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INTERACTION IN FAMILIES WITH OBESE CHILDREN
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Abstract—In a controlled study using recently developed and validated methods for eliciting and
describing family interactions. a characteristic dysfunctional pattern of interaction was found in families
with an obese child. The pattern differed from patterns predicted by previous workers on the basis of
indirect evidence or non-systematic study. The pattern was present in all the families studied. but was
more marked in the sub-group recruited from a local school, than from subgroups recruited through
medical sources. This sub-group had a more positive attitude to obesity and a slightly lower degree of
obesity. No common or characteristic interactional pattern was found in the controls. The results were
not explainable in terms of demographic criteria, family structure or composition variables. or family
emotional-health. The findings are discussed in relation to a model of obesity as a family syndrome and a
manifestation of psychosocial identity. .

INTRODUCTION

OBESITY runs in families. Twin and adoption studies have suggested that genetic
factors may play a part [1, 2]. However, Stunkard et al. found in their adoption
study that a ‘disturbed family environment’ was associated with higher body mass
index, with no single measure accounting for this effect [1]. Obesity is a complex
and heterogeneous problem and further understanding of environmental factors
demands that recognisable sub-groups be independently studied. Childhood
obesity is a likely candidate, even though 20-30% do not grow up to be obese
adults [3]. The case for a family system approach to the study of childhood obesity
is strong because the family is the prime mediator of social influences, and the
crucible for physical, psychological and social development [4-6). Although family
factors are likely to be closely linked with the development and maintenance of
obesity, there has been a dearth of family-level investigations. Standing in stark
contrast to this is a plethora of studies based on physiological, biochemical,
psychological, sociological and epidemiological concepts and methods (7, 8].
Although families of obese children have been studied in a variety of ways, it is
not known whether or not childhood obesity should be thought of as part of a
family syndrome. Loader [4] reviewed the scanty literature on family system aspects
and found that childhood obesity studies fell into two groups: reconstructions of
family life from detailed clinical studies of individual family members or the
mother—hild dyad; and descriptions based on small samples and without controls.
Only controlled clinical studies based on direct observation and interaction with the
family seem likely to clarify whether or not obesity should be regarded as a family
system condition, and, if so, the specificity of family disturbance. Our research
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project was set up for this purpose. It used clinical instruments and concepts
developed and validated over the past decade at the Institute of Child Health and
The Hospital for Sick Children (London) and latterly at Brunel University.

The main aims of the research were: (i) to determine whether or not families with
obese children (‘obese families’) showed poorer overall family functioning than
controls, and whether the degree of obesity was a factor in emotional functioning;
(ii) to identify characteristic family attitudes and experiences surrounding issues
such as the cause and management of obesity, handling food and eating. and social
attitudes in relation to obesity; (iii) to clarify whether there were specific patterns
of family interaction.

Studies on the first two objectives, already published [5, 6]. were broadly
concordant with the literature. However, new findings emerged which pointed to
the possibility that obesity is a family syndrome, and best understood as part of a
psychosocial identity. Physiological factors still play a role in obesity but are
typically subsidiary mechanisms. Occasionally they may be primary, e.g. forced
immobility can cause obesity in muscular dystrophy. The family identity hypothesis
could only be pursued to a limited extent in the absence of knowledge of what was
actually happening in families when obesity is present. If identity were important,
then it would be expected to manifest in the family in terms of a characteristic
pattern of interaction. After reviewing the literature briefly, the detailed methods
and findings of our controlled study of interaction in families with an obese child
will be presented and discussed.

Literature review

Two issues require reviewing: first, whether or not childhood obesity is a definite
clinical entity rather than a symptom; and second, whether or not it is associated
with a characteristic pattern of family interaction. Bruch, in detailed psychoanalytic
studies of obese adults, has suggested that developmental obesity is an entity which
is distinct from reactive obesity and constitutional obesity. She described it as an
identity problem with its origins in early childhood; and characterised by an
inability to differentiate inner experiences, especially hunger and satiety, and by a
lack of individuation or sense of separateness from the environment [9,10].
Stunkard and Mendelson [11] also consider that juvenile obesity is a recognisable
entity with the objective finding of body image disturbance. More conventional
(and more detached) research approaches do not support the idea of a sub-type of
obesity associated with specific psychological or personality features [12, 13].

Bruch’s studies of individuals and mother—child dyads identified certain family
features: domineering overprotectiveness on the part of the mother, a weak father
who was treated with contempt and reproach by his wife, and an overdependent,
immature and passive child who is not responded to by the parents [10, 14].
Although clinical support exists [15], other researchers using a similar approach
have been unable to confirm such characteristics [16-19]. Her findings are further
weakened by the fact that similar family constellations have been reported for other
childhood psychiatric and psychosomatic symptoms [20].

Minuchin and co-workers [21, 22] have suggested characteristic features of
interaction in psychosomatic conditions, and obesity would fulfil his criteria for
such a condition. These features are: over-responsiveness among family members,
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overprotection of the child, rigidity of interaction, lack of conflict resolution, and
use of the ill child and his condition to deal with conflict. Two small uncontrolled
studies of families with an obese child, offered some confirmation of this pattern
{23, 24]. However, our own studies have suggested that Minuchin’s ideas, though
helpful in clinical work, are too broad to be useful for systematic research [25].
Furthermore, attempts to apply the concepts have failed to confirm their specificity
in psychosomatic disorders [26].

Controlled psychological studies attempting to obtain family descriptions
through perceptions of its members are more common. They have the advantage of
using ordinary language concepts which are immediately meaningful but do not
describe family identity. For example, such studies have suggested that families
with an obese adolescent are more chaotic, with the obese adolescent less involved
in decisions [27); are less unified, with the obese adolescent less able to leave [28];
and use the obese adolescent as a scapegoat for the rest of the family [29].
However, self-report methods cannot substitute for direct observation on matters
of major family concern [30, 31]. :

METHODS

A description of the sample, design. procedures and measures has been provided elsewhere [5. 6].
This account will therefore be restricted to details which are directly relevant to the qualitative
assessment.

