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Abstract
   The purpose of the quality improvement (QI) project was to provide 
parents nutritional education of recommended feeding practices 
as a means of encouraging parents to incorporate healthy parental 
role modeling behavior at home and reduce pediatric body mass 
index (BMI). The plan-do-study-act was the chosen methodology 
applied to initiate a practice change within the current treatment of 
childhood obesity in the outpatient pediatric setting [1, 2]. There was 
a total of 9 parent/child dyad participants who completed the study. 
The inclusionary criteria for the study was the child was 2-5 years 
old, with a body mass index (BMI) greater than or equal to 85% 
according to the pediatric growth curve with accompanied parents/
guardians that was able to give consent. The study demonstrated 
that there was a statistically significant difference in the pre-survey 
scores (M=19.00, SD=5.39) and the post-survey scores (M=16.44, 
SD=3.32); t (8) =2.34, p =.048; clarifying that lower/decreased 
survey scores demonstrated an improvement in parental knowledge. 
There was not a significant difference be- tween the pre-educational 
BMI (M=18.27, SD=.75) and the post-educational BMI (M=18.39, 
SD=1.16) of study participants; t (8) =-.35, p=.734. This study used 
the Parental Role Model Assessment tool to compare the pre-in- 
terventional parental role modeling scores to the post-interventional 
role modeling scores within the pediatric home. The quality 
improvement (QI) team determined that the post interventional 
Parental Role Model Assess- ment scores decreased which suggested 
that the educationl intervention delivered by the pediatric provider on
positive parental role modeling was retained and modeled by the 
parents within the pediatric home over a 3 month period. The team 
concludes that enhancing standards of practice within the pediatric 
primary care setting to allow for improving parental nutritional/
lifestyle knowledge deficits and providing education to strengthen 
positive parental role modeling will act to enhance quality-health 
outcomes within the pediatric obese/overweight population.
Keywords: Parents (PR), Preschoolers (PS) and Obesity (OB)
Introduction
   Childhood obesity is a public health crisis that increases negative

health outcomes and rising cost within the American health care 
system [2, 3]. Obesity leads health care providers, public health 
officials, and communi- ties to search for answers to reverse the 
advancement of the disease and its co-morbid effects [2-5]. Increasing
parental nutrition knowledge and encouraging parental involvement 
in pediatric weight loss treatment plans in the primary care setting 
is one solution to address the childhood obesity epidemic [6-
8]. Implementation of interactive, educational, family-centered 
interventions within primary care encourages parental engagement in
pediatric weight loss treatment plans to increase the success in BMI 
reduction [9, 10]. Parents are influential in food choices and exercise 
habits, but have limited interventional focus within current pediatric 
practice [11, 12]. The project determined if implementing a parent 
focused healthy lifestyle, interactive educational class is an effective 
intervention for obesity treatment within a pediatric outpatient 
primary care setting.
   The purpose of the project was to provide parents nutritional 
education of recommended feeding practices as a means of 
encouraging parents to incorporate healthy parental role modeling 
behavior and reduce pediatric BMI. This project aimed to empower 
the parents by providing knowledge of nutritional approaches that 
can be imple- mented in the home to decrease pediatric BMI. The 
objectives of this project were as follows:
1. Parents will have a deeper cognizance of early comorbid/mortality 
rates and the importance of maintaining a healthy childhood BMI;
2. Parents will incorporate knowledge of recommended nutritional 
practices at home;
3. Parents will have a lower post-survey nutritional scores when 
compared to pre-survey scores to validate nutritional knowledge 
retention;
4. Parents will implement the knowledge gained and introduce the 
weight loss treatment plan in the home to reduce pediatric BMI;
5. There will be a notable BMI reduction of 0.1 – 1.0 pound per 
month after parental education secession.
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Background and Signficance
   Childhood obesity is an area of concentrated reform by The 
World Organizations (WHO), The Centers for Disease Control 
(CDC), and The American Academy of Pediatrics [13-16]. Forty-
two million children worldwide under the age of five years are 
clinically overweight or obese, and, therefore, the WHO described 
this epidemic as the time of “globesity”[16]. In addition to the world 
obesity rates, 17% of American youth have a clinical diagnosis of 
obesity [17-19]. Georgia is the nineteenth leading state in childhood 
obesity; one in three children within the state of Georgia has a 
diagnosis of overweight or obesity [20, 21].
