions between the provider and parent. However, using parents and other support 
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systems to increase motivation and elicit change has been encouraged, particularly the 

incorporation of social supports directly into treatment (Post, Mainous, Gregorie, Knoll, 

Diaz, & Saxena, 2011; Fontaine & Barofsky, 2001; van Hout, van Oudheusden, & van 

Heck, 2004). More importantly, family motivation for treatment is just as important as 

patient motivation (Ball, Garcia, Chanoine, Morrison, Legault…& Holt, 2012). By 

broadening the scope to include the system, the diagnosis of obesity can be less 

stigmatizing and patients can be encouraged in multiple parts of their life to make healthy 

changes, creating movement towards readiness to change. A broader system can be 

particularly helpful for minority populations who may need the support from social 

systems outside of the treatment team in order to be able to incorporate healthy changes 

into their everyday lives (Borrell-Carrió, 2004; Chen & Kennedy, 2004). 

Readiness to Change 

Treatment should focus on reducing weight and improving health outcomes, 

which cannot be accomplished without adequate assessment of readiness to change. 

Readiness to change is one of the most commonly recommended assessments in 

treatment (Barlow & the Expert Committee, 2007), as it can have a strong impact on 

treatment outcomes. While readiness to change and motivation for change are often used 

in conjunction with one another in the literature, it is important to understand how they 

differ and how they can be used in the treatment process. Readiness to change is a 

different construct than motivation for change, and these two factors should be assessed 

separately. Readiness to change is concerned with the patient’s readiness to make a 

change in their physical activity and nutritional habits outside of the treatment (i.e., at 

home between treatment visits) (Howard, 2007; Rao, 2008). Motivation is concerned 
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with measuring the patient’s continued seeking of treatment (i.e., returning for follow-up 

visits to seek provider-based care) (Breda & Reimer, 2012). Studies have also widely 

found that a patient’s motivation for change can have a substantial impact on their 

readiness to change (Sussman, Williams, Leverence, Gloyd, & Crabtree, 2006). An 

important focus of the treatment plan should focus on how the treatment team assesses 

the patient’s readiness for change, and how the provider can use readiness to change to 

impact other treatment outcome.  

 Readiness to change is most consistently explained using Prochaska and 

Diclemente’s Transtheoretical model for change (1984). The transtheoretical model of 

change identifies five stages of change that the patient might present at and move through 

over the course of treatment: precontemplation, contemplation, planning, action, and 

maintenance. In childhood obesity treatment the major concern about readiness to change 

are how to intervene when the patient either presents with an earlier stage of readiness to 

change and how to address self-perceived low proficiency for change (Story, Neumark-

Stzainer, Sherwood, Holt, Sofka, Trowbridge, & Barlow, 2002). It has been 

recommended that providers use readiness to change to engage patients in the treatment 

process (Barlow & Dietz, 1998; Jonides, Buschbacher, & Barlow, 2002). 

 The aim of the study is to explore how the patient’s BMI at the first visit and how 

the relationships between the patient, provider, and parent contribute to the patient’s 

motivation for treatment and readiness to change for patients that present to a pediatric 

healthy weight treatment clinic. By examining the quality of the treatment alliances 

between the patient-and-provider and the parent-and-provider, and exploring how the 

treatment alliances relate to the treatment outcomes of provider-assessment of readiness 
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to change and the patient’s motivation for treatment, providers and researchers can begin 

to understand how to use the relationships fostered in treatment to provide better care for 

patients in childhood obesity treatment centers.  

Methodology 

Design 

The study was completed using secondary, de-identified data that was collected 

from a medical clinic in Eastern North Carolina. The data for the larger study was 

collected at a pediatric clinic specializing in the treatment of childhood obesity and 

examined the alliance between the patient, parent, and provider, and the relationship 

between treatment alliance and treatment outcomes. While the larger study also included 

interview data, only the survey and medical record data was analyzed for this article. The 

researcher of the larger study worked to develop a research project that fit the scope of 

community-based participatory research, or action research, by working collaboratively 

with expert community members and researchers during the research development 

process (Mendenhall & Doherty, 2005; NIH, 2015). By staying committed to the 

community-based participatory research approach, the researcher hoped to be able to 

apply the results of the study to the site where the data was collected. Specifically, one 

goal of the study was to use the findings to help inform the practices of the treatment 

team, and to transition the findings into treatment practices to help the team provide 

better care to the patients and their families.  

Participants 

Data was collected from a purposive sample of families that presented for 

treatment at a specialty pediatric healthy weight research and treatment center. The 
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population of interest for this study was children between the ages of 8-18 with 

overweight and obesity at or above the 90th percentile for their age and sex. The decision 

to include patients between the ages of 8 and 11 was in the interest of having a larger 

sample size with more variance in age range. Not including children under the age of 8 

will help to address issues with reading level and being able to complete surveys without 

the assistance of their parents. The childhood obesity treatment clinic is a referral-based 

treatment program with referrals coming from primary care providers; patients cannot 

self-refer. 

 This study was collected at only one pediatric healthy weight treatment site in 

Eastern North Carolina. There were five specific inclusion criteria for participating in this 

study including: 1) the patient had to be at least 8 years old, 2) the patient needed to 

provide verbal or written assent to participate in the study, 3) both the patient and their 

caregiver had to be able to read and speak English, since interpreters could not be used to 

help participants complete the study), 4) to comply with IRB standards, the patient’s 

caregiver needed to have legal authority to sign consent forms on the patient’s behalf for 

research participation, and 5) both the patient and caregiver had to be present for and 

involved in the entire medical and nutrition visit. At the end of data collection at the first 

appointment, the patient and the participating caregiver received a one-time 

compensation for their participation in the study of a $10 Wal-Mart gift card. 

Procedures 

 The childhood obesity treatment clinic is a referral-based treatment program with 

referrals coming from primary care providers or other specialty providers; patients cannot 

self-refer. The protocol for patient visits consistently includes two parts: 1) a meeting 
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with the pediatrician and medical family therapy intern to address physical activity, 

medical and psychosocial diagnoses, and family-related health behaviors and 2) a 

nutritional assessment and counseling with the nutritionist to address food and sugary 

beverage intake and nutritional changes for the patient and family. Typically, the patient 

visit consists of meeting with the pediatrician and the medical family therapy intern for 

the first half of the visit and meeting with the nutritionist for the latter half of the two- to 

three-hour appointment. Depending on the number of patients in the clinic, the patient 

flow into the lab for blood work, and the complexity of the cases that present, this order 

for patient visits may change to accommodate patient needs. Regardless of the order of 

the patient visit, the pediatrician and medical family therapy are responsible for greeting 

the patient first and explaining the plan for the day to the patient and family at each visit. 

For each patient visit, the team meets in their shared office space to discuss the patient’s 

needs and care throughout duration of the two-hour appointment, often swapping stories 

or sharing preliminary assessments to determine the next best course of action. Decisions 

about the visit and the patient’s treatment plan are made collaboratively by the treatment 

team during the appointment. 

After both the medical and nutrition portions of the initial visit were completed, 

the team helped the researcher determine the family’s eligibility to participate in the 

study and introduced the possibility of participating to the family. The researcher then 

met with each family to explain the research protocol and to complete the informed 

consent documents. While parents were responsible for signing informed consents, the 

patients were asked to give verbal assent (if under the age of 12) or provide written assent 

(if between the ages of 12 and 17) to participate. All surveys and interviews were 
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completed in the same exam room used for the patient’s appointment. The patient and 

parent were each given their own survey packet, and were asked to fill it out 

independently and without sharing answers. Participants were asked to complete surveys 

before the interview. After completing their portion of the visit, each treatment team 

member completed a survey with questions about the patient’s and parent’s readiness to 

change, the family’s likelihood of returning for treatment, and their perception of the 

provider-patient and provider-parent alliances during the treatment visit. Data available in 

the electronic medical record such as the patient’s age, sex, body mass index (BMI) at the 

initial visit, provider-documented comorbidities, scheduled date of follow-up 

appointment, actual date of return for follow-up, provider at initial visit, provider at the 

follow-up visit, caregiver at the initial visit, and caregiver at the follow-up visit were 

recorded after the medical note was completed. 