Sample

The total sample consisted of 65 families in two main groups: 37 families with at least one obese child
(‘obese’ families) and 28 control families which contained no obese children (‘non-obese’ families).
Obesity in the index child was defined as a weight exceeding expected body weight by 20% or more after
adjusting for height. sex and age [32]. The obese group consisted of three nearly equal sub-groups from:
(i) a hospital out-patient clinic for obese children, ‘hospital-cbese’ families; (ii) the list of a local general
practitioner, *GP-obese" families; (iii) a local primary school, ‘school obese’ families. The control
families were made up of two nearly equal sub-groups from: (i) a hospital out-patient clinic for children
with coeliac disease, ‘coeliac’ families; and (ii) the same local primary school, ‘school-normal® families.
Coeliac disease was chosen as a control condition because it is an unequivocal physical disorder which is
chronic. requires strict attention to food and diet, and in which the child is generally well. The school-
normal families were controls precisely because the children were not obese, and because they lived in
the same area as the GP-obese and school-obese families. Selection and recruitment procedures,
pra[ctical and methodological exclusion criteria, and refuser analysis for the sample have been described
in [5].

Procedure

After initial recruitment and interview for basic data, the families were given an audiotape-.
administered task interview to reveal family interaction. The interview was videotaped. Six to twelve
weeks later each family was interviewed by a researcher at home to assess experiences and attitudes. A
variety of measurements and questionnaires, including assessments of family functioning and individual
emotional health, were completed at the two contacts. Consent to all procedures was sought and
obtained from the families. .

The Family Task Interview

The Family Task Interview (FTI) is a new instrument which is based on a well-established approach to
eliciting family interaction of clinical relevance [31). Its development, construction. rationale and
psychometric evaluation have been described in detail elsewhere [25, 33]. The FTI, which consists of a
series of tasks for the family to perform, is administered by tape recorder, lasts 1 hr and involves the
whole family throughout. Task interviews are modes for enabling observation. Clinical or research
evaluation is a subsequent step based on particular research purposes. This makes them different from
interviews whose results are the immediate information obtained, such as the interview given to families
at recruitment.
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The opening task aimed to get the family used to the FT1 by asking them ‘to plan something to do
together as a family’ for 5 min. Subsequent tasks were. in order: ‘build a tower with the blocks’ which
was non-verbal and simple (5 min); ‘discuss the likes and dislikes of everyone in the family’ which was
verbal but natural and easy (10 min}; "sort the deck of cards provided into groups' which called for non-
verbal problem-solving and organizing skills (10 min); ‘imagine the end of the following story . . .".
which was potentially upsetting and evoked emotion and fantasy (10 min): and ‘explain a proverb’ which
demanded parental interaction separate to the children but in their presence and then involved
explanation to the children (10 min). The final brief task asked the family to reflect on their experience
of the interview (5 min).

Family Experience Interview (FEI)

The FEI is a modified version of a standardised method for clinically interviewing a whole family {34.
35). It was administered in the family home to the whole family. took about an hour to complete. and
was recorded on audiotape. The interview followed a semi-structured protocol designed to explore the
family experiences and attitudes in relation to issues like: fatness. food and mealtimes. managing the
condition, eating behaviour and stereotypes of obese people. Assessments of the family were
subsequently made and checked for reliability.

Qualitative assessments .

During the project, the researchers made contact with the obese families at recruitment. while
collecting basic demographic data, when arranging interviews, and before and after the interviews. In
this type of study we believed impressions gained from a variety of such less official and possibly
unguarded situations might provide useful clues. These contacts were therefore regarded as formally
part of the research design. They were carefully organised and regulated and the researchers regularly
reported their impressions. After all families had completed the procedure, 24 videotapes (12 obese
families and 12 control families) were selected at random from those families with two parents and at
least two children — the reduction in number being based on resource constraints. The selected
videotapes were intensively viewed by three assessors and a consensual description was generated on a
Family Description Form using a defined procedure. Assessor blindness was not possible. The content
of these descriptions was subsequently analysed.

Structure of the Family Description Form. Each family had to be described under the following five
headings: (A) relationship between the two parents, e.g. amount and quality of communication.
emotional contact, marital atmosphere, balance of assertion, cooperation. role flexibility. conflict.
support, affection. (B) Relationship of the parents with the children, e.g. parental attitudes and quality
of management in terms of acceptance, responsiveness, expectations, affection, support. control. (C)
Relationship between the siblings, e.g. contact, tolerance, affection, common play, conflict. rivairy. (D)
Behaviour of the index child, e.g. degree and quality of involvement with other family members.
participation in tasks, behaviour and mood, level of maturity, comparisons with siblings. (E)
Atmosphere and alliances in the family. e.g. overall quality of interaction, family mood, who supports/
attacks whom, strongest relationship, scapegoating. The examples given under each heading served as
an iltustrative aide memoire for the assessors. The descriptions required of them were to be clinical, and
not constrained to a closely categorised format.

Method of describing. After viewing the first task, descriptions were made under the above
headings. After each subsequent task, notes were taken on anything which added to. strengthened or
replaced the original comments — again under each of the headings in turn. After the last task, the
original description was reconsidered in the light of the varicus additional notes, and a final description
of the family was agreed upon for each heading. This procedure took about 3 hr for each family. and was
completed at the rate of two or three descriptions per week. The contents of these descriptions will be
elaborated in detail in a later paper.