   The recent public attention on childhood obesity is an attempt 
to recognize the epidemic and prevent the negative physical and 
emotional impact that obesity places on youth [2, 19]. Lifelong 
physical and mental effects of early obesity prevents the achievment 
and maintenance of optimal health in the pediatric patient [13, 17, 19,
22]. Childhood obesity increases the risk for the development of 
health conditions that affect musculoskeletal, neurological, hepatic, 
gallbladder, cardiac and kidney systems [17]. Obesity places children 
under chronic physiological and psychologic stress [2, 17, 22]. 
Congestive heart failure, diabetes mellitus type II, asthma, arthritis,
and end-stage renal disease are physiologic conditions that may 
result from the early presence of obeseogenic environments [2, 17, 
19]. Obeseogenic environments are primarily parental/guardian 
controlled situations in a child’s life where there is frequent 
subjection to behaviors such as overnutrition, sedentary lifestyles, 
and insufficient healthy food consumption [23, 24]. Psychological 
effects include stress, depression, isolation, anxiety, and decreased 
social functioning [2, 22]. The presence and advancement of 
progressive conditions cripple the obese population’s quality and 
longevity of life [2, 25].
   The significant impact on nursing, advanced practice providers, and 
healthcare is the increased complexity of care [6, 14, 15]. Treatment 
efforts are not exclusive to dietary and exercise interventions, 
but consists of mul- tifactorial aims [3, 11]. Childhood obesity 
treatment plans are tailored towards multi-causative effects such as 
socioeconomic, economic, psychological, demographic, and genetic 
ramifications [3, 9, 11]. Behavioral change therapies and resources 
in successful obesity treatment are complicated and time consuming 
for one healthcare provider, but are necessary to target the various 
parts of the child to reduce and maintain a healthy BMI [14, 15, 26]. 
Obesity’s economic impact on the American healthcare system is 
contributing to a spending of $150 billion ciated disorders with $60 
billion produced from Medicaid and Medicare services [27].
   With the rise in the number of preschoolers affected with obesity, 
the intended age for pediatric care to initiate obesity prevention, 
treatment, and management modifications should be younger [24, 
28, 29]. An elevated BMI for preschoolers increases the risk for the 
development of adult obesity [14, 15, 28-30]. Preschoolers who are 
overweight or obese are five times more at risk than normal weight 
children to carry obesity into adulthood [31, 32].
   The phenomenon of adiposity rebound (AR) determines preschoolers 
as the focal point in weight loss initiatives [14, 15, 30]. AR is the 
second predicted weight gain progression in a child’s life predicted 
to occur between five and six years old when a child experiences an 
increase in fat cell production accompanies a rise in BMI [13, 30,33]. 
However, children who reach rebound at a younger age of 4.8 are at 
an increased risk for obesity later in life [14, 28, 30, 33].
   The second reason two to five-year-olds are the age for obesity 
prevention is the amount of control that parents have within this age 
group [14, 24, 34]. Parents of preschoolers can institute healthy home 
lifestyle practices such as increasing exposure to fruits and vegetables, 
encouraging family mealtime, preparing foods with healthier oils/
spices, and increasing the times of re-exposure to foods [5, 14, 24].
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Preschool children have limited exposure to the outside world without 
parental presence; if parents institute nutritional environmental 
control, then the child’s submergence into a healthy living situation 
should reflect a healthy preschooler BMI [9, 14, 24].
Obesity Prevention in Pediatric Primary Care
Pediatric Primary Care as Setting for Obesity Reform
   The primary care pediatric provider, starting with prenatal visits 
and contining throughout childhood, has an opportunity to deliver 
family-centered nutrition information to reduce the prevalence 
of pediatric obesity [2, 14, 35, 36]. The pediatric provider has the 
opportunity to assess BMI with scheduled well visits and exams [12, 
15, 34, 37]. Pediatric providers develop a trusted relationship that 
enables the discussion of sensitive family issues such as obesity and 
weight loss [12, 15, 34, 37].
Parental Educational Intervention
   The majority of children with elevated BMIs have parents with 
elevated BMIs [2, 14, 15]. Positive parental nutritional role modeling 
in the obese/overweight pediatric patient is an effective lifestyle 
change for the family unit and the pediatric patient [2, 14, 35, 36]. 
However, time constraints and decreased reimbursement rates for 
pediatric providers to deliver the needed parental educational or 
counseling sessions hinder parents from an indepth nutritional 
discussion with the pediatric provider [38-40]. This results in a 
parental nutritional knowledge deficit and continued unhealthy 
parental feeding practices causing persistent increases in pediatric 
BMI [6, 14, 15, 24].