Measures 

There were five variables of interest in this study: 1) patient-provider alliance, 2) 

parent-provider alliance, 3) BMI at initial visit, 4) patient’s motivation for change, and 5) 

provider-assessed readiness for change. To measure the parent-provider alliance and 

patient-provider alliance constructs, patients and parents were each given a modified 

version of the the Physician-Patient Working Alliance Inventory self-report measure to 

assess their relationship with the treatment team after the initial treatment visit. The 

Motivation for Youth Treatment Scale was administered to patients to assess their 

motivation for treatment at the end of the initial visit. Provider-assessed readiness for 

change was measured using a self-report measure administered to each of the providers 

present for the patient’s appointment. Demographic variables were collected from the 
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patient’s medical record and parent. The patient’s BMI percentile is computed in the 

patient’s electronic medical record using the patient’s height, weight, sex, and age. 

BMI Percentile. BMI percentile was used as the measure the patient’s weight 

status at the first visit in the study because for statistical purposes the BMI percentile is 

should be used in lieu of a comparison of BMI points. Using BMI percentile allows for 

BMI comparisons of one child to the population based on the child’s age and sex (Flegal 

& Ogden, 2011) and the comparisons can be tracked on the growth curves set by the 

CDC (CDC, 2000). To determine BMI percentile, the child’s weight and height are 

measured to calculate a raw BMI score, and since children are still growing, age- and 

sex-specific growth curves are used to plot the child’s BMI in comparison to nationally 

recognized averages that provide a visual of child’s BMI percentile (Kuczmarski, Ogden, 

Guo, Grummer-Strawn, Flegal, Mei,...& Johnson, 2002). 

Patient-Provider and Parent-Provider Alliance. Fuertes, Mislowack, Bennett, 

Paul, Gilbert, Fontan, and Boylan (2007) developed the Physician-Patient Working 

Alliance Inventory (PPWAI) by rewording Tracey and Kokotvics 1989 Working Alliance 

Inventory Short-Client form (C-WAI) to make it more applicable to the patient-provider 

relationship in medical settings. Fuertes and colleagues retained the original subscales 

and question structure from C-WAI, which was used to assess client-therapist working 

alliance, but reworded sections of the questions to fit in the context of the medical setting. 

The original C-WAI has strong reliability scores with a Cronbach’s alpha of 0.98, and 

had strong concurrent and predictive validity (Fuertes et al., 2007; Tracey & Kokotovic, 

1989). The PPWAI is a 12-item measure with three subscales: agreement on goals, 

agreement on tasks, and bond. This measure has an overall Cronbach’s alpha of 0.93. The 



Texas Tech University, Rola Aamar, August 2016 

 47 

Cronbach’s alphas for the subscales were 0.82, 0.72, and 0.89 for the tasks, goals, and 

bonds subscales, respectively (Fuertes et al., 2007). See Appendices A and C for the 

PPWAI measures for both child and parent, respectively. Higher scores on any of the 

subscales of the PPWAI indicates that the patient or parent perceptions a strong alliance 

for that subscale. 

Two changes were made to the original PPWAI to make it more applicable to the 

current study. Since the provider in this study was the whole treatment team, the word 

‘doctor’ was changed to ‘treatment team’ to more accurately reflect to participants that 

they would be assessing their experience with the whole team. The second change 

involved making the questions in the PPWAI applicable to the parent/caregiver (e.g., ‘my 

treatment’ and ‘my goals’ were changed to ‘my child’s treatment’ ‘the goals for my 

child’). Since a separate, validated measure for assessing the parent’s alliance with the 

treatment team during their child’s treatment visit does not exist, rewording the PPWAI 

was deemed to be the most appropriate way to capture this variable. The internal 

reliability for each subscale in this study are as follows for the patient’s measure: 

agreement on tasks α= 0.524, agreement on goals α= 0.420, emotional bonds α= 0.661, 

and total score α= 0.812, and are as follows for each subscale of the parent’s measure: 

agreement on tasks α= 0.739, agreement on goals α= 0.593, emotional bonds α= 0.781, 

and total score α= 0.858. Patient-provider alliance and parent-provider alliance variables 

were each presented as construct variables in the model, with agreement on tasks, 

agreement on goals, and emotional bonds used as indicators for each construct. 

Patient’s Motivation for Treatment. Breda and Riemer (2012) developed the 

Motivation for Youth Treatment Scale to serve as a psychometrically sound, brief 
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measure for the assessment of youth motivation for treatment (See Appendix B). The 

MYTS is used as part of the Vanderbilt Peabody Treatment Progress Battery for clinical 

treatment, specifically for mental health treatment (Lambert, Hurley, Tomlinson, & 

Stevens, 2013). The MYTS, child scale consists of two 8-item measures, one for parents 

and one for children. The child’s scale, which was used in this study, measures the child’s 

motivation for treatment and consists of subscales for problem recognition and readiness 

to change. The problem recognition construct has a Cronbach’s alpha of 0.84 and the 

Treatment Readiness construct has a Cronbach’s alpha of 0.83. This measure was 

adjusted to replace the word “problem” with “weight,” so that it is more applicable to the 

current study. The total score of the scale was used to measure the patient’s motivation 

for treatment, and the motivation for treatment was included as an indirect measure 

outcome variable in the model. The internal reliability for the MYTS Patient scale total 

score using this study’s data was α= 0.775. Throughout the study, motivation for 

treatment refers to the child patient’s motivation for their own treatment. 

Provider Assessment of Readiness to Change. The nutritionist and the 

physician were each given two readiness to change questions to assess, from the 

providers’ perspective, the patient’s readiness to incorporate the nutrition and physical 

activity changes discussed in the appointment at home. See Appendix F for the providers’ 

readiness to change questionnaire. These questions have been used by childhood obesity 

treatment teams for assessment of RTC as part of best practices (Barlow & the Expert 

Committee, 2007; FORWARD, 2012). Readiness to change questions were modeled after 

Prochaska and Diclementes transtheoretical model of change (1984). The physician and 

nutritionist each rated the patient on a scale from precontemplation (1) to maintenance (5) 
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for readiness to make physical activity and nutrition changes. The scores for each 

provider were averaged together to create two total assessment of change scores: one for 

the physician and one for the nutritionist. There are not existing reliability and validity 

scores for this measure. However, the assessment of RTC using these questions has been 

recommended for best practices (Barlow & the Expert Committee, 2007). In this study, 

the internal reliability for the physician’s readiness to change questions was α= 0.425. 

and was α= 0.786 for the nutritionist’s readiness to change questions. The provider 

assessment of readiness to change variable was a construct outcome variable with 

physician assessment of readiness to change and nutritionist assessment of readiness to 

change as the indicator variables. 

