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ABSTRACT 

 
Parental concern for children’s weight plays an influential role in family dietary patterns, yet 

little is known about factors that predict this concern. The present study utilized data from a 

longitudinal cohort study on health and eating patterns to investigate if parental disordered eating 

attitudes and behaviors predicted concern for children’s weight at 10-year follow-up above and 

beyond children’s characteristics and other parental characteristics. In the final logistic 

regression model, greater drive for thinness, maintaining an under or overweight child, or 

gaining an under or overweight child were associated with increased likelihood of parental 

concern at 10-year follow-up at trend level (p<.10). Implications for future research are 

discussed.   
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CHAPTER 1 

 

INTRODUCTION 

 
Obesity prevalence has increased over recent decades in children, with associated 

increases in weight-related diseases, such as Type II diabetes (Goran, Ball, & Cruz, 2003; 

Ogden, Flegal, Carroll, &, Johnson, 2002; Ogden, Carroll, Kit, & Flegal, 2012).  As a 

consequence, more parents are concerned about their children’s weight being too high than ever 

before (Moore, Harris, & Bradlyn, 2012). Although some of this may reflect a healthy response 

to challenges parents face in raising healthy children in an obesogenic environment and to actual 

weight problems in children, some of this concern may be heightened by culturally-based factors 

that increase disordered eating attitudes and behaviors (Jaffe & Worobery, 2006).  Indeed, 

increased parental concern about a child’s weight has been associated with detrimental dietary 

practices in the home, such as parents encouraging their child to skip meals and/or snacks and 

restricting access to food in order to produce weight loss (Crawford, Timperio, Telford, & 

Salmon, 2006; May et al., 2007; Moore, Harris, & Bradlyn, 2012; Webber, Hill, Cooke, Carnell, 

Wardle, 2010). Additionally, children’s perceptions of parental concern about their body size has 

been linked to increased eating disorder scores and increased worry about weight amongst 

children (Gardner, Stark, Friedman, & Jackson, 2000; Smolak, Levine, & Schermer, 1999).  

Previous research has identified child and parent characteristics that are concurrently 

associated with greater concern. In children, these characteristics include being underweight, 

overweight, obese, older, and female (Crawford, Timperio, Telford, & Salmon, 2006; Moore et 

al., 2012; Wake, Salmon, Waters, Wright, & Hesketh, 2002), and, in parents, these include being 

overweight, a past or present eating disorder diagnosis, and fearing one’s own weight gain 

(Agras, Hammer, & McNicholas, 1999; Jaffe & Worobey, 2006; Lydecker & Grilo, 2016; 

Mazzeo, Zucker, Gerke, Mitchell, & Bulik, 2005; Peyers, Welk, Bailey-Davis, Yang, & Kim, 

2015). Yet, little is known about the combined influences of children’s and parental 

characteristics in predicting elevated concern for children’s weight. Thus the curren
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t study seeks to examine the influence of children’s characteristics versus parental 

characteristics, including parental eating pathology, on parental concern for their children’s 

weight at 10-year follow-up.  

Increased concern for children’s weight may be a reflection of children’s characteristics. 

In parallel to increased national concern for pediatric obesity, parents of children who are 

overweight or obese endorse greater concern for their children’s weight than those with normal 

weighted children (Crawford et al., 2005; Webber et al., 2010). Additionally, Crawford et al. 

(2005) highlighted that some parents reported concerns about their child being underweight, 

highlighting a desire amongst parents to have their child within the recommended weight range. 

Aside from concern attributable to a child’s weight status, other factors that contribute to 

concern, including the gender and age of a child, may be a reflection of cultural ideals of beauty. 

Parents report greater weight concerns for female versus male children despite evidence that the 

prevalence of overweight/obesity is generally equivalent across genders (Ogden, Carrol, Kit, & 

Flegal, 2012). Given that thinness remains the predominant standard of feminine beauty in 

Western culture (Bissell & Rask, 2010), this increased concern may be a reflection of parent’s 

adherence to cultural ideals of beauty. Additionally, parental concern is greater when considering 

weight for adolescent or adult children (Crawford et al., 2005). Heightened concern for 

overweight at older ages may reflect real-world consequences due to weight stigma. In the 

United States, adults who are obese are 6 times more likely than their normal weight peers to 

experience weight discrimination, including in the workplace and in interpersonal relationships 

(Puhl, Andreyeva, & Brownell, 2008; Turner, Wildschuet, & Sedikides, 2012). Parents may 

therefore endorse concern for their children’s weight not only because of associated health 

issues, but also because of the societal implications of being an adult in an overweight body. 

Taken together, parental concern may be driven in part by parents’ internalization of societal 

beliefs about weight and beauty.  