   Primary care educational interventions that are hands-on with 
increased parental involvement demonstrates a reduction in 
childhood obesity/BMI in two to five-year-olds [6, 41]. Hands-
on educational interventions that explore parental behaviors of 
goal setting, self-behavioral strategies, and social support increase 
the success of pediatric weight loss [23, 42]. It is vital to identify 
a parental nutritional knowledge deficit and address the issue with 
a hands-on interactive educational intervention. Incorporating 
an educational intervention will increase parental engagement in 
positive role modeling and reduce pediatric BMI [23, 41].
Parental Behaviors to Target and Enhance 
Nutritional Role Modeling
Pressure feeds and overfeeding
   Parental behaviors causing childhood obesity are pressure feeds 
and overfeeding. Pressure feeding occurs when an parent/guardian 
attempts to sooth or calm an infant/child with food without the 
physiologic presence of hunger. A parental action of misinterpreting 
infant/child behavioral cues that potentiates the behavior of 
overfeeding [24, 43]. Infancy and early toddlers have limited 
vocabulary usage, which makes it difficult for parents to recognize 
cries such as hunger cries, boredom cries, and fatigued cries [14, 
15, 24, 43]. Parents who are unable to soothe infant/toddler and 
misinterpret signal cues need primary provider education to reduce 
pressure feeding and overfeeding [14, 24, 43, 44]. Positive parental 
role model within the home with the introduction of strategies to 
soothe with pacifier, play, and sleep are beneficial to obtain child 
comfort and align with pediatric obesity prevention [14, 15, 24, 43].
Controlling table manners
   The presence of controlling parental feeding practices at meal time 
is a parental be- havior that is linked to childhood obesity [24, 45]. 
Controlling feeding styles is the parenteral behavior of rewarding or 
punishing a child who does not eat all of their meal. Reduction in 
this parenteral behavior has shown to prevent obesity. [24]. Pediatric 
provider education that informs parents of reducing controlling 
behaviors at mealtime will assist the parents with positive role 
modeling to increase success rates of pediatric BMI reduction [14, 
15, 24, 45].
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Limit family television
   Television viewing under two hours a day is necessary for the 
pediatric population to maintain a healthy BMI [6, 14, 15, 46]. 
Television viewed during meal time increases meal consumption, 
caloric intake, and portion size [24]. Sixty percent of parents reported 
that family screen time is more than 2 hours a day; an increase in 
family television time increases the total BMI of the family [46]. 
Parental effort to limit television within the home decreases family 
adiposity and improves positive parental role modeling to obtain 
pediatric weight-loss goals [46].
Increase the reintroduction of foods
   Reduced food reintroduction in children who display an initial 
dislike to the food is a maladaptive parental behavior [14, 15, 24]. 
Parents need education to continue reintroduction of foods up to ten 
to fifteen times to determine the child’s flavor preference [14, 15, 24]. 
Children who are three years old with increased exposure to fruits 
and vegetables continue in childhood to consume healthy foods [47]. 
The premature parental assumption of disaffinity toward foods like 
fruits and vegetables will decrease pediatric consumption of healthy 
foods and promote obesogenic childhood behaviors [14, 15, 24, 48].
Increase family fruit and vegetable consumption
   Pediatric consumption of fruits and vegetables is linked to parental 
ingestion; children eat what parents eat [45, 49]. Parents that eat 3.5-
5 cups of vegetables a day have children who consume increased 
amounts of fruits and vegetables [5]. The traditional household 
is arranged with mothers as the typical meal preparer; a mother’s 
comfort, past exposure, and self-efficacy with fruit and vegetable 
within the home determines the use of the foods for wholesome 
family ingestion [5, 45, 49]. A father’s preference toward recipes 
prepared with fruits and vegetables effects the mother’s use of the 
foods in the house. Limited paternal affinity towards fruits and 
vegetables can prohibit family exposure to healthy foods within the 
household [5, 45, 49].
Control portion sizes
   Preparation of large portions of food is a maladaptive parental 
behavior that has contributed to childhood obesity. In young 
children, portion sizes are determined from parents [50, 51]. Parents 
that offer larger portion sizes often do not know the correct serving 
size per age group and consume larger portions sizes themselves. 