Demographic and EMR Variables. The remaining variables of interest in this 

study were collected using a demographics questionnaire and the electronic medical 

record. A demographics questionnaire developed by the researcher was completed by the 

parent during this study. The relevant variables reported by parents on the demographics 

questionnaire include the patient’s race and food insecurity status. Parent’s were asked to 

specify the race of their child, and later compared to information in the medical record, so 

that the parents could be specific about how they identify their child’s ethnicity and race 

and to account for any misinformation in the medical record (See Appendix D). Parents 

were also asked to report on their family’s perceived food insecurity, which was used as 

an assessment of the family’s access to resources because the less access to resources is 

related to greater food insecurity (Hager, Quigg, Black, Coleman, Heeran, Rose-

Jacobs,…Frank, 2009; Urke, Cao, & Egeland, 2013). The food insecurity assessment was 

an empirically validated three-item measure that asks about concern about not having 
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enough food to last for an entire week, running out of food and not having money to buy 

more, and receiving free or reduced school lunches (See Appendix E). The Electronic 

Medical Record Data Sheet (See Appendix G), constructed by the researcher, was used to 

collect patient medical record information including the patient’s age, sex, BMI 

percentile at the initial visit, and caregiver at the initial visit. The demographic variables 

were used to describe the sample. 

Data Analysis 

The analysis was focused on exploring the relationship between the provider’s 

assessment of the patient’s readiness to change, the patient and parent’s reports of 

motivation for treatment, and the patient and parent’s assessment of their readiness to 

change, and all of the data was from the first appointment. The model was constructed 

based on the findings of the previous literature. Figure 3 provides an illustration of the 

hypothesized model. The outcome variables in article two were the provider’s assessment 

of the patient’s readiness to change and the patient’s self-reported motivation for 

treatment. The dependent variables were the patient-provider alliance as reported at the 

first appointment, the parent-provider alliance, and the patient’s weight status at the first 

session. This study explored several predictive paths from the independent to the 

outcome variables, and also included a direct path between the two outcome variables, 

patient’s motivation for treatment and the provider’s assessment of the patient’s readiness 

to change. A confirmatory factor analysis was conducted with the subscales that were 

used as the indicator variables for the patient-provider alliance and parent-provider 

alliance constructs. The full structural equation model proposed was tested using MPlus 
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software. The fit indices used in this study are Chi-square goodness of fit, CFI, TLI, and 

RMSEA. 

Results 

Description of the Sample 

 The sample included 80 participant groups (i.e., patient, parent, providers). The 

clinic was open three days a week and providers scheduled anywhere from 1 to 4 patients 

per clinic day, on the days that there were patients who participated in the study. Most 

commonly, the providers saw 2 (n= 32), 3 (n= 22), or 4 (n= 22) patients per clinic day.  

Only patients between the ages of 8 and 17 were included in this study. The age 

groups most represented are 9 (n = 12), 10 (n = 13), and 13 (n = 10) year olds. More 

details about ages, and all other descriptive information, are included in Table 1. Rather 

than asking patients to self-identify with a race, information on race and ethnicity was 

collected from parents and from the patient’s medical record. Based on the information 

reported by the parents the majority of the patients were non-Hispanic Black (n= 45). The 

next largest majority of patients were identified as being non-Hispanic White (n= 20). 

The remaining patients were identified as Hispanic (n= 5), Hispanic White (n= 4), 

Hispanic Black (n= 1), bi-racial (n= 3), and other (n= 2). This information was 

consistently confirmed within the patient’s medical record.  

All patients that presented for treatment at the clinic were referred for having a 

BMI at or above the 90th percentile for their age and sex, typically represented with a 

diagnosis of ‘obesity’ or ‘abnormal weight gain’. These patients also either had been 

diagnosed with or were at risk for being diagnosed with a comorbid medical condition. 

Healthy weight treatment visits were focused on reducing risk for comorbid illnesses by 
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reducing BMI over time. The majority of participants had BMI percentiles between the 

98th (n= 22) and the 99th percentile (n= 48).  

Caregivers, referred to throughout this article as parents, that were eligible to 

participate had to have the legal authority to consent their child into the study (i.e., be a 

biological parent or have legal custody). Mother figures including biological mothers (n= 

70), stepmothers (n= 2), adoptive mothers (n= 2), and grandmothers (n= 3), made up the 

majority of the parent population. Fathers (n= 2) and grandfathers (n= 1), also 

participated in the study. An important aspect of this study, overall, was highlighting the 

needs of underserved populations in childhood obesity treatment, specifically populations 

with less access to resources. To assess for low access to resources parents were asked to 

report on perceived food insecurity, using a three-item measure that inquired about: 1) 

concern about not having enough food to last for the week, 2) running out of food and not 

having money to buy more, and 3) receiving free or reduced school lunches. This 

measure of food insecurity is consistent with the clinic (Hager, Quigg, Black, Coleman, 

Heeran, Rose-Jacobs,…Frank, 2009; Urke, Cao, & Egeland, 2013). Seventy of the 80 

families that participated in this study reported some level of perceived food insecurity. 

Receiving free or reduced school lunches (n= 56) was the most frequently reported 

variable of food insecurity. 

Three full-time healthcare providers staff the clinic, including one 

nutritionist/registered dietician, who is present on all days for all initial visits, and two 

pediatricians, who rotate clinic days, so that only one pediatrician is present for each 

initial visit. The medical providers both have medical degrees (MD), are Fellows of the 

American Academy of Pediatrics, and identify as specialists in childhood obesity 
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treatment. One of the medical providers is also trained in internal medicine in pediatrics 

and preventive medicine, as well as fellowship training in Health Service Research. The 

nutritionist has a Masters of Science in nutrition, and is a registered dietician, and a 

licensed nutritionist. Each of these providers self-identify as Non-Hispanic White. 

Variable Details 

 Patient-Provider Alliance, Parent-Provider Alliance, and BMI Percentile at Initial 

Visit are the independent variables in the analysis, while Patient Motivation for 

Treatment and Provider-Assessed Readiness for Change are outcome variables. Means 

and variances for the construct variables Patient-Provider Alliance and Parent-Provider 

Alliance are not available, but means and variances for the indicator variables, agreement 

on tasks, agreement on goals, and emotional bonds, for each construct are provided in 

Table 5. Patient scores from 3.67 to 5.00 for agreement on tasks, 2.75 to 5.00 for 

agreement on goals, 3.20 to 5.00 for emotional bond. The ranges for the Parent-Provider 

Alliance constructs were from 4.00 to 5.00 for agreement on tasks, 3.25 to 5.00 for 

agreement on goals, and 3.60 to 5.00 emotional bonds. In general, patients and parents 

both reported strong alliance with providers, as indicated by the high mean scores. There 

was little variance among the scores, indicating that the perception of treatment alliance 

with providers was strong across participants. 

All the patients in this study had a BMI percentile of at least 90, indicating that 

they were at an increased of weight-related illness. The range of BMI percentiles was 

between 91.26 and 99.90. See Tables 1 and 5 for more details. A BMI percentile between 

the 85th and the 95th percentile (n=3) indicates a weight status of overweight, while a BMI 

percentile above the 95th percentile (n=77) indicates a weight status of obese. The mean 
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BMI was 98.73. Little variance in the BMI percentiles of the participants was expected, 

and confirmed, considering that they are presenting for treatment at a specialty clinic. 

Patient’s Motivation for Treatment is a continuous observed outcome variable 

with a potential score ranging from 1.00 to 5.00, and an actual calculated range from 1.63 

to 5.00. The mean score for the Patient’s Motivation for Treatment variable was 3.52, 

with a variance of 0.44. See Table 5 for more details. Across participants, there was 

greater variance in the motivation for treatment variable than any other research variable. 

This might indicate that even though they may present for treatment, patients were not 

necessarily motivated to participate in treatment.  

