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Abstract
Background: Traditional research primarily details child obesity from a risk perspective. Risk factors are disproportionately

higher in children raised in poverty, thus negatively influencing the weight status of low-income children. Borrowing from the field
of family studies, the concept of family resiliency might provide a unique perspective for discussions regarding childhood obesity, by
helping to identify mediating or moderating protective mechanisms that are present within the family context.

Methods: A thorough literature review focusing on (1) components of family resiliency that could be related to childhood obesity
and (2) factors implicated in childhood obesity beyond those related to energy balance was conducted. We then conceptualized our
perspective that understanding resiliency within an obesogenic environment is warranted.

Results: Both family resiliency and childhood obesity prevention rely on the assumptions that (1) no one single answer can address
the multifactorial nature involved with adopting healthy lifestyle behaviors and (2) the pieces in this complex puzzle will differ
between families. Yet, there are limited holistic studies connecting family resiliency measures and childhood obesity prevention.
Combining mixed methodology using traditional measures (such as general parenting styles, feeding styles, and parent feeding
behaviors) with potential family resiliency measures (such as family routines, family stress, family functioning, and family structure)
might serve to broaden understanding of protective strategies.

Conclusions: The key to future success in child obesity prevention and treatment may be found in the application of the resiliency
framework to the exploration of childhood obesity from a protective perspective focusing on the family context.

Introduction

S
ince 2004, over 3000 articles have been identified in
PubMed related to the causes of obesity in preschool
children, with many focused on a multitude of risk

factors leading to excessive weight. Although recent data
indicate a modest reduction in the prevalence of obesity in
2- to 5-year-olds,1 most US children grow up within an
obesogenic environment, which promotes a sedentary
lifestyle along with the overconsumption of food. This is
done by (1) providing easy access to inexpensive, high-
energy-dense foods; (2) reducing energy demands of daily
life activities; (3) increasing sedentary leisure time; (4)
limiting opportunities for recreational physical activity
(PA); and (5) marketing messages that promote eating and
sedentary behaviors.2 Based on family systems framework,
it can be conceptualized that how families cope with the
challenges of this environment is a product of their po-

tential for resiliency.3 Moreover, the underlying assump-
tion behind resiliency is that adverse challenges happen—it
is how stress is handled or perceived that defines whether or
not coping is successful.

The most basic definition of individual resiliency is the
ability to recover from an adverse (i.e., stressful) situation.
Warschaw and Barlow4 suggest that a resilient individ-
ual exhibits 10 components: possessing an unambivalent
commitment to life; feeling self-confident; being adapt-
able; demonstrating resourcefulness; being willing to take
risks; accepting personal responsibility; displaying a pos-
itive perspective; being open to new ideas; being proactive;
and exhibiting attentiveness. These positive attributes al-
low resilient individuals to balance life stressors, including
work and family, life cycle transitions, financial strains,
illnesses, and losses. Family resiliency is defined by Pat-
terson as ‘‘the process by which families are able to adapt
or function competently following exposure to significant
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adversity or crisis’’5 (p. 352). Bridging the child and the
community, the family is central as the processes of han-
dling adversity are enacted.5 Resilient families face chal-
lenges efficiently and are rarely derailed by stressors. Key
characteristics of resilient households include organized
and predictable routines, open and direct communication,
and the capacity to adequately deal with negative and
strong emotions.6,7

Considering that over three quarters of American pre-
schoolers and two thirds of children and adolescents are
not overweight or obese,1 it can be said that the majority of
children have shown to be resilient to the obesogenic en-
vironment. Identifying how these families construct and
manage their lives within this potentially high-risk envi-
ronment should provide valuable insights into under-
standing the multiple dynamics protecting preschoolers
from excessive weight gain and unhealthy behaviors.8

However, few studies directly link the long-established
concept of ‘‘family resiliency’’ with either the obesogenic
environment or with childhood obesity.9 There are never-
theless examples of family functioning that could be as-
similated to demonstrate the link between family resiliency
and childhood obesity. Hence, the aim of this study is to
provide a perspective that explores and integrates a family
resiliency framework into obesity prevention and describes
approaches that could be used in identifying protective
factors augmenting a family’s resiliency to the obesogenic
environment. We hypothesize that similarities underlying
resiliency and obesity prevention exist, can be measured
simultaneously, and should be integrated into intervention
studies.