Recognising patterns. Subsequently the Family Description Forms were divided among four
assessors (the three raters plus one other) and similarities between descriptions were actively sought on
a section by section basis. The criterion for similarity was essentially the use of identical or near identical
phrases in the final written descriptions. All striking descriptions and any possible item similarities or
items noted in the literature were checked, and those that applied to four or more families were selected
as potentially significant characteristics. Definitions of items were formulated and then any feature
noted as common in the Family Description Forms of obese families was specifically looked for in
descriptions of control families and vice versa. The 24 family descriptions were then re-checked by two
assessors using the list of potentially significant items and their definitions. Agreement was very high
except for one item (descriptions of affect in the parental relationship). This item was more closely
defined and rechecked. and reliability was then achieved.
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RESULTS

Obese and control families in the larger study were similar on demographic
criteria and factors such as family composition, structure and age patterns, and in
terms of family functioning and individual emotional health [5]. Analysis revealed
that this was reflected in the sub-groups of families used in this study (see Table I).
There were no significant differences in social class composition and other
potentially confounding factors such as stage of family life cycle, cultural origin,
sex, age or sibling position of the index child. 67% of the obese families had three

TABLE |.—FEATURES OF THE OBESE AND THE CONTROL FAMILIES

Family property Obese group Control group
(n = 12) (n=12)

Source of sample :

Hospital 6 (50%) 6 (50%)

School 4 (33%) 6 (50%) .

General practice 2 (17%) NA
Social class

ILand I 3 (25%) 2 (17%)

it 9 (75%) B (67%)

IVand V 0 (0%) 2 (16%)
Cultural origin

Both parents British 7 (58%) 9 (57%)

One parent British 4 (33%) 2(17%)

Both parents non-British 1 (8%) 1 (8%)
Stage of family life-cycle

Preschool 1 (8%) 0 (0%)

School to <13 years 6 (50%) 9 (75%)

Teenagers at home 5 (42%) 3 (25%)
No. of children at home .

Two 4 (33%) 8 (67%)

Three 6 (50%) 4 (33%)

Four 2 (17%) 0 (0%)
Sibling position of index children

Oldest 5 (42%) 4 (33%)

Youngest 3(25%) 8 (67%)

Middle 4 (33%) 0 (0%)
Sex of index child

Boy 7 (58%) 8 (67%)

Girl 5 (42%) 4 (33%)
Age of index child: mean (S.D.) 83 (3) 8.1 (3.5)

Pre-school 2 (17%) 2 (17%)

School 10 (83%) 10 (83%)
Obesity of index child (standardised weight) 120-193% NA

(median: 139%)
Obesity in the family

Father overweight 7 (58%) 2(17%)
Mother overweight 55 (42%) 4 (33%)
Number of obese siblings 2 0

Emotional heaith: mean (S.D.)*

Family health (FHS) 4.3(0.9) 4.1 (1.0)
Father's mental health (GHQ) 4.7 (6.2) 6.4 (9.0)
Mother’s mental health (GHQ) 7.1 (6.8) 5.8(7.2)
Index child’s mental health (PR) 12.8 (8.4) 11.6 (5.6)
Sibling’s mental health (PR) 8.2(5.4) 9.4 (5.4)

*FHS = Family Health Scale [37]. GHQ = General Health Questionnaire {52], PR = Rutter A Scale
[53]. NA = not applicable.
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or four children as against 33% of the control families. The frequency of obesity in
the mothers was similar, but the obese group had significantly more obese fathers
(p <0.05). In particular, the two groups were similar in the quality of overall family
functioning and in the emotional health of the family members.

Characteristic patterns of interaction

The potentially characteristic items of interaction in the obese and the control
families obtained via the family description procedure are listed below. The
headings used correspond to the headings of the Family Description Form, except
that Atmosphere and Alliances have been separated.

A. Parental relations

Al. Either parent is described as being dominant during the interview or taking the lead in handling the
tasks.

A2, Parents are described as not conversing with each other or as barely exchanging a word, except
perhaps briefly or mechanically in relation to the children.

A3. The emotional relationship between the parents is described with terms like: affectless. barren,
dead, devitalised, sterile, with absence of mutuality, émpathy. interest or support.

Ad. There is a specific mention of mutual support. interest and/or ability to converse.

AS5. There are references to hostility between the parents — either expressed overtly through rejecting
or denigrating remarks. or covertly.

A6. Absence of conflict between the parents is specifically remarked upon.

B. Parent-child relations

B1. Direct criticism of, attacks on and/or denigration of children is described. This item does not include
references to suppression of a child’s spontaneity or expression of disagreement with a child.

B2. Inconsistency of criticism, or of attention, or of interest. or of support, associated with alteration in
the parent—child relation is mentioned. Changes in behaviour which are appropriate to the situation or
age of the child are excluded.

B3. Differential handling of children, not simply based on their age or apparent needs or behaviour. is
described.

B4. Index child is said to have the worst relationship with parents of all the children.

BS. There is mention of a specially favoured or favourite child in the family.

C. Sibling relations

Cl. Rivalry is noted between siblings.

C2. One sibling is described as bossing the other(s) or organising their play.

C3. Poor affiliation, lack of interaction, little conversation, little joint play or squabbling is mentioned.

D. Index child characteristics

D1-D3. The involvement of the index child in the family and in the tasks was routinely noted. Some
children were described as withdrawn and isolated throughout the interview (D1). Some were
reported to show attempts to become involved which were inconsistently responded to. or which were
repeatedly dismissed. mocked or otherwise rejected, and led eventually to temporary and then
permanent withdrawal (D2). Some were described as involved throughout the interview (D3).

D4. The index child's behaviour is described as odd., silly, gauche. socially clumsy or inappropriate.

DS5. The index child is referred to as insecure or anxious.

Dé6. The index child is specifically described with the words "well-behaved'.

E. Atmosphere

E1l. The atmosphere after the first task was completed is described as warm and comfortable but at the
end of the interview it is described as tense or dead or in some other way as unpleasant.

E2. Dull, flat, dead atmosphere is reported.

E3. Tense, anxious. unsafe. dangerous atmosphere is reported.

Ed. Atmosphere is described as affected by a desire on the part of the family to make a good impression.

F. Alliances

F1. Strongest alliance described is cross-generational and parental alliance is described as particularly
weak. .

F2. One child is described as excluded or peripheral to the family.