Provider-Assessed Readiness for Change is a latent construct outcome variable 

composed of two indicator variables: 1) physician assessment of patient’s readiness to 

change and 2) nutritionist assessment of patient’s readiness to change. Each indicator of 

the Provider-Assessed Readiness for Change was analyzed as a scale variable and had a 

potential range of scores from 1.00 (precontemplation) to 5.00 (maintenance). The actual 

range of scores was from 1.00 to 4.50 (physician assessment) and from 1.50 to 4.50 

(nutritionist assessment). The means for the patient’s readiness to change were 3.08 

(physician assessment) and 2.91 (nutritionist assessment), while the variances were 0.49 

(physician assessment) and 0.45 (nutritionist assessment). There was a positive 

correlation between the physician assessment and nutritionist assessment of readiness for 

change (r= 0.41, p <.05). The physician and nutritionist’s mean scores for the patient’s 

readiness to change were between contemplation (thinking about change and wanting to 

talk more) and preparation (likely to make changes in the next six months). The 

significant correlation between the physician’s rating and the nutritionist’s rating of 
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readiness to change indicates that a change in one of the scores is related to a change in 

the other. 

Confirmatory Factor Analyses 

Three latent constructs were included in this analysis: Patient-Provider Alliance, 

Parent-Provider Alliance, and Provider-Assessed Readiness for Change. To examine the 

magnitude of the factor loadings into each construct, a confirmatory factor analysis 

(CFA) was used. Based on the findings of Brown (2015), factor loadings in applied 

research are determined to be significant if they are above 0.30, but preferably 0.40. 

Therefore, 0.40 was the cutoff for factor loadings used in the CFA. All indicators loaded 

significantly into their respective latent variables. For the Patient-Provider Alliance 

construct the range of loadings was 0.81 to 0.83, for the Parent-Provider Alliance 

construct the range was 0.71 to 0.94. Refer to Table 3 for specific details on the 

magnitudes of the standardized factor loadings for the each of these constructs. For the 

Provider-Assessed Readiness for Change construct the two indicator variables used had 

factor loadings of 0.59 (Physician Assessment of Patient Readiness for Change) and 0.69 

(Nutritionist Assessment of Patient Readiness for Change).  

Correlations 

 An analysis of the correlations between each of the 5 independent and dependent 

variables were examined, resulting in a total of 10 correlations. There was only one 

significant correlation present between patient-provider alliance and patient motivation 

for treatment, r = 0.06, p < 0.05. For the complete findings of the correlations analysis, 

see Table 7. 
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Goodness of Fit 

Four measures of model fit were used to assessed the overall fit of the model 

including: chi square test of overall model fit, CFI, TLI, RMSEA (root mean square error 

of approximation). The chi square test of overall model fit was not statistically 

significant, χ² (31) = 25.58, p = 0.741, an indication that the model does fit the data well. 

The other fit indices that were examined also indicated good model fit. The CFI and TLI 

both had values above 0.90: TLI = 1.00, CFI = 1.03, and RMSEA value was 0.00. 

Significance of Directional Paths 

 A total of seven directional and bidirectional paths were assessed in this model 

(illustrated in Figure 3). The first set of paths was from Patient-Provider Alliance to 

Patient’s Motivation for Treatment and Provider-Assessed Readiness for Change. The 

results show that path from Patient-Provider Alliance to Patient’s Motivation for 

Treatment (r = 0.60, p < 0.05) was significant, and the path from Patient-Provider 

Alliance to Provider-Assessed Readiness for Change (r = 0.25, p < 0.05) was also 

significant. The significant directional paths indicate that a change in the Patient-Provider 

Alliance would be directly related to a change in each of the outcome variables. 

The second set of paths was from BMI Percentile at Initial Visit to Provider-

Assessed Readiness for Change (r = 0.05, p = 0.61) and from Patient’s Motivation for 

Treatment to Provider-Assessed Readiness for Change to (r = -0.04, p = 0.80). Neither of 

these paths was statistically significant. The final directional path from Parent-Provider 

Alliance to Patient’s Motivation for Treatment (r = -0.04, p = 0.76) was also not 

statistically significant. This means that while the Patient-Provider Alliance significantly 

predicts the Patient’s Motivation for Treatment and the Provider’s Assessment of the 
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Patient’s Readiness for change in the presence of the other variables, none of the other 

three directional paths are predictive. There was one proposed bidirectional path from 

Patient-Provider Alliance to Parent-Provider Alliance. However, this bidirectional path 

was also not statically significant (r = 0.21, p = 0.09), indicating that there is not a 

statistically significant relationship between the changes in Patient-Provider Alliance and 

Parent-Provider Alliance.  

Discussion 

 The purpose of this article was to explore the relationship between the patient and 

parent’s alliance with the provider team and two outcome variables: 1) the patient’s 

motivation for treatment and 2) the provider’s assessment of the patient and parent’s 

readiness for change. The relationship between weight status at initial visit and the 

provider’s assessment of readiness to change was also examined. The focus of the study 

was to collect patient, parent, and provider data about the family and provider’s 

experience of the treatment appointment immediately after the patient’s initial visit. The 

value of the study is in the exploration of the perspectives of each of the major players in 

the treatment appointment, the beginnings of which are captured in this article. More 

importantly, shifting the emphasis from exploring the patient’s experience with a single 

provider to that of interacting with a collaborative team is a unique contribution of the 

study, particularly because provider assessments were examined in relation to treatment 

outcomes. The overall hypothesized model had good model fit and produced two 

statistically significant directional paths. The vision for this study was to be able to 

provide insight into how clinical practices, specifically how establishing a treatment 

relationship, assessing for patient motivation, and using assessments for readiness to 
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change can inform clinical practices in childhood obesity treatment. A deeper look into 

the context of these findings may provide an understanding of how to continue to explore 

these variables in the treatment of childhood obesity.  

Treatment Alliance and Patient Motivation for Treatment 

 As illustrated in figure 5, it was hypothesized that both the patient-provider and 

the parent-provider alliance would be directly related to changes in the patient’s 

motivation for treatment. The goal of analyzing the hypothesized model was to expand on 

the current literature about the importance of the parent-provider alliance (Radecki, 

Olson, Frintner, Tanner, & Stein, 2009) and to add a new focus to the childhood obesity 

treatment literature about the relevance of exploring the role of the patient-provider 

alliance. However, only the patient-provider alliance showed a significant relationship 

with the patient’s motivation for treatment. It is worth noting that since the patient’s 

motivation for treatment is a variable derived only from patients’ responses, it may seem 

logical that it would not be directly related to the parent-provider alliance. However, 

parents are typically seen as the activators of change because they are considered to be 

primarily responsible for implementing the changes at home (Dietz & Robinson, 2005, 

Israel, Stolmaker, & Andrian, 1985). Building off previous literature that highlights the 

importance of establishing a positive relationship and good communication with parents 

(Dietz & Robinson, 2005; Eneli, Kalogrios, McDonald, & Todem, 2007), it was 

hypothesized that the parent-provider alliance would also impact patient-motivation for 

treatment. Despite those non-significant paths, the finding that the patient-provider 

alliance does significantly predict patient motivation, does suggest that the patient-
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provider alliance could be an important factor in helping activate the patient’s motivation 

for treatment.  

Provider-Assessed Readiness for Change 

The literature on childhood obesity treatment strongly supports the role of the 

providers in assessing for and intervening on readiness for change (Barlow & Dietz, 

2002; Kirk, Scott, & Daniels, 2005; Rao, 2008). Provider assessment of readiness for 

change is perceived to be such an important aspect of treatment that recommendations 

have been made to include it in the patient’s medical record (Rattay, Ramakrishnan, 

Atinkson, Gilson, & Drayton, 2009). The findings of this study support the hypothesis 

that there is a relationship between the patient-provider alliance and provider-assessed 

readiness to change. This is an interesting finding that highlights how providers play an 

active role in the treatment process in both assessing and developing treatment alliance 

with the patient. Based on this finding, providers could begin to explore how to 

incorporate their assessment of the patient’s readiness to change into the treatment 

setting. 