Methods
The study was divided into two components: a thorough

(albeit not systematic) literature review focusing on (1)
components of family resiliency that could be related to
childhood obesity and (2) factors implicated in childhood
obesity beyond those related to energy balance. Search
words and phrases included resiliency (both individual and
family), childhood obesity, risk factors, protective factors,
prevention, family functioning, obesogenic environment,
parenting, and stress. Article abstracts containing any-
thing relevant to the topic were reviewed. Key concepts
regarding factors associated with family resiliency and
childhood obesity were extracted. PubMed was the pri-
mary database searched. Given that similarities were noted
between child obesity and resiliency research, we then
conferred to conceptualize our perspective that under-
standing resiliency within an obesogenic environment and
inclusion of resiliency measurements into future childhood
obesity prevention studies are warranted.

Results
Both family resiliency and childhood obesity prevention

rely on the assumptions that (1) no one single answer can

address the multifactorial nature involved with adopting
healthy lifestyle behaviors, and (2) the pieces in this
complex puzzle will differ between families. The breadth
and depth of the literature review findings validates these
assumptions. Yet, there are limited holistic studies con-
necting family resiliency measures and childhood obesity
prevention.

Family Resiliency
Figure 1 depicts the potential impact of family resil-

iency on child outcomes. Table 1 summarizes postulated
attributes of resilient families that apply to negotiating
the obesogenic environment. All families experience life
challenges. However, when stress and challenges accu-
mulate and family resources are weakened, children are
placed at risk for poor outcomes. Children at increased risk
for health and social problems are those who are exposed
to high levels of stress, in particular, children living in
poverty,10,11 given that their families consistently face
more chronic adverse situations.5 Further, poor women
from racial and ethnic minorities experience the most
economic, educational, and familial adversity.12 The im-
pact on their children is well described by Felner,10 who
states that ‘‘the likelihood that those caring for them
[children living in poverty] are experiencing stressful or
even problematic interactions elsewhere in the settings that
define their lives is clearly elevated (e.g. high stress levels;
high levels of job instability and underemployment; diffi-
cult, exhausting work)’’ (p. 42). Among economically
disadvantaged women, differences are observed when
viewing a gradient of incomes.13 How mothers perceive
their economic situation may modulate the impact of ac-
tual experience and reflect how they cope with their en-
vironment.13–17 Indeed, women who perceive themselves
as ‘‘strong’’ express their pride in overcoming life’s stressors
associated with poverty in spite of not having control over
their economic situation.18,19

What is intriguing is that most children living in poverty,
even though they are exposed to the same stressors as their
peers, thrive,20,21 avoiding drug and alcohol abuse, pro-
miscuity, and other risky behaviors. Although they may
experiment with risky choices (e.g., drinking beer, smok-
ing marijuana, and early sexual experiences), resilient
children elect not to continue with these choices. Children
become resilient when they learn to adapt to challenging
demands with guidance from positive, competent adults.22

In describing resilient children, Ginsburg23 uses the seven
critical C’s: competence; confidence; connection; charac-
ter; contribution; coping; and control. Further, he suggests
seven ways that parents can build resilient children: love;
let go; expect the best; listen; set a good example; en-
courage; and teach.