Children respond to larger portions of food with an increased bite 
size to increase food consumption. Excessive calorie ingestion over 
the span of childhood increases in childhood BMI [50].
Physical activity
   Exercise is paramount to pediatric health; it helps to prevent 
physical and psychological stresses to assist children with healthy 
living [14, 15, 52]. Children need to be active at least 60 minutes a 
day to maintain optimal health. Children’s activity level is mirrored 
by the activity level of the parents; parents who exercise have children 
who exercise and parents who live sedentary lifestyles have children 
who live sedentary lifestyles [14, 15, 41, 52]. Parental involvement 
in lifestyle intervention programs that assist the family towards 
developing a daily exercise routine show a significant decrease in 
pediatric BMI reduction [3, 41].
Methodology
   Plan-do-study-act (PDSA) was the study design chosen to initiate 
a QI practice change within the current treat- ment of childhood 
obesity in the outpatient pediatric setting [1]. The study was described 
according to CON- SORT 2010 because this study is an intervention 
study. The PDSA is devised of four steps listed as follows: 1. Plan, 2. 
Do, 3. Study, 4. Act [1, 53].
Plan
   A plan for the QI project is presented in the form of an aim 

statement [1, 54]. The aims of the QI project were: By March 2017, 
80% of parents of overweight/obese children between the ages of 
two to five years with a BMI greater than or equal to 85% will have 
a summation improvement in post-survey role modeling scores when 
compared to the pre-survey scores; (2) By March 2017, there will 
be a BMI reduction of 0.1-1.0 pound per month for the overweight/
obese pediatric patient.
Setting
   The site for the study was an urban outpatient pediatric setting 
located along the Georgia/Alabama border. The city has a total 
population of 200,579, of which, 7.4% are under the age of five. 
The city’s ethnic demographics are Caucasians 46.3%, African 
American 45.5%, Hispanic or Latino 6.4%, and Asian 2.2%. The 
median income is $42,306 [55]. The investigator was the only staff 
at the chosen setting that participated in the QI project. The urban 
outpatient pediatric setting contains approximately 1800 patients 
shared between four healthcare providers-three nurse practitioners 
and one medical doctor. Each provider in the chosen urban outpa- 
tient pediatric seeting evaluates approximately 22 patients daily. The 
practice evaluates sick and well pediatric patients from newborn 
to nineteen years old. The medical practice building consists of 
six examination rooms with accompanied office space (I. Basilio, 
personal communication, January, 13. 2016).
Subjects
   Inclusion criteria for the child was 2-5 years old, with a BMI greater 
than or equal to 85% according to the pediatric growth curve with 
accompanied parents/guardians able to given constant. Inclusion 
criteria for the parent/guardian were the presence of at least one child 
between two to five years old with a BMI greater than or equal to 
85% according to the pediatric growth curve. In addition, the parents/
guardian had to be at least 18 years of age, English speaking, and 
able to provide voluntary consent for participation in the study. The 
exclusion criteria for the child was any age other than 2-5 years old 
with a BMI less than 85% according to the pediatric growth curve. 
In addition, children and/or parents were excluded from the study 
if the parent/guardian did not give voluntary consent to the study. 
Parents/guardians were excluded from the study if they were younger 
than 18 years of age, did not speak English, and were not able to 
provide voluntary consent for participation in the study. The intent of 
exclusion of subjects was to focus efforts on parents of children with 
BMIs greater than 85%.
Sampling method
   Convenience sampling was used to obtain participants for this 
project. The facility’s EMR was reviewed through the months of 
August-November, 2016 to determine if any participants were 
scheduled to come to the pediatric outpatient office the following day 
of study implementation. In this review, the weight, height, and BMI 
were assessed per the patient’s growth curve to screen for potential 
participants before their arrival to the office.
Process of accruing participants
   Patients were invited to participate in the project upon the dyad’s 
arrival to the office. Having evaluated if the prospective subjects 
met some inclusionary criteria the day prior, the investigator was 
equipped with a sealed envelopes containing the consent form 
(Appendix A) and a pre-role modeling survey (Ap- pendix B) for 
the parents upon the parent/child dyad’s arrival for the scheduled 
well-child visit [56]. This information was given to the parent while 
they awaited examination by the health care provider, which allowed 
ample time for parental consideration, review, and questioning. After 
the consents were signed, the parents/guardian were provided with a 
copy and the originals were kept in a locked file cabinet in an office 
for which the study investigator had the key.