F3. The family is described with its members generally disconnected from each other.
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Principal analysis

The above items are listed with their frequencies in Table II. The significance of
differences was calculated using Fisher's exact probability test. Certain categories
proved equally common in the two groups: Al. One parent dominant or taking
lead; A2. Little direct communication between parents; A4. Mutual support,
interest, conversation between parents; C2. Lack of sibling interaction and
affiliation; D1. Index children withdrawn throughout. Three categories showed a
trend to greater frequency in the obese group: AS. Overt or covert parental
hostility; A6. Absence of parental conflict; C1. Marked rivairy between siblings.
Thirteen categories were significantly more common in the obese families: Bl.
Direct criticism by parents (p < 0.025); B2. Inconsistency of parental attention

TABLE I1.—QUALITATIVE ANALYSIS OF VIDEOTAPE DESCRIPTIONS OF THE FTI

Obese Non-obese Signif.
(n = 12) (n = 12) :
A. Parental relations
I One parent dominant or taking lead 9 9 NS
2 Little direct communication 3 4 NS
3 Deadness, affectless. poor relation 4 7 0.16
4 Mutual support, interest, conversation 5 4 NS
§ Hostility — overt or covert 6 2 0.08
6 Absence of conflict 7 4 0.16
B. Parent—child relations
| Direct criticism, attacks, denigration 10 4 0.025
2 Inconsistency of criticism, attention. interest or 6 1 0.05
support 11 4 0.005
3 Differential handling of children 9 3 0.025
4 Index child with worst relation’ 7 2 0.05
S Favoured or favourite child in family
C. Sibling relations
I Marked rivalry between siblings 4 1 0.14
2 Lack of interaction and affiliation 6 5 NS
D. Index child characteristics
1 Withdrawn throughout 2 2 NS
2 Withdrawn but tries to get involved 6 | 0.05
3 Involved throughout in family and tasks 4 9 0.05
4 0Odd, silly, gauche or inappropriate 7 0 0.01
5 Insecure, anxious 7 2 0.05
6 Well-behaved 2 7 0.05
E. Atmosphere
1 Changed as the interview progressed 7 1 0.025
2 Dull. flat or dead 1 4 0.14
3 Tense. anxious or unsafe 10 S 0.05
4 Desire to make a good impression 7 1 0.025
F. Alliances
I Strongest alliance cross-generational and 9 4 0.05
parental alliance weak
2 One child is excluded or peripheral 10 2 0.005
3 Family is generally disconnected 1 6 0.05

(For detailed descriptions of items see text. Significance calculated using Fisher's Exact Probability
Test.)
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(p <0.05); B3. Differential handling of children by parents (p < 0.005); B4. Index
child having the worst relation with parents (p < 0.025); BS. Presence of a favoured
child (p < 0.05); D2. Index child withdrawn but tries to get involved (p < 0.05):
D4. Index child odd, inappropriate responses, etc. (p < 0.01); D5. Index child
insecure, anxious (p < 0.05); E1. Atmosphere changed as FTI progressed (p <
0.025); E3. Atmosphere tense (p < 0.05); E4. Desire to make a good impression (p
< 0.025); F1. Strongest alliance cross-generational (p < 0.05); F2. Once child
excluded or peripheral (p < 0.005). Two categories showed a trend to greater
frequency in the control group: A3. Deadness or lack of affect between parents;
E2. Dull, flat or dead atmosphere. Two categories were significantly more common
in the control group: D6. Well-behaved index child (p < 0.05); F3. Family is
generally disconnected (p < 0.05). The more common involvement of the index
child in the control families (D3) is the obverse of the more common withdrawal in
the obese families already noted.

The significant and trend items have been laid out in Fig. 1 as they apply to each
family in the study. Figure 1 makes visually apparent the two main findings: first,
the obese families and control families appear to be different; second, the obese
group has emerged with many more sharply characteristic items than the control
group. Figure 2 illustrates the frequency with which ‘obese group items’ occurred in
the various sub-groups. The school-obese sub-group stands out visually as
possessing more features than the others.

OBESE FAMILIES CONTROL FAMILIES
CODE ITEMS G RDJEKPSTCHZ VAFXNLGYMBWUY
AS Marital
A-6-  Absence of Confiict
8.1 DistCellicsm ¢ o ¢ s ¢« ¢ s+ e a
B-2 Inconsist
B3 DiferentislHanding ¢ « o+ o+ ¢ ¢« o e s
B4 ICWorstRelasion  » « s e e e e e
B§ Favourad Child
C-1 Shiing Rivairy
D182 ICWahdawn =00 o« e e 2 e e e .
D4 1 I L
D5 iC insacire
E-1 Atmosphare Change
[X) Tense Almosphars =+ » s s s e & s o s
E4 Impression
P Cross-GenStrongest = ¢« e e e o o
F-2 OneChidExcliuded @ ¢ ¢ ¢ ¢ ¢ o« o o . .

Fic. 1.—Family by family comparison of characteristic items of interaction (obese and controls).
(CODE refers to item listings in Table I and in text.)

Detailed analysis

The exception in the obese group. The significant and trend items in Table II
potentially characterise an ‘obese pattern’. All families in the obese group showed
aspects of this pattern. Except for one family (P) they each contained 50% or more
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Obese sub-groups

Z  =school obese family

H = hospital obase family

G = genaral practice obese family

Contral sub-groups
S = school control family
C  =coaliac control family

F1G. 2.—Number of ‘obese pattern’ items for obese and control families arranged by sub-group.

of the 16 identified characteristics. The P family may not represent a true exception
to the obese pattern because it was atypical by other criteria: father was Turkish;
mother had never known her parents and had experienced multiple caretakers; the
children were very young; and the family was unusually child-centred and mother-
dominant.

The exception in the control group. By contrast, in the 12 control families, four
families showed not a single feature of the obese pattern, and only one family (M)
scored significantly on the obese items. The M family, which scored ten features,
was therefore studied in more detail. During observation the raters commented
that the M family ‘should have been obese’. Significant differences of detail, which
had not emerged in the main content analysis, could be noted, however, on careful
scrutiny of the description and review of the videotape. First, ‘exclusion’ shifted
between the index child and the mother, in contrast to the obese group pattern
where ‘exclusion’ only involved the index child. Second, there had been a recent
major family change as the family had a baby of 13 weeks, and this may have
affected interaction. Third, the parents used the index child to link up with each
other, whereas in the obese pattern both parents independently criticised or
ignored the index child. Finally, there was an absence of any items in the ‘context
cluster’ (see Fig. 3), which is important in the obese pattern as described below.