Childhood Obesity
It is well established that food intake and energy ex-

penditure are not the sole determinants of weight status.
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Initially, genetics and epigenetic changes during pregnancy
and the first years of life impact child growth and devel-
opment.24–27 Thus, a child is born with certain physiolog-
ical and behavioral propensities that ‘‘predict’’ weight
status. Utilizing the social-ecological framework, 28 actual
preschooler weight status is determined when these indi-
vidual propensities are exposed to experiences at home,
out-of-home care, and preschool (the microenviron-
ment).29–33 These experiences (and hence weight out-
comes) are modulated further by broader social, political,
and economic factors (the macroenvironment).28,33,34

Harrison and colleagues31 interpreted this framework by
describing ‘‘six broad spheres of influence within and
surrounding the child, namely, the cell, child, clan, com-

munity, country, and culture spheres,’’ each with its own
unique effect on the child’s development (p. 51). It has yet
to be determined whether a single component (the indi-
vidual, the microenvironment, or the macroenvironment)
is more influential in development of excessive weight
gain in early childhood, but it is clear that all three exert
their impact. Further, excessive weight during the pre-
school years tends to predict later obesity in children, with
its concomitant health consequences.35 It should be noted,
however, that not all children who are overweight or obese
will display metabolic symptoms (such as high blood
pressure, high serum lipids, or high blood glucose levels)
that would be expected as outcomes of their excessive
weight status.36

Figure 1. Proposed model depicting potential impact of family resiliency factors. 1Obesogenic environment is defined as one that promotes
a sedentary lifestyle along with the overconsumption of food.

Table 1. Attributes Promoting Family Resiliency
Four core family functions5 Protective factors22 Critical constructs100

Family formation
Nurturance, education, socialization
Economic support
Protection

Intimate partner relationship stability
Family structure
Stimulating environment
Family of origin influences
Belongingness
Family cohesion (family coherence)
Supportive parent-child interaction
Social support
Stable and adequate income
Adequate housing

Positive outlooks
Spirituality
Family member accord
Flexibility
Family communication
Family time
Share recreation
Routines and rituals
Support network
Financial management
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Risk and Protective Factors
Traditionally, research details the multifactorial nature

of child obesity from a risk perspective. Factors include,
but are not limited to, genetic predisposition, personal at-
tributes, family aspects, and environmental features. Some
personal risk factors are potentially modifiable (e.g., food
choices), whereas others are not (e.g., ethnicity).37 En-
vironmental factors (e.g., food costs, food availability,
inadequate parks, and infrastructure to support PA) are
distal to the individual.38 Risks associated with these issues
require policy and economic changes that are not con-
trolled by any one person,28 directing most research to
focus on the preschooler and the family environment.

Preschoolers’ personal attributes investigated include
child temperament,39,40 food preferences,41 eating behav-
iors,42 and PA patterns.43,44 Family aspects examined in-
clude feeding practices, feeding styles, and parenting
styles,45 with limited focus on family structure and family
stress.46 Even less attention is paid to direct observation of
family interaction patterns thought to regulate feeding
practices47 and emotion regulation.48,49 However, ques-
tions remain regarding measurement of current con-
structs50,51 as well as new directions for investigation.8

Borrowing from the field of family studies, the concept of
family resiliency might provide a unique perspective to
discussions regarding childhood obesity, helping to iden-
tify mediating or moderating protective mechanisms that
are present within the family context. Some protective
factors are not simply behavioral based; they often are set
by family values and cultural norms. Focusing on family
units rather than just on the child or the parent may be a
promising approach for interventions.52

Cumulative Risk and Family Ecology
Families are embedded in larger systems that influence

how they raise their children. Simple tasks, such as pro-
curing food, encouraging children to be physically active,
and sharing meals, are not only part of establishing healthy
lifestyles, but also can be constrained by available re-
sources. For example, access to fresh fruits and vegetables
in low-income neighborhoods is notably more difficult
than in wealthier neighborhoods,53 access to green space
and safe places to play is more restricted in low-income
neighborhoods,54 and although low income families value
the importance of sharing meals together, these units are
often marked by more chaotic and tense social interac-
tions.55 It is not that one single factor places the child at
risk for poor health outcomes, but rather the combined
effect of multiple spheres of influence on development.