The total number of subjects
   A sample size of 100 parents and children was the upper limit
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of the sample. This was determined by a review of office visits 
between January through March by those that fit the inclusion 
criteria. The review concluded that 100 patients within the study 
parameters were seen during this time period. A total of 200 parent/
child dyad participants was the total number of participants selected 
for this study.
Tools
   The data in QI project was adpated from the Strong4Life Role 
Model Assessment tool [56]. The reliablity and validity of the tool 
was not necessary to identify for the QI project. The QI project 
negated that the chosen tool was to provide a Needs Assessement; 
therefore, a pilot tool was chosen to suit the requirements of this 
project. For the purposes of the QI project the chosen tool was re-
identified as the Parental Role Model Assessment tool (Appendix B) 
[56]. In addition to the Parental Role Model Assessment tool, the QI 
project also used the pediatric growth chart (Appendix C) [57].
Do
Implementing the intervention
   Once the preliminary decisions were made by the QI committee, 
approval from the Institutional Review Board was obtained to start 
the “Do” phase of the project. The “Do” phase of the QI project is 
where the investigator was able to implement the intervention, the 
interactive educational session, into the clinical setting to determine 
if it improved the quality in pediatric obesity care [1].
Project procedures, intervention, and operational plan
   After obtaining consent, the parent (guardian)/child dyad was 
invited to join the QI project. The well-child exam was completed by 
the health care provider. The pre-survey was administered in paper/
pencil format during the beginning of the study. Upon completion of 
the pre-survey, the intervention was delivered by the investigator, a 
family nurse practitioner who has practiced pediatric medicine for 
three years. An interactive educational session was recommended by 
best practice and selected as the intervention chosen for the QI project. 
The educational session lasted approximately five to ten minutes and 
focused on increasing parental knowledge of the benefits of healthy 
parental role modeling in the treatment of childhood obesity. The 
intervention allowed the discussion of parental ways to enhance 
positive role modeling and educated the parents on the following 
subjects: reintroduction of foods, limit controlling table manners, 
portion control, participate in physical activity, and increased fruit 
and vegetable consumption. The participants were counseled that 
follow-up visit was in three months. Parents were notified one week 
prior to the return visit they would receive a call to schedule their 
follow-up visit. Parents were instructed that the subsequent visit was 
free of charge and the investigator was the only provider to be seen at 
that time. Once the follow-up was scheduled, the parent/child dyads 
came to the office to complete the post-role survey and assessment 
of the child’s BMI.
Study
   Participants were asked to fill out 11 questions from the Parental 
Role Model Assessment tool for the pre and post survey. The survey 
was a Likert scale formulated to determine parental role modeling 
habits at home. Three answers were possible for each statement. The 
answer always/most of the time was given 1 point, about half the 
time was given 2 points, and not at all 2 points, and very little/not 
at all was given 3 points. The answer choice very little was given 
the highest number because it was the answer that demonstrated the 
most inadequate presence parental role modeling in the home.
   The points were tabulated with the lower scores indicating 
healthier lifestyle, and ranged from 11-33. It is impo- rant to realize 
that the lower the score the healthier the parents were role modeling; 
determining that a lower score was the desired outcome for the post-
surveys. The format of the results asked participants to mark their

answers with a pencil or pen mark.
    After participant completion of the survey, the Parental Role Model 
Assessment tool was tallied to a numerical value. The summation of 
the numerical values for both pre and post surveys were compared 
when the research was finalized.
Results
   Thirteen parent/child dyads agreed to participate in the QI project, 
completed the pre-survey, and received the educational intervention. 
Sixty nine percent (n=9) of the participants finished the research 
project in its entirety. The mean age of the children who participated 
in the project was 2.9 years old (SD = 0.5).  A paired t-test was chosen 
for the QI project to compare two population means where you have 
two samples in which observations in one sample can be paired with 
observations in the other sample. The data to be compared in this 
study was the parental survey and child’s BMI before and after the 
intervention. There was a statistically significant differ- ence in the 
pre-survey scores (M=19.00, SD=5.39) and the post-survey scores 
(M=16.44, SD=3.32); t (8) =2.34, p =.048; clarifying that lower/
decreased survey scores demonstrated an improvement in parental 
knowledge. There was not a significant difference between the pre-
educational BMI (M=18.27, SD=.75) and the post-educa- tional BMI 
(M=18.39, SD=1.16) of study participants; t (8) =-.35, p=.734. Refer 
to (Appendix E) for graphical representation of data.