Is there a control group pattern? The control group items seemed too few, too
weakly significant, and too incoherent to be considered as a single characteristic
pattern. There were only four characteristic items and two families showed none of
these. Two other families only showed the item ‘well-behaved’. Of the remaining
eight families, only five showed two or three features. Dividing the group into
coeliac and school sub-groups did not reveal any pattern. However, more detailed
analysis did suggest that there might well be a small sub-set of four control families,
coming from both the coeliac and the school sub-groups, characterised by
repression of feeling and a disconnectedness amongst family members: F, G, V and
Y families. The remaining eight families were a heterogenous group.
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CONTEXT Ab of Desire to maks a Change in
CLUSTER conflict ood impression atmosphere
Marital Tense
hostility atmosphsre
frongast [Differontial [Birect parenia
alliance cross- , handling criticism
enerational of chikiren of children
CONTENTY Favoured Siblin i child ne chi
CLUSTER child rivalry treated worst| withdrawn excluded
Obase child Obese child Obese child tries
add or silly Insacure to be Invoived
but fails
| | Parental
inconsisiency

FiG. 3.—Suggested links between characteristic interaction in obese families seen in the Family Task
Interview. Items are explained in text. Boxed items were noted in eight or more of the 12 obese families
studied. Lines indicate likely implication. causation or inclusion.

Obese families with control items. Items in the control pattern were present in
only two of the obese families — the Q and H families. These two families were
deprived and had children with marked behaviour problems. The Q family child
had lost weight very successfully and did not look fat at the time of the FTI.

Structuring the obese pattern

On clinical grounds, the items in the obese pattern appeared to form two distinct
clusters, based on the likelihood that the various items are related to each other or
partially include each other. In Fig. 3 the more obvious links between different
items have been suggested. All obese families except one (the E family) had items
in both clusters. In the first cluster were three items associated with the wish to
keep up family appearances despite the existence of family problems: E4 — desire
to make a good impression; A6 — absence of conflict; E1 — change of atmosphere
as interview progressed. All three were present in 59%; at least one was present in
92%. In the second cluster were items that described the family problems. The
principal problems were: E3 — a tense atmosphere in 83%; B1 — direct criticisms
of children in 83%; B3 — differential handling of children in 92%; F1 — strongest
alliance cross-generational in 75%; D4 and 5 — the obese child is overtly disturbed
in 83%; B4 — the obese child is treated worst in 75%; D1 and 2 — the obese child
is peripheral and withdrawn though often attempting to become involved. in 67%.
Less frequently noted but possibly fundamental features were: A5 — marital
hostility in 50%; B2 — inconsistency of relating in 50%.
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Other determinants of the obese pattern

The obese patterns may be dependent on various factors. The influence of sub-
group membership has already been mentioned. Three other factors required
investigation: sex of the index child; degree of overweight; and degree of family
health. Numbers were very small for the sex analysis, but there was a trend for the
families of obese girls to show more hostility (girls 80% vs boys 14% p = 0.11, X
test). The degree of overweight was not significant. The quality of family
functioning as measured by the Family Health Scales [5, 37] was also not
significant. Demographic characteristics did not appear to have any influence on
the findings.

Impressions of obese families

We reviewed the reports of impressions gained from routine interaction of the
researchers with the families. All descriptions of obese families below are provided
in the light of a comparison with the control families.

Recruitment and general contact. Obese group families were eager to please.
This contributed to a lowered refusal rate (obese, 30%: control, 46%), most
marked in the school sub-groups (obese, 25%: control, 52%). They asked few
questions and made few objections to procedural requirements. The researchers
believed that a question like presence or absence of religious affiliation was more
often answered in the affirmative (obese, 60%: control, 39%) because the family
imagined this would look better, not because of greater religiosity. The frequency
of religious affiliation was lower in the families which refused to participate, but the
obese—control difference remained (obese, 40%: control, 23%). Obese group
families gave the impression of agreeing in order to avoid incurring the researcher’s
displeasure or disapproval.

Family Task Interview. Both children and adults were concerned about the right
or wrong way of doing tasks and tried hard to do tasks ‘correctly’. This is not a
requirement of the FTI, nor is it a typical response.

Family experience interview. The obese group were rated significantly lower
than the non-obese group for their degree of cooperativeness (p < 0.05), family
consensus on family issues (p < 0.05), and overall consistency of responses (p <
0.005) [6]. On exploring these results with the interviewers, it emerged that the
poor cooperativeness related paradoxically to efforts to comply. Families appeared
to give what they thought was the expected answer or to answer in a way intended
to please, and the necessary spontaneous answers, personal opinions and inter-
member interaction were difficult to obtain. Such spontaneity did often emerge
when the interview was officially over. Interviewers were therefore left with a sense
of not having met the family properly in the context of the research interview and
not having recorded their real views. Interviewers were welcomed, and made to
feel wanted by the obese families; and sometimes found it difficult to leave.

Self-report assessments of the research method. The impression of the obese
families as being overly compliant was investigated through their responses to a
self-report questionnaire in which they were asked to evaluate their experience of
the two interviews on various dimensions. The obese families responded
significantly more favourably than did the control families on most aspects, with the
following exception. Although the obese families were either neutral or positive
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about most FTT tasks, they generally expressed dislike of the Affect and Fantasy
Task and did so more frequently and intensely than did the controls (p < 0.05).

DISCUSSION

- The specific pattern of interaction uncovered in this study not only confirms the
likelihood that stress in the rearing environment may be significant for the
development of obesity. it also provides a clinically-oriented qualitative account of
this environment in families with an obese child. However, the research represents
a new approach to this topic and therefore replication is essential.