Over time, risk factors accumulate and have a cumula-
tive effect on health. Because risk factors are dispro-
portionately distributed for children raised in poverty,
low-income children experience a high dose of risk factors
early in life that influence a preschooler’s weight. The most
common risk factors associated with poor health outcomes
include low maternal education, maternal stress, maternal
depression, single-parent household, and low income. Al-

though there are exceptions to expected negative out-
comes,13,56 most research highlights that the chronic stress
placed on low-income families in meeting basic needs
increases allostatic loads, thereby altering the body’s re-
sponses and negatively changing physio- and psychologi-
cal parameters.57

Using the risk perspective makes the assumption that by
reversing or preventing modifiable risks, positive results
may occur.58 However, efforts to reverse children’s weight
through weight loss interventions focused on modifiable
factors, such as increasing fruit and vegetable intake or
reducing sugar-sweetened beverage consumption, have
met with varying success, depending on family40,52,53,59–62

and healthcare provider involvement,59,63 whereas out-
comes of prevention efforts directed either at the individ-
ual, family, or environment are difficult to assess.64

Protective Factors and Family Ecology
An alternative approach to considering children’s

weight is to explore factors that might protect them from
gaining excessive weight while improving healthful be-
haviors. Previously identified protective factors for pre-
schoolers entering kindergarten below the 85th percentile
include longer hours of sleep, drinking whole milk at
kindergarten age, parental interactive play with children at
9 months, fewer children in the household, and mater-
nal agreement that infants should be fed when hungry in-
stead of on a schedule.65 An authoritative parenting style
also has an impact, albeit small, on preventing exces-
sive weight.46,66 Similar to parenting styles, an authorita-
tive feeding style predicts healthier weight.67 Sharing of
family meals is associated with healthy habits and lower
weight in children and adolescents62,70 and is directly or
indirectly linked to children’s health and well-being.71,72

Discussion
Although the development of this perspective is limited

by the lack of a systematic review, we believe that this
initial exploration opens the doors for collaborative dis-
cussions. Further, we suggest that rather than the tradi-
tional focus on energy balance in preventing childhood
obesity and the many risks present in the obesogenic en-
vironment, designing interventions that include promoting
family resiliency should be explored.

Family Resiliency within an
Obesogenic Environment

Whereas income, ethnicity, and race are considered risk
factors, in resilient families general positive parenting and
family practices transcend these variations in family de-
mographics.73 Yet, after examining the intricate list of at-
tributes associated with family resiliency (Table 1), it
becomes obvious that disparities among low-income and
minority populations implicate additional factors specifi-
cally related to healthcare, education, and income that
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influence a preschooler’s weight status and that such
families are at an immediate disadvantage, having fewer
financial, structural, and physical resources. Additionally,
attributes such as problem solving, communication, and
social support appear to predict positive outcomes.21 In
fact, many poor children, as a result, can grow up relatively
unscathed by the negative effects of poverty, suggesting
that parental behaviors and parent-child interactions, along
with protective factors within the child’s out-of-home en-
vironment, serve as buffers.

For individual adults, being female along with factors
such as internal locus of control, emotional regulation,
belief systems, self-efficacy, effective coping skills, as
well as increased education, skills and training, health, and
temperament appear to support resilient families.23 Many
of these factors have been addressed in designing and
implementing obesity prevention and treatment interven-
tions.40,61

Consider navigating through the obesogenic environ-
ment while simultaneously functioning as a family, par-
ticularly one having limited resources. It cannot be an easy
task. Most families are trying to cope the best they can.
Wansink and Sobal74 postulate that during a routine day,
hundreds of food and eating decisions are made. A family
must make two appraisals when faced with a challenge.5

The first is to evaluate how difficult it will be to address the
challenge, whereas the second is to determine the family’s
capability to address the challenge. It is the combination
of identified resiliency assets that determines how fami-
lies prioritize their decision making in terms of life’s
challenges.