BMI Percentile at Initial Visit 

The path from BMI Percentile at the initial visit to the provider-assessed readiness 

for change was not statistically significant. The scope of interest when exploring this path 

was rooted in the weight bias literature, which suggests that, in general, individuals with 

obesity are seen as less motivated towards and less capable of change (Drury & Louis, 

2005; Puhl & Heuer, 2010; Puhl & Latner, 2007). The working hypothesis was that as the 

patient’s BMI percentile increased the provider’s assessment of the readiness for change 

would decrease. An issue that may have impacted the findings for this variable is that 
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there was little variance for patient BMI within this sample, so this could be an issue of 

sensitivity. On the other hand, it may be a favorable finding for the patients that the 

provider’s assessment of their readiness to change was not related to their BMI at the 

initial visit. The weight bias literature includes numerous accounts of patients, typically 

adults, feeling judged by their medical providers (Puhl, Peterson, & Luedicke, 2013; 

Sabin, Marini, & Nosek, 2012; Schwartz, Chambliss, Brownell, Blair, & Billington, 

2003), or feeling that their medical providers do not seem encouraging about the patient’s 

capacity for change (Drury & Louis, 2005), or feeling that their medical providers are not 

empathetic to the struggles the patient faces to make change. 

Implications and Future Directions  

 Clinical. Considering that the findings of the study did show a significant 

predictive path between the patient-provider alliance and both outcome variables, 

providers in childhood obesity treatment should attend to how they build relationships 

with the child patient in treatment. Moreover, it is important for providers in childhood 

obesity treatment settings to begin to explore how the patient-provider alliance is not only 

a factor of interest for the patient, but also for the providers themselves. Oftentimes the 

literature focuses primarily on the needs of the patients and their families (e.g., Chang, 

Brown, Nitzke, 2009; Golley, Magarey, Baur, Steinbeck, & Daniels, 2007; 

Kirschenbaum, Craig, Pecora Kelly, & Germann, 2007), which makes sense given that 

the patients are the focus of treatment. However, providers play an active, and often 

overlooked, role in the treatment process (Barlow & Dietz, 2002; Barlow and the Expert 

Committee, 2007; Jonides, Buschbacher, & Barlow, 2002; Polacsek, Orr, Letourneau, et 

al., 2009). There is also some research to support that even providers who regularly work 
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with patients with obesity may still experience weight bias (Barlow & Dietz, 2002; 

Schwartz, Chambliss, Brownell, Blair, & Billington, 2003) and concerns about their own 

competence in addressing the topic of obesity with patients (Jelalian, Boergers, Alday, & 

Frank, 2003). The findings in this study support the idea that a logical next step in 

treatment could be to encourage providers to explore what their role is in developing a 

treatment alliance with their patients and examining how that treatment alliance is related 

to the assessments they make about the progress of treatment. 

 Research. The significance of the predictive path between patient-provider 

alliance and patient motivation for treatment indicates that an area of the childhood 

obesity literature that needs to continue to be explored is the role of the patient-provider 

alliance on treatment outcomes. While the predictive paths in this cross-sectional study 

do not indicate a causal relationship between the patient-provider alliance and the 

outcome variables, using longitudinal design to explore the relationships of these 

variables might help explain how these variables change together overtime, providing 

insight into any causal relationships. The focus of future research should be on examining 

these variables together using longitudinal data. While the findings of this study did not 

support the hypothesis about the relationship between BMI percentile and the provider’s 

assessment, there is extensive literature suggesting that change in weight status over time 

and is related to change in provider’s assessment of readiness to change, specifically 

when BMI percentile decreases (Barlow & Dietz, 2002; Grimes-Robison & Evans, 2008). 

This is because a decrease in BMI percentile is typically related to the patient making 

physical activity and nutrition changes. However, future research could also explore the 
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directional relationship from the provider’s assessment of readiness to change to the 

change at the patient’s BMI in follow-up visits. 

Limitations 

 One limitation of the study was the limited variance in the responses of the 

providers on the readiness for change survey items. The providers at this clinic identify 

with a strengths-based approach, so they regularly anecdotally report high confidence in a 

family’s capacity and willingness to make changes. So while this strengths-based 

perspective happens to limit the variance in the Provider-Assessed Readiness for Change, 

it also happens to be a major clinical strength of the treatment team. Regardless, the lack 

of variance in the provider’s assessments, and their self-reported optimism about patient 

potential for change, possibly limited the significance and the ability to detect a 

relationship with other variables. 

 Another limitation of this study is the patient and parent’s interpretation of the 

alliance questions. While the alliance questions used were validated in other studies 

(Fuertes, Mislowack, Bennett, Paul, Gilbert, Fontan, & Boylan, 2007), the wording used 

in this study specifically identified ‘the team.’ While the treatment team referred to 

themselves as ‘the team’ throughout the visit, some patients did still ask for clarification 

while completing the survey about what the phrase ‘team’ meant. Clarification was 

provided when requested, but was not provided to each participant. 

 An important clinical limitation is that due to data collection limitations, the 

Spanish-speaking population was not eligible to participate Since they are not represented 

in this sample, it is impossible to know if their experiences are similar to or different than 
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the current sample, hence making it difficult to know if the findings of this study would 

apply to them.  

Conclusion 

 Childhood obesity treatment clinics appropriately explore the clinical outcomes 

related to the patient. However, for every child that presents for childhood obesity 

treatment, there are multiple players who have an interest in the child’s treatment. The 

focus of this study was to help make the shift to research that incorporates the multiple 

perspectives present during a treatment visit. Research is needed that broadens the scope 

from focusing on just one or two players at a time, and needs to move into exploring the 

interactive relationships between the patient, the parent, and their provider. 
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CHAPTER IV 

GLOBAL DISCUSSION 

Guiding patients and families through the process of weight management is 

difficult and complicated. Childhood obesity treatment rarely produces rapid results 

(Edmunds, Waters, & Elliott, 2001; Young, Northern, Lister, Drummond, & O'Brien, 

2007) and the commonly occurring factors of attrition (Ball, Garcia, Chanoine, Morrison, 

Legault, Sharma,... & Holt, 2012; Skelton, Goff, Ip, & Beech, 2011) and comorbid 

medical diagnoses (AACAP, 2012; Daniels, 2006; Reilly et al., 2005) further complicate 

the treatment process. Providers are oftentimes confronted with the dilemma of having to 

decide how to best address the issue of obesity or abnormal weight gain with families 

who may not be prepared to hear about it or disagree with it, even when they present for 

specialty treatment for obesity. 

With over 30 years of research on childhood obesity treatment, one of the most 

noteworthy findings is that obesity is a complex disease that is affected by and impacts 

multiple areas of a patient’s life (Barlow & the Expert Committee, 2007; Dietz & 

Robinson, 2005; Ogden, Lamb, Carroll, & Flegal, 2011). In a medical system that places 

an intense demand on the treatment outcomes, providers are under growing pressure to 

show results for a presenting problem with many constantly moving parts. Findings from 

previous research provide suggestions for addressing many of the complex issues that 

present in childhood obesity treatment, including discussing parental weight status 

(Rietmeijer-Mentink, Paulis, Middelkoop, Bindels, & Wouden, 2013), promoting of 

physical activity practices (Kant & Miner, 2007), addressing food insecurity and access 

to resources (Casey, Szeto, Lensing, Bogle & Weber, 2001), understanding attrition from 
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treatment (Zeller, Kirk, Claytor, Khoury, Grieme, Santangelo, & Daniels, 2004), 

activating motivation for treatment (Chen, Kennedy, Yeh, & Kools, 2005), and assessing 

readiness for change (Fontaine & Bartlett, 2002). However, one area that has not been as 

comprehensively addressed in the childhood obesity literature is the role of the patient-

provider alliance in treatment, specifically the child patient’s alliance. 