The findings in no way contradict previous quantitative findings which showed
minimal differences between obese and control groups in terms of overall family
health [S]. The present study identifies types and patterns of interaction which exist
irrespective of the overall quality of family functioning. In the earlier study too.
significant quantitative differences in the family patterning of emotional disturbance
were found [5]. ‘

Because the pattern found differs from that suggested in previous studies, an
examination of the possible objections and limitations to the study is necessary.
The findings will then be examined in more detail, linked to the literature. and
some theoretical interpretations offered.

Limitations

The general problems of the study in relation to the sample. design, controls and
measures have been discussed in the earlier papers and, with some modification,
these apply here. For example, additional controls with various other disabilities
would be useful. Such features have implications for similar or replicative studies.
Here, the principal issue is the confidence which can be placed on the descriptions
produced, and on the analyses of the qualitative data. Our chief criticism of other
family system studies in the literature has been their lack of validity, sensitivity and
specificity, and their bias in favour of Minuchin’s family system model. These issues
therefore need to be directly addressed.

Bias. The FTI is a powerful, valid and increasingly used method for eliciting
and observing clinically-relevant family interaction. However, in the present study,
the validity of the descriptions obtained from the FTI may be questioned because of
the possibility of observer bias. For example, it could be argued that continuing
exposure to the obese families had built up preconceptions in the assessors.
particularly as the assessors were never blind to which group any family belonged
to. Bias may also have crept in because the assessors necessarily shared cultural
views about obesity. The use of the assessors for the content analysis may also have
biased the results. The arguments for validity and against attributing the findings to
deliberate or involuntary intrusion of pre-determined ideas about obesity are
several. First, the researchers were deeply sceptical until the very end that there
was any pattern to be found. Indeed, the belief that, despite sustained disciplined
effort, no findings were emerging was strong enough to create a morale problem for
the research team during the assessments that eventually revealed the pattern. At
no point during the descriptive process was the picture that eventually emerged
foreseen by the researchers. Second, some of the items presumed from initial
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impressions and from the literature to be characteristic of the obese families (such
as Al: one parent dominant; or A2: little direct communication between parents)
were found to be equally present in the control families. Other characteristics
initially believed important such as *disqualification of the child’ did not appear in
the research descriptions. Third, frequently used descriptive phrases generated by
routine contact (such as: compliant, willing to please, passive) also did not appear
in FTI descriptions. Fourth, though the findings have links to previous research
they are not part of the research or cultural consensus about obesity. In the light of
these arguments, it seems unlikely there was substantial conscious, semi-conscious
or unconscious bias in the sense of finding what was already known or believed.

Other sources of error. Other sources of error were either guarded against or
may be considered unlikely. (1) Halo effects were reduced by the focused and
systematic method of describing; and by viewing the videotapes at periodic
intervals separated by many other activities. (2) Memory effects were further
reduced by avoiding an easily repeatable or memorisable format of description.
Instead each family demanded its own idiosyncratic specific clinical-style descriptions
based on consensus agreement as to the presence of repeated patterns of
interaction. (3) Collusion effects were unlikely because the assessors did not share a
joint view on obesity. Both male and female assessors were used; they had different
educational backgrounds (psychiatry, social work, and arts); they came from three
different Western countries; and they varied considerably in fatness. Nevertheless,
it is possible that the views of the group were unconsciously dominated by the
highest status rater. (4) There is a ubiquitous human frendency to see patterns
everywhere. However, this is unlikely to be responsible for the results because the
most strenuous attempts to find a pattern in the control group resulted in no overall
pattern and only weakly specific items. (5) Expectancy error. It might be presumed
that families who knew obesity was being studied would take a defensive position,
accounting for the ‘context’ finding and might be irritable and uncomfortable
accounting for the ‘content’ finding. However, the school group, which showed the
most marked features, had only been informed that they were involved because
they had no ill children.

Sensitivity. Our categories are, in general, more detailed than provided in
previous studies. Nevertheless, the descriptive categories provided in the Results
are still rather crude and vague. Because all definitions of interaction had to match
written descriptions closely, the content-analytic method was limited in sensitivity.
However, our primary aim was to determine unambiguously whether where was a
definite difference between obese and control groups or not. The statistical
significance of differences between obese and control groups varied considerably,
and at this stage it is not possible to be certain as to which exact categories of
interaction contribute to the characteristic dysfunctional pattern. The clinical
sensitivity of the descriptions could be substantially improved. More sensitive
detailing of the characteristic pattern (which is currently under way) requires a
different approach to the videotapes. An example of what can be done to detail
differences clinically was provided in our deeper examination of the M family.

Specificity. In the absence of more specific control groups it is impossible to say
how far the pattern is characteristic of obese families in particular. However some
items were striking in relation to the previous 300 or so FTIs carried out as part of



526 WARREN KINSTON et al.

other research. For example, the typical family presents itself essentially the same
way during each task and the phenomenon of a change in interaction as the FTI
progressed was new. The research method used is sufficiently straightforward to
make it likely that further similar systematic research could provide a final answer
to the question of specificity. For example, a similar study using the FTI and the
Family Description Form has been carried out with families containing a child who
was refusing to attend school. This revealed certain similarities and differences: for
example, the strongest alliance was also cross-generational; however, a major
distinguishing feature was the oppositional behaviour found between index child
and parent [38]. Family patterns would be expected to exist in a hierarchy. Some
characteristics would be very general in disturbed families, e.g. predominant cross-
generational alliances; others would characterise recognisable groups of families.
e.g. perhaps ‘addictive’ or ‘psychosomatic’ disorders; and other would define a
specific condition. What these groupings might be, and where obesity might fit in.
is not yet clear.