Another aspect of the complex picture of child obesity,
decision making, has been explored by behavioral econo-
mists. Economists theorize that decisions are made in a fast
or slow process.75 Kahneman75 discusses that most deci-
sions regarding food fall into the ‘‘fast’’ process category
and are related to environmental stimuli (access to food,
portion sizes at restaurants, and ease of meal preparation),
whereas planning a meal or identifying caloric intake and
needs falls more into the ‘‘slow’’ process and requires in-
formation for the decision to be made. Despite efforts to
change the presentation of options (healthy foods first in
the buffet line, placement of fruits and vegetables, shelf
placement, and food label information), people tend to pick
their preferred option, sticking with the default. Though
Liu and colleagues76 suggest that simplifying nutrition
information may assist in easing decision making by
minimizing the information processing that needs to occur,
it is clear that with the complexity of this option, there may
be other more effective approaches for prevention efforts
to consider, while incorporating the behavioral economic
theories on decision making when discussing behavior
change.

Presented with the magnitude of decisions regarding
food and activity, how a family functions will determine its
choices. To date, no studies have specifically integrated the
concept of family resiliency and child weight status, al-

though previous qualitative and quantitative studies have
identified and incorporated attributes that relate to a re-
siliency perspective. One practice that appears to link re-
siliency and child overweight prevention is family
mealtimes,49 an often used proxy for family routines. The
more frequently the family eats together, the better the
child’s outcome in terms of risk reduction, including a
lower risk of obesity. However, it may not be the sheer
frequency with which families share meals as much as
what happens during the meal. The ways in which families
communicate during the meal, regulate emotion, and avoid
criticism and distractions have been shown to be related to
child weight status and food consumption.49 These pat-
terned interactions are part of the family’s daily routines
that provide a sense of order, predictability, and control to
everyday life.77 Families living in poverty that are able to
maintain daily routines, such as mealtimes, reduce the
likelihood that their children will have poor health out-
comes.55,78,79 Thus, family routines have been proposed as
a resiliency protective factor under stressful child-raising
conditions.77,80

Another important family health routine associated with
risk for obesity is sleep. Shortened sleep duration81–84 and
having a television in the bedroom85 have been associated
with the increased likelihood that a child will be obese.
Families that create routines around bedtime, such as set-
ting a regular time for bed, brushing teeth, and telling a
story, tend to have children who are better sleepers.86

Conversely, families who use less adaptive routines before
bedtime, such as watching television, eating a snack, or
engaging in active play, tend to have children with poorer
sleep quality.86 Parental sleep habits also may affect chil-
dren’s sleep habits, which, in turn, affect children’s risk for
obesity. After controlling for demographic factors, Jones
and colleagues found that when preschool-age children got
less than 10 hours of sleep per night and their parents got
less than seven hours of sleep per night, there was an in-
creased risk for the child to be obese.87 These findings,
along with others, suggest that the creation of adaptive
family sleep routines may serve as a resiliency protective
factor against childhood obesity.

In high-risk environments, many families develop prac-
tices to protect children from not only obesity, but also
other negative experiences they perceive to exist. As an
example, families living in crime-ridden neighborhoods
may not allow their children to play outside, which has
the unintended consequence of limited opportunities for
PA.47,88 Thus, this parental decision, made to promote the
physical safety of their child, results in an increased risk of
obesity. Another example of how the emotional climate
can negate appropriate health behaviors is evidenced by
parents who select healthful foods for a balanced diet, but
demand that a child eat everything on his or her plate.52,89

It is the reaction to known risk and protective factors that
determines the child’s resulting weight status. A broader
strategy to exposing the balance between promoting healthy
behaviors and limiting unhealthy behaviors is needed.
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Measuring Family Resiliency within an
Obesogenic Environment