The value of the patient-provider relationship has been examined in the literature 

in several contexts, sometimes referred to as the quality of the communication between 

patient and provider. Aikens, Bingham, and Piette’s 2005 findings supported the 

importance of patient-provider communication in self-care behaviors and self-efficacy. A 

study by Ciechanowski, Katon, Russo, and Walker (2001) examined and supported the 

significance of the role of attachment with the provider to adherence to diabetes 

treatment. Dyer, Patsdaughter, McGuinness, O'Connor, and DeSantis (2004) showed 

through retrospective research how the patient-provider alliance in the treatment of 

individuals with HIV and AIDS has been linked to be improved daily living and disease 

management. Frantsve and Kerns (2007) found that improved quality of communication 

between the patient and provider may promote better management of the chronic pain by 

the patient. Furthermore, Matthias and colleagues (2010) found through qualitative 

interviews with primary care providers that an improved patient-provider relationship 

would benefit the providers as well. Providers reported that better relationships with their 

patients were essential for treatment and would alleviate some of the stress associated 

with providing the best care for their patients. 

As highlighted by these studies, in the world of treatment, the role of the provider 

is just as important as, if not possibly even more important than, the treatment protocol 
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itself. And given the intricacies of childhood obesity treatment, focusing on how to use 

the patient-provider alliance to address the complex issues that arise during treatment 

may be a worthwhile endeavor for providers and researchers. Furthermore, the findings 

of this current study, while preliminary and not causal, support that the patient’s 

perspective of the patient-provider alliance are related to some of the patient’s treatment 

outcomes. 

The Findings 

 The findings of this study support the importance of the patient-provider alliance 

in childhood obesity treatment. And despite that much of the current literature on 

childhood obesity treatment suggests that providers focus on engaging the parent in and 

eliciting the parent’s expertise for treatment (Chaimovitz, Issenman, Moffat, & Persad, 

2008; Eneli, Kalogris, McDonald, & Todem, 2007), the findings of this study suggest that 

maybe the patient-provider alliance should be where providers focus their attention. 

While parent-provider alliance was not related to any of the outcome variables (patient 

motivation for treatment, return for follow up, or providers’ assessment of the patient’s 

readiness for change) neither through direct paths nor as a moderating variable, the 

patient-provider alliance was related to both the patient’s motivation for treatment and the 

providers’ assessment of the patient’s readiness for change. These findings, coupled with 

the implications of the aforementioned extant literature, suggests the importance of 

engaging the patients in their own treatment.  

The previous literature on the importance of the patient-provider relationship 

exclusively includes adult patients. So, focusing on the parent in treatment may be logical 

since adults, either in their own treatment or in their child’s treatment, are typically 
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considered to be the primary agents of change (Plourde, 2006; Pratt & Greer, 2012). 

However, this study suggests that since there is no relationship between the parent-

provider alliance and any of the outcome variables, that perhaps engaging the patients 

maybe a more worthwhile endeavor for providers, particularly when focusing on 

activating the patient’s interest in change behaviors and promoting motivation for 

continued treatment.  

Investing in the Patient-Provider Alliance in Childhood Obesity Treatment 

 Healthcare providers, including physicians (American Medical Association, 2001; 

Pellegrino, 2002; Stern & Papadakis, 2006), nurses (American Nurses Association, 2001; 

American Nurses Association, 2010; Kirpal, 2004), mental health practitioners (AAMFT, 

2015; APA, 2010; Butler, 2002; Farber, Manevich, Metzger, & Saypol, 2005; NASW, 

2008; Rønnestad & Skovholt, 2003), and nutritionists (American Dietetic Association, 

2009; Jung, Luck-Sikorski, Wiemers, & Riedel-Heller, 2015; Walker, Morin, & Labrie, 

2012), often seek careers in the helping professions because of their interest in caring for 

and serving others, which is often reflected in the codes of ethics for their professional 

organizations as well as their anecdotal accounts of why they seek their respective 

professions. And anecdotal reports from the providers at this study site reflect the 

findings in the literature that providers are interested in providing care for, not just 

treatment to, their patients. However, in the currently complicated healthcare climate, 

providers are inundated with fiscal demands; adding the pressure to perform on to the 

expectation to serve (Rost, Nutting, Smith, Coyne, Cooper-Patrick, & Rubenstein, 2000; 

du Pre, 2000). The purpose of this dissertation study was to add a perspective to the 

childhood obesity literature on the importance of attending to the alliance between the 
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child patient and their provider in treatment and to highlight the importance of the 

relationship between the patient and provider in relation to their treatment outcomes.   

The next proposed step is to move from understanding the trends identified in the 

findings of this study and extant literature to implementing them in clinical practice to 

enhance patient-provider alliance. Since the Patient Provider Working Alliance Inventory 

was used to measure the patient-provider alliance in this study, the findings by Fuertes, 

Mislowack, Bennett, Paul, Gilbert, Fontan, and Boylan (2007) were used, along with 

other findings on the patient-provider relationship, to guide the suggestions for practice. 

Fuertes and colleagues (2007) suggested that by engaging the patient in the treatment 

process, the provider acknowledges the patient’s capacity for and competence to change, 

potentially resulting in improved treatment outcomes and adherence to treatment. They 

also propose three aspects of the patient-provider alliance that present in medical 

treatment settings: 1) agreement on tasks, 2) agreement on goals, and 3) emotional bonds. 

For each of these areas of care, there are specific components of care to which providers 

can attend. 

Verifying treatment tasks with the patient. One of the ways treatment providers 

can act to establishing a strong patient-provider alliance is by determining with patients 

which medical problems and aspects of treatment the patient identifies as important. 

According to Fuertes et al. (2007), there are two ways to do this: 1) by educating the 

patient with new information on what they can do to improve their health and 2) by 

verifying with the patient what components they want to attend to in treatment. Previous 

literature shows that assessing whether the patient agrees about what needs to be done to 

take care of their care of their health, can provide insight about if the patient even 
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considers treatment necessary (Kravitz & Melnikow, 2001) or what their agenda for 

treatment might be (Barry, Bradley, Britten, Stevenson, & Barber, 2000). Furthermore, 

in-session patient education can be used to inform hesitant or unaware patients the need 

for treatment and to encourage interested patients in exploring treatment options (Grimes-

Robison & Evans, 2008; Hernandez, Cheng, Serwint, 2010; Jonides, Buschbacher, & 

Barlow, 2002).  

Collaborative identification of goals. Childhood obesity treatment providers 

should seek to involve the child patient in the planning of treatment goals. While some 

goals, such as not bringing sugary beverages into the home or packing healthy lunches, 

are often seen as the responsibility of the parent since oftentimes parents are responsible 

for providing meals (Barlow & Dietz, 1998; Golley, Magarey, Baur, Steinbeck, & 

Daniels, 2007), the patient can still be engaged in a conversation about which goals are a 

priority for them. When patients are engaged in their treatment planning, they are more 

likely to adhere to the plan.  

Prioritizing emotional bonds. Finally, it has been suggested in previous research 

that patients can identify the quality of the interpersonal relationship between themselves 

and their provider, specifically whether or not their provider has worked to establish a 

strong bond with them (Brown & Krupnick, 2010; Murphy, Chang, Montgomery, 

Rogers, & Safran, 2001). It has also been proposed that the presence of a strong bond 

between patient and provider is a cornerstone of patient-centered care (Mead & Bower, 

2002). Fuertes et al. (2007) also indicate that investing in building emotional bonds with 

the patient in treatment increase patient-provider alliance and may enhance treatment 

outcomes. With the increased stigma around the issue of obesity and the often limited 
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voice of the child patient, trust and emotional security in childhood obesity treatment are 

even more crucial.  