In line with this idea, cross-sectional studies of non-clinical samples indicate that parents 

who endorse core features of eating disorders and mothers who report fear of fatness exhibit 

greater concern for their child’s weight; however, these studies were unable to discern if parental 

eating pathology predicted concern or if these concerns are simply co-occurring (Jaffe & 

Worobery, 2006; Lydecker & Grilo, 2016a). To our knowledge, only one study has prospectively 

examined the influence of parents’ eating pathology on concern for their child’s weight. Agras et 
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al. (1999) found that mothers with a past or present eating disorder reported greater concern for 

their child’s weight at 5-year follow-up compared to healthy controls, indicating a relationship 

between eating disorder diagnosis and elevated concern. However, given its focus on a clinical 

sample, this study was unable to establish if dimensional differences in core eating disorder 

features prospectively predict parental concern in community samples..  

Further, previous studies on eating pathology and parental concern for children’s weight 

have largely focused on the concerns of mothers (Jaffe & Worobery, 2006; Agras et al., 1999). 

This is an important gap in the literature given recent longitudinal findings that young adults’ 

perceptions of their father’s, but not their mother’s, comments on weight predict drive for 

thinness at 20-year follow up (Klein, Brown, Kennedy, & Keel, 2016). These findings suggest 

that fathers play a unique and influential role that has been largely overlooked. Only one cross-

sectional study has explicitly examined the association between eating pathology and paternal 

concern for children’s weight in both fathers and mothers. Lydecker and Grilo (2016a) found 

that fathers with core eating disorder pathology reported similar levels of concern about 

children’s weight to that of mothers with similar pathology. These findings demonstrate that 

fathers as well as mothers need to be included in examining the prospective influence of eating 

pathology on parental concern for children’s weight. 

In addition to the gender of parents, other parental characteristics need to be accounted 

for in models examining predictors of parental concern. Previous research indicates that Latino/a 

and non-Latino Black parents tend to underestimate their children’s weight compared to non-

Latino White parents (Anderson, Hughes, Fisher, & Nicklas, 2005). Given that perceiving 

children as being at a normal weight was associated with lower parental concern for children’s 

weight (Moore et al., 2012), racial/ethnic minorities may be less likely to exhibit parental 

concern for children’s weight than non-Latino Whites. Finally, there is some indication that 

parents with higher body mass index (BMI, kg/m2) exhibit greater concern for their children’s 

weight (Faith et al., 2004; Peyers et al., 2015), thus a parent’s BMI should also be taken into 

consideration when predicting parental concern. Taken together, parents’ race/ethnicity and BMI 

need to be included as covariates when examining the association between parents’ eating 

pathology and their concern for their children’s weight.  
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The Present Study 

The current study utilized a longitudinal dataset of fathers and mothers to examine the 

prospective relationship between parents’ eating pathology and their concern for their children’s 

weight. Specifically the study examined the association of parents’ drive for thinness, bulimic 

symptoms, and accuracy of weight perception, particularly, over-perception of weight (i.e., 

believing one’s self to be at a higher weight than one is) with elevated concern for children’s 

weight. Over-perception of weight, drive for thinness, and binging and purging behaviors are 

features that occur across eating disorder diagnoses (American Psychiatric Association, 2013). In 

light of previous longitudinal findings that indicate a prospective relationship between eating 

disorder diagnosis and elevated concern for a child’s weight (Agras et al., 1999) and cross-

sectional analyses that suggest similar associations between dimensional measures of eating 

pathology and concern (Jaffe & Worobery, 2006; Lydecker & Grillo, 2016a), it was 

hypothesized that parents’ eating pathology would prospectively predict elevated parental 

concern for children’s weight at 10-year follow-up. Further, it was hypothesized that parents’ 

eating pathology would predict concern for children’s weight above and beyond the influences of 

children’s characteristics and other pertinent parental variables. As a secondary aim, exploratory 

analyses were conducted to test for possible interactions between child and parent characteristics 

to predict parental concern for children’s weight.  
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CHAPTER 2 

 

METHODS 

 
Participants 

 

Data for the present study were previously collected from participants who were initially 

recruited from a selective northeastern U.S. university in 1982 and 1992 to take part in a survey-

based longitudinal study on eating attitudes and behaviors (Keel et al., 2007). Consent was 

obtained prior to every wave of survey completion. The IRB of the institutions associated with 

data collection and analyses approved the study at each time point. The current study utilized 

follow-up data collected in 2002 and 2012 from participants enrolled in the 1982 and 1992 

cohorts, who indicated having at least one child in 2002 (n=569). The ethnic/racial breakdown of 

the current sample is: 80.5% European-American, 7.9% Asian-American, 5.5% Hispanic, 4.8% 