An established approach to better understanding the
coping mechanisms and potential resiliency of low-income
families is to use mix methodology, integrating qualitative
and quantitative findings.90,91 Listening to low-income
families discuss their perceptions regarding their stressful
lives along with their feelings and attitudes regarding
child overweight enriches findings of quantitative studies
designed to identify specific approaches to managing the
obesogenic environment and expands the concept of
family resiliency within the obesogenic environment.92–94

Interestingly, low-income mothers express similar themes
regarding both coping with life stressors in general18,95 and
children’s weight status.92,94 Some low-income mothers
express negative thoughts about families with overweight
children, reflecting on poor parenting or lack of motiva-
tion while simultaneously acknowledging that genetics
play a role.92,94–97 These attitudes, however, depend on
maternal weight status.97 On the other hand, and even
during the same interviews, mothers believed that over-
weight children would outgrow their weight. Feelings of
guilt, lack of time, and fear of their child’s negative reac-
tions spurred mothers to make unhealthy food choices
despite possessing adequate knowledge.92,93 Negative

Table 2. Potential Measures for Determining How Resilient Low-Income Families
with Preschoolers Negotiate the Obesogenic Environments

Preschool obesity Family resiliency

Tool Measure Tool Measures

Parenting Behavior
Questionnaire-Head Start101

Responsiveness, permissiveness,
restrictiveness in general parenting
(40 questions)

Family Routines
Questionnaire109

Presence of mealtime routines, mealtime
media usage, as well as overall family
commitment (yearly, cultural/ethnic, and
weekend routines) (28 items)

Caregiver’s Feeding Styles
Questionnaire66

Caregiver feeding styles
(authoritative, authoritarian,
indulgent, uninvolved, as
determined by responsiveness and
demandingness) (19 questions)

Family Sense of Coherence
Scale (FSOC)110

Family’s ‘‘orientation that expresses
confidence that internal and external
stimuli are structured and predictable,
resources are available to meet the
demands from those stimuli, and the
demands are worthy challenges’’ (26
questions)

Child Feeding
Questionnaire102–104

Caregiver’s perception of their
child’s current weight and their
concerns about the child’s current
and future weight in addition to
their concern that their child eats
too much when they are not
around (4 questions)

Family Economic Strain
Scale111

12 items to determine perception of
personal financial position

Parental Dietary Modeling
Scale105

Parental modeling as related to
food (5 questions)

Financial Strain Scale16 10 indicators of financial stress

Parental Covert and Overt
Control Over Their Children’s
Diet106

10 questions regarding which
foods are brought into the house
and which are served

Colorado Child Temperament
Inventory112

A 30-item scale measuring sociability,
emotionality, attention span persistence,
reaction to food, and soothability

Children’s Eating Behavior
Questionnaire107

Food and satiety responsiveness
(9 items)

Financial Management Skills
Scale14

5 items measuring specific skills and
impression about management skills

Food Insecurity Questionnaire
USDA108

Measures running out of food,
anxiety, and perception regarding
food budget, reduced food intake
(18, 10, and 6 item scales)

Parent Stressor Index113 Sum of 8 questions regarding physical
health, mental health, financial strain, and
family structure plus a general stress
question

Family Adaptability and
Cohesion Scale (FACES) II114

30 items derived from FACES (Olson DH,
McCubbin HL, Barners H, Laresn A,
Muxen N, Wilson M. Family inventories:
Second revision. 1992. St. Paul: University
of Minnesota) describing relationships and
attitudes toward life

Family Environment Scale
Manual115

90-item questionnaire with 10 subscales,
one of which (Interpersonal Relationship)
measures family cohesion
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childhood memories guide decisions regarding current
family mealtimes.92–94,96 Balancing being a ‘‘good’’ par-
ent, dealing with everyday life stressors, and knowing what
should or should not be done within the expediency of the
moment prevented some mothers from setting limits and
boundaries necessary for creating a resilient family.