Future Research  

 Exploring the relationships between both the patient-provider alliance and the 

patient’s motivation for treatment and the providers’ assessment of readiness to change is 

a start to learning about the patient-provider alliance in treatment. However, the complex 

nature of childhood obesity treatment demands that other treatment factors should also be 

examined in relation to patient-provider alliance, including the patient’s socioeconomic 

status, the patient’s experiences with weight bias, and the relationship between the patient 

and the parent. Also, while there has been some qualitative research that examines the 

patient’s perspective on childhood obesity treatment (Ball et al., 2012; Skelton et al., 

2012; Shrewsbury, King, Hattersley, Howlett, Hardy, & Baur, 2010), but future research 

should specifically ask questions about what childhood obesity treatment patients seek 

from their providers and how comfortable they feel asking providers for what they need 

in treatment. As of March 2016, only one longitudinal study exists that explores the 

importance of the patient-provider alliance in childhood obesity treatment settings 

(Bejarano, Milkes, Hossain, Arueta-Ortiz, & Wysocki, 2016). Further longitudinal 

research is needed to inform clinicians and researchers on how to use patient-provider 

alliance to improve treatment retention and outcomes. Finally, an aspect that needs 

further exploration through research is how to incorporate the patient’s system in 

treatment. Despite the importance of engaging child patient in treatment and valuing their 

perspective, since patients are still minors and heavily dependent on their caregivers they 

cannot be held solely responsible for the change in treatment. Understanding how to 
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engage, the patient’s system (e.g., parents, family, and multiple healthcare providers) can 

provide insight into what roles each part of the system plays and how providers can use 

the whole system to improve treatment outcomes. 

For the millions of children across the US struggling with overweight and obesity, 

comprehensive treatment from providers that care is what is needed to help the patient 

work towards and achieve healthy lifestyle change. Treatment is more meaningful when 

it comes from providers that are relationally-invested: providers that care (Beach & Inui, 

2006). Part of caring for the patient, should include being attentive to their individual, 

unique needs, and actively involving them in the treatment process, even if they are just a 

child. Childhood obesity treatment providers are encouraged to consistently explore their 

patient-provider alliance, and to continue to develop and incorporate that alliance as part 

of treatment process. 
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Table 1. Frequencies for Demographic Variables 

Variable Frequency Percent Cumulative 
Percent 

Sex 
Male 
Female 

 

 
31 
49 

 
38.8 
61.3 

 
38.8 
100.0 

Age in Years 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 

 

 
6 
12 
13 
4 
8 
10 
4 
9 
7 
7 

 
7.5 
15.0 
16.3 
5.0 
10.0 
12.5 
5.0 
11.3 
8.8 
8.8 

 
7.5 
22.5 
38.8 
43.8 
53.8 
66.3 
71.3 
82.5 
91.3 
100.0 

Race/Ethnicity 
Non-Hispanic White 
Non-Hispanic Black 
Hispanic 
Hispanic White 
Hispanic Black 
Biracial 
Other 

 

 
20 
45 
5 
4 
1 
3 
2 

 
25 
56.3 
6.3 
5.0 
1.3 
3.8 
2.5 

 
25.0 
81.3 
87.5 
92.5 
93.8 
97.5 
100.0 

BMI Percentile 
91.00-91.99 
94.00-94.99 
96.00-96.99 
97.00-97.99 
98.00-98.99 
99.00-99.99 

 

 
2 
2 
3 
3 
22 
48 

 
2.5 
2.5 
3.8 
3.8 
27.5 
60.0 

 
2.5 
5.0 
8.8 
12.5 
40.0 
100.0 
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Table 1. Frequencies for Demographic Variables Cont. 
Food Insecurity (Scale) 

0 
1 
2 
3 
4 
5 

 

 
10 
38 
10 
18 
3 
1 

 
12.5 
47.5 
12.5 
22.5 
3.8 
1.3 

 
12.5 
60.0 
72.5 
95.0 
98.8 
100.0 

Food Insecurity (Categories) 
Worry About Food 

Never 
Sometimes 
Always 

 
Ran Out of Food 

Never 
Sometimes 
Always 

 
Free/Reduced Lunches 

Yes 
No 

 
 
49 
26 
5 
 
 
55 
23 
2 
 
 
14 
66 
 

 
 
61.3 
32.5 
6.3 
 
 
68.8 
28.7 
2.5 
 
 
17.5 
82.5 
 

 
 
61.3 
93.8 
100.0 
 
 
68.8 
97.5 
100.0 
 
 
17.5 
100.0 

Caregivers 
Biological Mother 
Stepmother 
Adoptive Mother 
Grandmother 
Biological Father 
Grandfather 

 

 
70 
2 
2 
3 
2 
1 

 
87.5 
2.5 
2.5 
3.8 
2.5 
1.3 

 
87.5 
90.0 
92.5 
96.3 
98.8 
100 

Returned for Follow-Up 
Yes 
No 
Future Visit 

 
25 
37 
18 
 

 
31.3 
46.3 
22.5 

 
31.3 
77.5 
100.0 
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Table 2. Standardized Factor Loadings for Variables in Article 1 

Construct  Indicator Variable  Factor Loadings  

  
  
  
Patient-Provider Alliance 

  
Agreement on Tasks1  

  
.82  

  
Agreement on Goals 

  
.81 

  
Emotional Bonds 

  
.83 

  
  
  
  
Parent-Provider Alliance 

  
Agreement on Tasks1   
  

  
.93 

  
Agreement on Goals  
  

  
.72 

  
Emotional Bonds   
  

  
.82 

1 Factor loading is fixed to 1 in unstandardized solution  
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Table 3. Standardized Factor Loadings for Variables in Article 2 

Construct  Indicator Variable  Factor Loadings  

  
  
  
Patient-Provider Alliance 

 
Agreement on Tasks1 

 
.82 

 
Agreement on Goals 

 
.83 

 
Emotional Bonds 

 
.81 

  
  
  
  
Parent-Provider Alliance 

 
Agreement on Tasks1 
 

 
.94 

 
Agreement on Goals 
 

 
.72 

 
Emotional Bonds 
 

 
.81 

Provider-Assessed 
Readiness for Change 

 
Physician Assessment of Patient’s 
Readiness for Change1 

 
.59 

 
Nutrition Assessment of Patient’s 
Readiness for Change 

 
.69 

1 Factor loading is fixed to 1 in unstandardized solution  
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Table 4. Descriptive Statistics for Study Variables in Article 1 

Variable Mean Minimum Maximum Std. Deviation 

Patient-Provider Alliance 
Agreement on Tasks 
Agreement on Goals 
Emotional Bonds 

 

 
4.51 
4.16 
4.40 

 
3.67 
2.75 
3.20 

 
5.00 
5.00 
5.00 

 
0.16 
0.21 
0.19 

Parent-Provider Alliance 
Agreement on Tasks 
Agreement on Goals 
Emotional Bonds 

 

 
4.69 
4.47 
4.51 
 

 
4.00 
3.25 
3.60 

 
5.00 
5.00 
5.00 

 
0.13 
0.21 
0.17 

Patient’s Motivation 
for Treatment 

3.52 1.63 5.00 0.44 
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Table 5. Descriptive Statistics for Study Variables in Article 2 

Variable Mean Minimum Maximum Std. Deviation 

Patient-Provider Alliance 
Agreement on Tasks 
Agreement on Goals 
Emotional Bonds 

 

 
4.51 
4.16 
4.40 

 
3.67 
2.75 
3.20 

 
5.00 
5.00 
5.00 

 
0.16 
0.21 
0.19 

Parent-Provider Alliance 
Agreement on Tasks 
Agreement on Goals 
Emotional Bonds 

 

 
4.69 
4.47 
4.51 
 

 
4.00 
3.25 
3.60 

 
5.00 
5.00 
5.00 

 
0.13 
0.21 
0.17 

Patient’s Motivation 
for Treatment 
 

3.52 1.63 5.00 0.44 

Provider-Assessed 
Readiness for Change 

Physician 
Nutritionist 
 

 
 