Discussion
   This QI project aimed to incorporate a family-centered treatment 
plan by instituting an interactive, educational program focused 
on positive parental role modeling, the suggested intervention to 
decrease pediatric BMI in the chosen urban, outpatient pediatric 
setting. The primary objectives would qualify as met, if the data 
survey scores accompanied with a reduction in the child’s BMI after 
three months. The findings from this QI project demonstrated that 
using an interactive educational program on importance of parental 
role modeling improved parental knowledge retention, but had no 
statistical significance in reducing pediatric BMI.
   With the recent rise in obesity and its accompanied comorbid effects 
on pediatric health, a change in obesity care needs to occur to improve 
the quality of care provided to the pediatric obese/overweight patient 
[6, 7, 44]. In addition, obesity expansion in the preschool age group, 
increased predisposition of overweight/obese preschool- ers towards 
adult obesity, and preschool parents maintaining primary control over 
food choices; validates that younger age obesity efforts in primary 
care are needed [14, 24, 28, 30].
   Parents are the catalyst for dietary changes within the pediatric 
family, [41, 49]. Empowering parents to facil- itate weight loss 
reduction plans in the home is essential to dietary management; 
without parental involvement in BMI reduction plans medical 
efforts will be futile [2, 14, 15, 24]. In addition, overweight/obese 
children have parents who are overweight/obese [2, 14, 15]. Pediatric 
providers need to assess for parental nutritional inad- equacies, and 
target education efforts towards the deficits to reduce pediatric BMI. 
However, in the pediatric outpatient setting the absence or presence 
of parental role modeling is not assessed [14, 15, 23].
   Implementation of the pretest before the interactive educational 
intervention allowed the investigator-a pediatric primary care 
provider- to assess for maladaptive parental role modeling in the 
pediatric home. Through discussion of current parental dietary 
and lifestyle habits, role modeling deficiencies are recognized and 
discussed to assist the parents in eliminating the areas of obesogenic 
potential for the entire family [2, 10, 11, 24]. Areas discussed in the 
educational intervention were the reintroduction of foods, limiting 
controlling table manners, portion control, participate in physical 
activity, and increased fruit and vegetable consumption. The topics 
were chosen because of the relevance to the preschool age group and 
the areas susceptibility for contributing to maladaptive parental role
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modeling [5, 14, 15, 24, 43, 58].
   An expected finding was that the post-survey scores were lower 
than the pre-survey scores. The lower post-survey scores indicate 
that the information provided to the parents during the educational 
intervention was retained and implemented in the home three months 
after initiation of the QI project. Determining, that the educational 
intervention was a valid intervention when aiming to teach the 
parents of obese/overweight preschoolers how to improve upon their 
positive nutritional and lifestyle role modeling in the home. It was 
identified that using an interactive, educational intervention will 
increase parental engagement in positive role modeling behaviors in
the pediatric home [41].
   An unexpected finding was that there was not a significant difference 
between the pre-educational BMI and the post-educational BMI. 
With the national increase in pediatric BMI, the aim of the QI was to 
implement an intervention to decrease pediatric BMI. However, with 
the limitations of the study- such as the three-month project period 
and obesity’s multi-causative effects; the QI team recognized that 
BMI reduction could be difficult to at- tain. Suggesting, that a longer 
implementation cycle with an adjustment in the clinical question to 
include other obesity risk factors- besides parents- could potentiate a 
successful BMI reduction practice change. Treatment efforts consist 
of multifactorial aims with efforts towards improving all unhealthy 
lifestyle habits to disrupt the cycle of obesogenic behavior [3, 11].
Limitations
   The first limitations of the study are contributory to the project 
design. The first limitation was the subject size. A sample of size 
of 13 determines that the project is not generalizable to the entire 
population [59]. The second limitation was the pre-test/post-test study 
design. A methodology created with the administration of a post-test 
three months after the pre-test could have reduced follow-up success. 
In addition, a post-test design would have more accurately validated 
knowledge retention if administration of the post-test persisted at 
six months, twelve months, and eighteen month intervals. However, 
there was a short time-period of three months per participant, and six 
months per entire project and that could have limited the research 
results. The months chosen were October, November, December, 
and January to conduct the study. These holiday months are often 
the busiest times of the year for families- suggesting that choosing 
another time of year to implement the project could have increased 
participation/follow-up success.