Quantitative approaches for measuring parenting in re-
lation to childhood obesity can be used to investigate
family resiliency. Combining traditional measures (such as
general parenting styles, feeding styles, and parent feeding
behaviors) with potential family resiliency measures (such
as family routines, family stress, family functioning, and
family structure) might serve to broaden understanding
of protective strategies. These traditional instruments
should be validated for ethnically diverse and low-income
mothers. Table 2 presents a limited summary of potential
instruments available to be used in combination to ex-
plore the concept of family resiliency in the obesogenic
environment.

Conclusions
One impetus for considering reframing preschooler obesity

prevention and treatment interventions toward a family re-
siliency perspective stems from the American Academy of
Pediatrics. During the revision process for Bright Futures,98 a
new chapter is being added: ‘‘Promoting Lifelong Health for
Families and Communities’’ (personal communication:
Joseph Hagan and Judy Shaw, editors). This is in addition to
current chapters on ‘‘Promoting Healthy Weight’’ and
‘‘Promoting Physical Activity.’’ Creating awareness among
healthcare professionals, in addition to providing knowledge,
is equally as important to guide families through their
decision-making processes.

Drawing upon existing literature on children living in
poverty78 and transactional models of development,99 we
propose that family resiliency against the obesogenic en-
vironment is the result of the cumulative effects of multiple
resources within the family environment and individual
coping skills. The number, intensity, duration, ratio of risk
to protective factors, and the perception of its situation
will determine whether a family demonstrates resilient
outcomes and exhibits resilient processes to life’s stressors.
Interventions and studies examining childhood obesity risk
and protective factors may find it beneficial to include one
or more measures of family resiliency to determine mod-
erating and mediating impacts on behavior and weight
status in conjunction with more traditional sociodemo-
graphic and parent-child interaction measures. Addition of
these measures can guide components that are currently
missing from interventions and change the perspective
from a risk analysis to a promotion of strengthened family
functioning.

Regardless of the challenges a family confronts in the
obesogenic environment, many children will achieve heal-
thy weights and practice healthy behaviors. However, it is
clear that the quest to successfully navigate the obeso-

genic environment is complex. A multitude of approaches
should be considered as progress is made toward healthier
child outcomes. To date, research has explored many
avenues for prevention and intervention, obtaining results
of varying effectiveness, while predominately investi-
gating food consumption and PA behaviors. In reality, the
key to future success may be found in the application of
the resiliency framework to the exploration of childhood
obesity from a protective perspective focusing on the
family context.

Throughout this article, we have attempted to connect
the concept of family resiliency with the occurrence of
childhood obesity. It is important to note that whereas
improving obesity-specific behavior may reduce a child’s
likelihood of being overweight or obese, if the same end
results might be obtained by improving factors within the
family context (such as reducing stress levels, establishing
predictable and organizing daily routines, improving per-
ception of economic strain, and enhancing financial man-
agement skills), we may be able to support positive overall
family functioning as the mechanism for improving weight
status related outcomes. As families take care of them-
selves the best way they can, we can support them effec-
tively in their efforts to live a healthy life. There is no one
single, simple intervention that can ameliorate nonresilient
families, just as there is no one solution to the prevention or
treatment for child obesity. Intervention would need to
depend on the family’s specific issues.

Hence, we encourage future research and intervention
to include measurement of components of family resil-
iency while simultaneously investigating childhood obe-
sity issues. In addition, characterizing which components
of parenting styles enhance family and child resiliency
in relation to eating and PA behaviors could greatly en-
hance programming efforts aimed at prevention of child-
hood obesity. Family resiliency against an obesogenic
environment deserves consideration by researchers and
practitioners in the fields of family studies, obesity pre-
vention, economics, and psychological science, to name
a few.
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