3.08 
2.91 
 

 
 
1.00 
1.50 

 
 
4.50 
4.00 

 
 
0.49 
0.45 

BMI at Initial Visit 
 

98.73 91.26 99.90 2.40 
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Table 6. Correlations for Study Variables in Article 1     
  
 Patient-

Provider 
Alliance 

Parent-
Provider 
Alliance 

Patient Motivation 
for Treatment 

Return for 
Follow-Up 

Patient-Provider 
Alliance 

-    

Parent-Provider 
Alliance 

0.02 -   

Patient Motivation 
for Treatment 

0.06* 0.01 -  

Return for  
Follow-Up 

-0.02 -0.02 0.06 - 

*p<.05 
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Table 7. Correlations for Study Variables in Article 2      
 Patient-

Provider 
Alliance 

Parent-
Provider 
Alliance 

Patient 
Motivation 
for Treatment 

Provider-
Assessed 
Readiness for 
Change 

BMI 
Percentile at 
Initial Visit 

Patient-
Provider 
Alliance 

-     

Parent-
Provider 
Alliance 

0.20 -    

Patient 
Motivation for 
Treatment 

0.29* 0.02 -   

Provider-
Assessed 
Readiness for 
Change 

0.16 0.18 0.06 -  

 
BMI Percentile 
at Initial Visit 

 
-0.01 

 
0.19 

 
0.07 

 
0.08 

 
- 

*p<.05 
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* p<0.05 

 
Figure 1. The relationship between patient- and parent-reported treatment alliance and 
the patient’s motivation for treatment and return for follow-up.  
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* p<0.05 

 
Figure 2. The Moderating Effect of the Parent-Provider Alliance on the Relationship 
Between the Patient-Provider Alliance and the Patient’s Follow-up for Treatment and 
Motivation for Treatment.  
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* p<0.05 

 
Figure 3. The relationship between patient-provider alliance, parent-provider alliance, 
and BMI and the patient’s motivation for treatment and provider-assessment of the 
patient’s readiness for change. 
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APPENDIX A 
 

PHYSICIAN-PATIENT WORKING ALLIANCE INVENTORY – PATIENT 
QUESTIONNAIRE  

 
 

The following questions ask about YOUR experiences today with the treatment team 
here at the Pediatric Healthy Weight Clinic. For each of the questions below, circle the 
answer that you think best matches what you think about the question. There are no 
right or wrong answers, just your answers. 

 
1. My treatment team and I agree about the things I need to do to help improve my health. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
2. My treatment team gives me new ways of looking at my health. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
3. I believe that my treatment team likes me. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
4. I believe that my treatment team trusts me.  
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
5. I am confident in my treatment team’s ability to help me. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
6. My treatment team and I agree on my treatment plan. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
7. My treatment team understands what I am going through with my medical problem.  
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 
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8. My treatment team and I agree on what is important for me to do. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
9. I trust my treatment team. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 
 

10. My treatment team and I have different ideas about my medical problem(s). 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
11. We established a good understanding of the kind of changes that would be good for me. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
12. I believe that the way we are working to solve my medical problem(s) is correct. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 
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APPENDIX B 
 

MOTIVATION FOR YOUTH TREATMENT SCALE – PATIENT QUESTIONNAIRE  
 
 
1. My weight is causing problems at home, school, with my friends, or in other places. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
2. My weight is making my life worse. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
3. Some of my feelings about my weight are really bothering me. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
4. I want help finding solutions for my current weight problems. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
5. Getting treatment for my weight seems like a good idea to me. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
6. If I attend treatment for my weight I think my life will get better. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
7. I am getting treatment for my weight because I want to. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 
 

8. My feelings about my weight are causing problems at home, school, with my friends, or 
in other places. 

 
Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 
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APPENDIX C 
 

PHYSICIAN-PATIENT WORKING ALLIANCE INVENTORY – PARENT 
QUESTIONNAIRE  

 
 

The following questions ask about YOUR experiences today with the treatment team 
here at the Pediatric Healthy Weight Clinic. For each of the questions below, circle the 
answer that you think best matches what you think about the question. There are no 
right or wrong answers, just your answers. 

 
1. The treatment team and I agree about the things we need to do to help improve the 

child’s health. 
 
Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
2. The treatment team gives me new ways of looking at my child’s health. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
3. I believe that the treatment team likes me. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
4. I believe that the treatment team trusts me. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
5. I am confident in the treatment team’s ability to help my child. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
6. The treatment team and I agree on my child’s treatment plan. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
7. The treatment team understands what my child and I are going through with my 

child’s medical problem. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 
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8. The treatment team and I agree on what is important for my child to do. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
9. I trust the treatment team. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
10. My treatment team and I have different ideas about my child’s medical problem(s). 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
11. We established a good understanding of the kind of changes that would be good for 

my child. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 

 
12. I believe that the way we are working to solve my child’s medical problem(s) is 

correct. 
 

Strongly        Disagree          Neither Agree    Agree                Strongly 
Disagree             nor disagree               Agree 
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APPENDIX D 
 

RACE AND ETHNICITY QUESTIONS – FOR PARENT REPORT ONLY 
 
 

Please answer the following questions about your child (the patient). 
 

1. Is your child of Hispanic, Latino or Spanish origin?  
a. Yes  
b. No 

 
2. Please choose one or more of the following categories to describe your child’s race 

a. White / Caucasian  
b. Black/African-American  
c. American Indian/Native American  
d. Alaska Native  
e. Asian  
f. Native Hawaiian  
g. Pacific Islander  
h. Other: ____________ 
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APPENDIX E 
 

FOOD INSECURITY QUESTIONNAIRE – FOR PARENT REPORT ONLY 
 
 

The following questions ask about access to food for the child(ren) in the home. 
 
1. Within the past 12 months we worried whether our food would run out before we got 

money to buy more.             
 
Often true         Sometimes true         Never true 
 

2. Within the past 12 months the food we bought just didn't last and we didn't have money 
to get more.                 

 
Often true         Sometimes true         Never true 

 
3. During the past 12 months, did [[S.C.]/any child in the household] receive free or 

reduced-cost breakfasts or lunches at school?  
 

Yes  No 
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APPENDIX F 
 

PROVIDER ASSESSMENT OF PATIENT’S READINESS TO CHANGE 
 
 

Stage of Change Description of Stage 
Precontemplation stage No interest in changing behaviors in the next 6 months 
Contemplation stage Thinking about making a change but not soon 
Preparation stage Intending to make a change in the next month 
Action stage Making changes 
Maintenance stage Maintaining changes for at least 6 months 

 
1. Rate patient’s readiness to make nutrition changes 

a. Precontemplation 
b. Contemplation 
c. Preparation 
d. Action 
e. Maintenance 

 
2. Rate patient’s readiness to make physical activity changes 

a. Precontemplation 
b. Contemplation 
c. Preparation 
d. Action 
e. Maintenance 
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APPENDIX G 
 

ELECTRONIC MEDICAL RECORD DATA SHEET 
 
Age 

• Age in Years and Months: ______ (Years) and ______ (Months) 
 

Sex 
• _______________ 

 
BMI 

• _______________ 
 

Comorbidities 
• _______________ 

 
Scheduled date of follow-up appointment 

• _______________ 
 

Return date for follow up 
• _______________ 

 
Provider at initial visit 

• _______________ 
 

Provider at follow-up visit 
• _______________ 

 
Caregiver at initial visit 

• _______________ 
 
Caregiver at follow-up visit 

• _______________ 
 
Number of patients scheduled and number of patients that arrived on day of visit 

• _______________ 
 
Length of appointment 

• _______________ 
 