   Outside of the study design, another limitation noted was the 
presence of a pre-existing parental perception of a healthy childhood 
BMI and body stature. Many parents have the misperception of 
childhood obesity as “just a phase” or “we are big boned in our 
family”; choosing to disregard weight loss counsel, making it 
difficult for healthcare providers to implement successful weight loss 
treatment plans in the pediatric home [36]. Pre-existing perception 
concerning pediatric obesity was present in this QI project, as 
well, and it affected the available sample size. For example, of 
the 13 parent/child dyads that participated, 16 parent/child dyads 
acknowledged refusal based on pre-existing perceptions; suggesting 
the child’s stature “is not obese/overweight”, even though the BMI 
informed otherwise.
   The last limitation is that the causation of obesity is multifactorial. 
The multiple causations of obesity can impede treatment efforts 
and reduce success if the provider does not target all avenues of 
the disease [2, 14, 15]. The risk factors for childhood obesity are 
psychosocial, demographics, genetic, behavioral, and environmental
[2, 14, 15]. The QI project was limited because it instituted a change 
towards one area of obesity- the parents. This action could have 
limited the project results; noting that targeting another risk factor, 
such as demographics, could have expanded results to include 
eliciting a reduction in pediatric BMI.

Implications for Practice
   Implementation of a family-centered intervention such as the 
parental educational class could improve the quality of practice 
in preschool obesity care in an urban, outpatient pediatric setting. 
Nevertheless, due to the projects small samples size, the results 
were not generalizable to the entire population, and should not be 
implemented on a system-wide scale without conducting further 
research. With high patient volumes restricting the provider-patient 
time and decreased reimbursement for preventative services, the 
opportunity for the providers to discuss educational topics such as 
obesity are limited [38-40]. Despite the limited time in pediatric 
primary care, the QI project enabled an increased availability for 
a pediatric provider to implicate effective positive parental role 
modeling education in the practice environment to initiate weight-
loss treatment plans in the home of the pediatric patient.
Conclusion
   In conclusion, the QI project aimed to provide parents nutritional 
education of recommended feeding practices to encourage the 
incorporation of healthy parental role modeling behavior in 
the pediatric home to reduce child- hood BMI. This study used 
the Parental Role Model Assessment tool to compare the pre-
interventional parental role modeling to the post-interventional 
role modeling within the pediatric home. The QI team determined 
that post interventional Parental Role Model Assessment scores 
decreased which suggested that the educationl intervention delivered 
by the pediatric provider on positive parental role modeling was 
retained and modeled by the parents within the pediatric home over 
a 3 month period.
   The identification of poor parental role modeling is essential for 
pediatric providers to assess to improve paren- tal nutritional and 
dietary lifestyle deficiencies [23, 41]. Without the ability to assess a 
parent’s baseline knowl- edge of diet and nutrition pediatric primary 
care’s weight reduction and treatment plans are often couterproduc- 
tive with the household continuing the same negative behaviors [23]. 
However, use of the Parental Role Model Assessment tool within 
this QI project exposed maladaptive parental role modeling. Once 
acknowledged, the pediatric provider was able to tailor education 
to reduce the parental knowledge deficiencies surrounding the 
importance of initiating positive parental rolemodeling in the home 
to reduce pediatric BMI. The QI team ac- knowledges that although 
this study did not demonstrate a decrease in pediatric BMI, due to 
the defined lim- itations of the study; the achievement of positive 
parental role modeling in the pediatric home is essential to a 
successful pediatric weight loss treatment plan. The team concludes 
that enhancing standards of practice within the pediatric primary 
care setting to allow for improving parental nutritional/lifestyle 
knowledge deficits and providing education to strengthen positive 
parental role modeling will act to enhance quality-health outcomes 
within the pediatric obese/overweight population.
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Appendix A
 Georgia State University
Department of Nursing

 Informed Consent/Parental Permission

Title: Childhood Obesity: Engaging Parental Role Modeling
Principal Investigator: Lee Eades, DNP, APRN, FNP-C
Student Principal Investigator: Gwendolyn Miller RN, MSN, FNP-C
I. Purpose:
   You are the parent/guardian of a preschooler with a body mass index > 85% which makes you and the child (children) eligible for an 
invitation to participate in a research study. The purpose of the study is to provide par- ents of preschoolers with an interactive, family-
centerededucational program to encourageengagement in their child’s (children’s) lifestyle goals and improveweight loss success. One hundred 
parent/child dyads for a total of 200 participantswill be recruited for this study. Participation in the study will require two hours of yours and 
your child’s (children’s) time over a six months period from August 1, 2016-March 30, 2017.