A note is appropriate to explain why specificity should be found when the current
trend of thinking is away from specificity. Specificity customarily refers to one or a
few items linked to a condition, the items being obtained using superficial
instruments or broad vague concepts [7, 20]. Specificity as referred to here is a
system of interactions which forms the identity of the family. Previous studies have
lacked a method for looking objectively and closely inside the family system. The
finding of specificity is concordant with the conclusion that juvenile obesity is an
entity. Again, this view was reached using methods that probed deeply into the
individual — depth psychotherapy [9, 10] and body image studies [11]. Specificity
may have emerged, therefore, because obesity is primarily an interactional and
familial disorder: an expression of a particular set of experiences and relationships
in a particular culture.

Interpreting the findings

The characteristics revealed. A variety of highly specific characteristics were
identified which appeared clinically to fall into two distinct clusters: a context cluster
based on an urge to present well, and a content cluster of specific dysfunctional
interaction.

What distinguished the obese families most immediately seemed to be their sense
that the family’s needs and problems must be covered up and hidden from
themselves and others. This coloured their interaction during the research process.
and interfered with the natural administration of the home interview. In these
situations, the family as a whole looked all right, but felt wrong because it behaved
somewhat too passively and carefully, was too concerned with appearances.
complied wherever convenient to them, and desired approval.

However, given a situation where compliance was difficult and where observation
was prolonged, like the FTI, the family’s fagade slowly disintegrated. The rate and
degree of disintegration varied from family to family. By the end of the FTI, the
inner interactional characteristics, the content of the family's difficulties, were
revealed. In some families this inner interaction was part of a dysfunctional family
life, in others the interaction was in the context of adequately functioning family
life [5]. :
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The most obvious features of the inner pattern were a weak marital alliance and a
stronger cross-generational alliance (but not to the obese child); direct criticism of
children, especially the obese child; differential handling of children: obese child
with the worst relation to parents; and persistent attempts by the obese child to
make parental contact interspersed with and finally leading to withdrawal. The
index child appeared odd and silly or anxious and insecure (or both). Parental
inconsistency towards the children and inter-parental hostility were common and
may possibly be the more primary bases for these characteristics. These two
phenomena may be linked in that inconsistency refers to a lack of capacity for
sustained attention to the emotional needs and experiences of an other. If this is
present in a marriage, then hostility is likely. These two features then lead to a
tense atmosphere, and the disturbances in nurturance and socialisation of children

" described above.

Links to family descriptions in the literature. The context—content distinction
has been revealed by the study methods and appears to be new. The content cluster
is consistent with views reported in the review of the literature [10, 14, 28-30], but
our findings are more detailed and direct. For example, our quantitative analyses
suggested that the mother may have a key role [5, 6] as so often found before.
However, in terms of interaction, our research design enabled the activity of the
father to show up clearly, and his role was not peripheral or weak. Remarkably no
specific distinction between his behaviour in the family, and that of the mother was
noted. Our findings directly contradict Minuchin's popular psychosomatic hypothesis
[21, 22] in that we found overt rejection of the obese child rather than the
postulated overprotection, little prominence of enmeshment or rigidity, and
obesity was rarely if ever used to detour conflict.

Links to theories of obesity. The family pattern can be easily linked to the
various postulated, but not.validated, early experiences of obese adults such as
insecurity, lack of effectiveness, inactivity and lack of autonomy; and to possible
psychological characteristics of certain obese adults such as excessive narcissism,
passivity, attitudes of entitlement, preoccupation with power, low self-assertion,
unusual difficulties in personal relationships and immaturity [10, 39, 40]. The
findings are also consistent with the idea of obesity being due to lack of sensitivity
to internal cues, or an inability to distinguish inner sensations and experiences,
together with a hypersensitivity to external cues [10, 41, 42]. Because the parents
are unable to give their attention consistently to the child, his capacity to appreciate
internal cues is weakened; and because rather than maintaining a benign and
helpful attitude they attack and criticise without provocation, the child becomes
sensitised to external cues. The findings are neutral with regard to theories
emphasising overeating or lack of exercise [43, 44] as these explanations concern
the physiological and simple behavioural mechanics of overweight rather than the
reason for obesity as a social and personal act.

Obese families recruited from school. The school-obese sub-group was distinct
from the GP-obese and hospital-obese sub-groups in the results presented and in
our earlier analyses. As the school families are the closest in the study to a random
sample of the general population of obese children, they merit more scrutiny. The
school-obese children were significantly less overweight than children in other sub-
groups (5), but their families showed the obese family pattern more prominently



528 WARREN KINSTON e1 al.

than the other obese families. The school-obese families emphasised the
advantages of obesity; did not believe that obese people ate too much for their
needs; and showed a positively-toned preoccupation with meals and eating [6].
However, only in these families did the index child appear possibly more aware of
his obesity and its causes than his parents [6]. Together these findings suggest that
many obese children are in a sad situation. They are in what must be an intensely
unhappy position at home as well as at school, the family will not admit to this, and
action to improve their lot (or reduce their weight) will probably not be taken.

Theoretical explanations

It is necessary to explore possible relationships between obesity and the
interactional pattern found, and then to speculate on the relationship that appears
most promising. The possibilities are: (1) The pattern could be a chance finding
with no relation to obesity. (2) The pattern could be caused by the obesity. (3) The
obesity could be caused by the family interaction. (4) The obesity could be part of
the interaction, i.e. obesity is maintained by the family pattern and the family
pattern is maintained by the obesity.

1. Given that a substantial number of the postulated characteristic interactional
items occurred in every single family, it is unlikely that the pattern is a chance
finding. It is also unlikely that the pattern is indeed present but due to some
extraneous unnoticed variable. The most common social variables were checked
and found to be similar in the two groups, and there were no obvious
commonalities. In addition, the obese group consisted of three distinct sub-groups
obtained in different ways and this makes a hidden common factor more unlikely.