II. Procedures:
   If you decide to participate, you will1) give your permission for the researchers to accessand evaluate your child’s (children’s) weight, height, 
and body mass index via the electronic medical record at Uptown Pediatrics prior to your child’s (children’s) scheduled office visit, as part of 
this study; 2) be asked by the researcher to fin- ish and turn in a pre-survey prior to thescheduled office visit today; 3) after the provider has 
finished the office visit, you will then be provided a ten minute educational in-service presented by the researcher; 4) then be asked to bring 
your child (children) back to Uptown Pediatrics three months after the in-service for a free weightmea- surement by the nurses 5) be given a 
post-survey by the researcher during the weight check to finish and turn in prior to leaving the office. At that time, the research will be finished.
III. Risks:
   In this study, you and your child (children)will not have any more risks than you would in a normal day of life.
IV. Benefits:
   Participation in this study may benefit you and your child (children) by offering the knowledge of behaviors to apply at home to achieve and 
keep up a healthy weight.
V. Voluntary Participation and Withdrawal:
   Participation is voluntary. You and your child (children) do not have to be in this study. Both you and your child (children) maintain the 
right to drop outof this study at any time during the study. You and your child (children) may skip questions or exit the in-service if you chose. 
Whatever your decision towardsyours or your child’s (children’s) involvement in the study, your child (children)will not lose any medical 
treatments that they are otherwise entitled.
VI. Confidentiality:
   We will keep your records private to the extent allowed by law. Permission may be withdrawn at any time. Lee Eades and Gwendolyn Miller 
are the principal investigators in this study and will have direct access to your surveys and your child’s (children’s) personal health information 
(weight, height, and body mass index) in this study. Information may also be shared with those who make sure the study is done correctly (GSU 
Institutional Review Board, the Office for Human Research Protection (OHRP). Your name or your child’s (children’s) name and other facts 
that might identify study participants will not appear when we present this study or publish its results. The findings will be summarized and 
reported in group form. You or your child (children) will not be identified personally.
   The personal health information used during the study will be your child’s (children’s) pre and post height, weight, and body mass index. 
Personal health information used will be collected from the child’s (children’s) electronic health chart by the researcher Gwendolyn Miller who 
is granted access through a secured username and password. The informed consents will have yours and your child’s (children’s) names on 
them. However once obtained, the informed consentwill be kept in a locked drawer at Uptown Pediatrics that only the researcher Gwendolyn 
Miller will have the key to access.In addition, the surveys and the children’s health data (weight, height, and body mass index) will not have 
any identifying information on them; this information will have a co- inciding chart number.A code sheet connecting the chart numbers with 
children’s names will be kept separately from the data, in another locked drawer that only the researcher Gwendolyn Miller will have access to.
   Your signature consentsto the use of your survey and your child’s (children’s) personal healthinformation until the end of the study. You have 
the right to request the information to not be used after it has been collected. To refuse use of surveys and personal health information after 
collection, write a letter of the request addressed to the attention of Gwendolyn Millerat 104 14th Street, Columbus, Georgia, 31901.
   The surveys or health information offered during the research may not be reviewed by you until the end of the study. You may request a copy 
of the study to be sent to you after it is done.
VII. Contact Persons: 
   Contact at Lee Eades phone- 404-413-1209 email- leades@gsu.edu and Gwendolyn Miller phone-706-587-8468 email-miller_gwendolyn@
columbusstate.edu if you have questions, concerns, or complaints. Call Susan Vogtner in the Georgia State University Office of Research 
Integrity at 404-413-3513 or svogtner1@gsu.edu to talk to someone not part of the study team. Susan Vogtner can offer guidance with general 
research questions, study complaints, or offer assistance if rights have been violated.
VIII. Copy of Consent Form to Participant: 
   A copy of the consent form will be provided for your records.
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If you are willing to volunteer for this research, and give your permission for your child (children) to participate, please sign below.

                Child’s Name                                                    Date 
 
 ____________________________________________  _________________
 Child’s Name                      Date 

 ____________________________________________  _________________
 Child’s Name                       Date 

 
 ____________________________________________  _________________
 Participant                        Date 

 _____________________________________________  _________________
Principal Investigator or Researcher Obtaining Consent                                                                   Date 

Appendix B
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