2. The usual criticism of this type of study is to suggest that obesity causes the
interaction, possibly via its evocation of self-disparagement [45] or parental blame
or some other consequence of stigma. Certainly, the criticism of the obese child
could be seen as a reaction to his or her obesity. Although the families themselves
did not believe that they operated in this way [6], they may have done so
unconsciously. It was very noticeable, however, that the presence of obesity was
rarely mentioned during the FTI and criticism and rejection of the obese child was
not judged to be overtly or covertly based on its obesity. Furthermore, other
children were often maltreated or excluded, sometimes to a greater degree; and an
obese child was the favourite in some cases. Other items would require a more
complex explanation, e.g. the marital hostility and strong cross-generational
bonding could just possibly be regarded as a reaction of one spouse to the obesity in
the child, blaming the other for it or feeling intense self-blame and then forming a
close relation with a sibling. Items like parental inconsistency and episodic
participation and withdrawal by the index child are more difficult to explain as a
secondary effect of stigma but possibly links to peer stigmatisation outside the
home might be argued.

3. An alternative hypothesis is that the interaction causes obesity. But this seems
even more unsatisfactory. It is not obvious, for example, why a desire to make a
good impression should cause obesity which has the opposite effect. Similarly,
direct criticism of a child would not be expected to cause him to become obese — a
result which would be expected to reinforce criticism. If it were argued that the
child desired to provoke criticism, then there are far easier and more direct ways
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for him to do this. Although speculative psychodynamic hypotheses as to the
function of obesity in the family are numerous. from our evidence obesity does not
appear to be a ‘compromise formation® symbolically solving some of the family
problems.

4. The previous two possibilities, though rejected. do. however. suggest links
between obesity and the interactional patterns. and indeed between these and
wider social attitudes. These two hypotheses depend on the notion of cause. Such a
notion (which dominates most psychological and medical research in obesity) is
inappropriate for activities which are primarily purposeful or voluntary. and which
are produced or flow from decisions based on reasons. A family systems approach
would consider obesity as part of the interaction. or see interaction as playing a part
in maintaining obesity in the child. Stigma is also highly relevant, but again not
causative. In this conception, obesity does not need to link directly to every aspect
of the interaction. but rather to the whole system, including the family's
stigmatising social context.

Looked at from the perspective of hypothesis 4, a meaningful question to ask-is:
would the children in these families have become obese if society highly prized and
valued obesity? The plausible answer which emerges from our investigation is: No
— something not valued would have developed instead. Obesity, if it occurred,
would develop in different sorts of families. In other words, childhood obesity,
family interaction and social attitudes are all inter-related aspects and expressions of
a whole. and not causes or effects of each other. Obesity can easily be seen to play a
key role in meaningfully linking the two clusters. Given a prominent desire by the
family to make a good impression through compliance and proper appearances, a
criticised and rejected child might be expected to have an urge to undermine that
good impression. Becoming obese does that in a silent, omnipresent, unmistakable
way. The face value judgement that the family desires of society — approval and
acceptance — stands in stark contrast with the face value judgement that society
places on the obese child — disapproval and rejection. The child can show the
world that all is not well in this family which so desires to present itself well.

Reconstructing family life. It is now possible to speculate on how obesity may fit
into family life. Obesity can be seen to maintain the family pattern at both the
context level (public presentation) and the content level (inner nature). It is to be
expected that the more obese the child, the more strenuously must the family
attempt to overcome the evidence of the child’s body size and shape when it makes
public contact. However, these attempts to present well are based primarily on
trying to look normal and trying to comply with outsiders, not on actual
achievements or on constructive self-assertion. The presentational efforts of obese
families cannot relieve inner disturbances and would be expected to exacerbate
family dysfunction by draining energies and by encouraging private denial of
genuine disturbance. Clearly a vicious circie may be set up, because the worse the
inner discord the greater the effort required for presenting well. In this model.
obesity is not a primary element of the inner family dysfunction. but obesity may
still on occasions or in particular families serve as a ready focus for strife-ridden
inter-member interaction, for example in association with eating, clothing or social
relationships.

The family facade and inner interaction must powerfully affect the self-image.
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self-esteem and self-protective (i.e. narcissistic) structures developed by children in
the obese families. For the obese child. the obesity will also lend itself to narcissistic
use. Reconstructions of family life from the psychoanalytic treatments of obese
adults now appear in a new light. For example. Bruch [9.10] has emphasised the
‘goodness’ of the obese child and repeatedly reconstructs a childhood of compliant
-accommodation and of fulfilling other people’s expectations which is refuted. or at
least not confirmed, by our direct observations. We observed obese children
asserting themselves repeatedly; their compliance was not marked: and they were
not noticeably good. Indeed the control group children were the ones specifically
described as ‘well-behaved'.

Bruch's findings can, however, be rescued. Other psychoanalytic research has
indicated that the pattern she describes is a typical non-specific psychodynamic
response to lack of parental attention to needs [46—48]; and our findings suggest
that such lack may well be present in families of obese children. We also noted that
the child did comply as a member of the family to support its public presentation.
The argument then runs: in so far as the endless search for approval is specific to
juvenile-onset obesity, it is a property of the family — not of the child: and this
family facade becomes adopted or internalised by the child to become a way of
dealing with the world in later life. Such a fagade could well lead to the paradoxical
appearance of normality on contentional psychological and psychiatric instruments
[49], as well as to Bruch’s findings of childhood goodness and compliance in adult
patients with developmental obesity.

CONCLUSION

Indirect evidence in our previous research raised the possibility that childhood
obesity was part of a family syndrome and a manifestation of psychosocial identity
[S. 6], rather than a consequence of genetic or simple behavioural factors. This
paper offers direct evidence based in observation of family interaction that obesity
in childhood reflects a family identity. This interaction has two components: a
readily observed context component whose primary characteristics are non-
spontaneous compliance and attempts to please and present well; and a partially
hidden content component of specific and patterned dysfunctional interaction.
Interaction is the behavioural aspect of family identity, but the identity of any
human system also has an ideational aspect. It is therefore assumed that the
observed interactions are associated with family meanings [50]. and that these
embody assumptions or myths which link into family history and cultural values and
norms. Geneticists working in the behavioural sciences now recognise the
significance of cultural transmission and its role in prevention [51]. We are
therefore pursuing this line of inquiry by examining the obese identity in more
detail and exploring the onset of obesity. .
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