African-American, 1.3% other/undisclosed. The mean (SD) age of the sample was 38.4 (4.2) 

years in 2002, and the gender breakdown was 70.5% female, 29.5% male. Cohorts did not 

significantly differ on gender; however, the 1992 cohort had a larger proportion of participants 

who identified as racial/ethnic minorities than did the 1982 cohort [X2 (1, N=569)=4.96, p=0.04; 

26.6% in the 1992 cohort vs. 17.6% in the 1982 cohort]. As expected, the 1982 cohort (M=40.3 

years, SD=2.2) was significantly older than the 1992 cohort (M=31.2 years, SD=2.4, 

t(330.1))=43.41, p<.001) in 2002. Further, participants from the 1992 cohort had more children 

(M=2.64, SD = .80) than those from the 1982 cohort (M=2.35; SD = .92, t(567)=-2.32, p<.05) in 

2012, though the difference in average number of children was small.  

Procedures  

Participants were mailed a consent form, a self-report survey on eating behaviors and 

attitudes, and two addressed envelops for return of the consent form and survey. In order to 

maintain a high participation rate, surveys were mailed to participants up to 3 times. The survey 

included questions on demographics, height, weight, and eating/health attitudes and behaviors. 

Participants’ self-reported height and weight were used to calculate BMI. In addition, 

participants were offered the option of an on-line version of the survey in 2002 and 2012. Of 

those sought in 2002, 75% of women and 70% of men from the 1982 cohort, and 80% of women 

and 68% of men from the 1992 cohort, participated. Of those who participated, 44.5% reported 
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having children.  Amongst those with children in 2002, 81.7% provided follow-up data in 2012. 

Amongst eligible participants (i.e., had at least one child in 2002), those in the 1982 cohort were 

more likely to provide follow-up data than those in the 1992 cohort [83.7% vs. 74.2%; X2(1) = 

5.76, p<.05], thus responders in 2012 were significantly older (M=38.61, SD=4.15) than non-

responders (M=37.18, SD=4.15; t(563)= -3.14, p<.01). However, on average, responders were 

only older by approximately 1.5 years.  

Measures 

Children Characteristics.  

For each child, parents were asked to provide age, gender, and parental perception of weight 

status in 2002 and 2012. In 2002, participants with children were asked to record the age and 

gender of each child in their family. Participants were also asked to rate from 1 to 5 (1=very 

underweight; 5= very overweight), the weight of each child. In 2012, participants with children 

were asked to “specify gender, age, and whether biological and/or adopted” as a write in section 

on the questionnaire. Participants were also asked to indicate if they felt any of their children 

were underweight (Yes/No) or overweight (Yes/No).  

Parent Characteristics  

Eating Disorder Inventory (EDI).  Eating pathology was assessed using versions of the EDI 

Bulimia (EDI-BUL) and EDI Drive for Thinness (EDI-DF) subscales (Garner, Olmstead, & 

Polivy, 1983) available at the inception of the study. The EDI is a well-validated measure of 

eating pathology with high test-retest reliability for individuals with and without eating 

disorders, good internal consistency, and discriminant validity (Nevonen, Clinton, & Norring, 

2006; Thiel & Paul, 2006) as well as factor invariance in both men and women ranging from 20-

40 years of age (Keel, Baxter, Heatherton, & Joiner, 2007). The internal consistency for the EDI-

BUL is α= 0.83 in the literature (Garner et al., 1983) and α= 0.82 in 2002 data collection. The 

internal consistency for the EDI-DF is α= 0.85 in the literature (Garner et al., 1983) and α= 0.92 

in 2002 data collection. Participants were asked to rate agreement with items on a 6-point Likert 

scale from 1 (Never) to 6 (Always) such as, “I eat moderately in front of others and stuff myself 

when they’re gone,” from the EDI-BUL scale and “I am preoccupied with the desire to be 

thinner,” from the EDI-DF scale. The nonclinical scoring approach was used because it is more 

sensitive to individual differences in nonclinical samples (Garner & Olmsted, 1984). 
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Accuracy of Weight Perception. Participants were asked to indicate if they thought they 

were “very underweight, underweight, average, overweight, or very overweight.” Body mass 

index (BMI; kg/m2) was calculated using participant’s self-reported height and weight (see 

below for description of BMI). Using the Centers for Disease Control and Prevention 

recommended weight ranges (Centers for Disease Control and Prevention, 2015), participants 

with BMI below 18.5 kg/m2 were categorized as underweight, those with a BMI between 18.5 

and 24.9 kg/m2 were categorized as average weight, and those with a BMI of 25 kg/m2 or above 

were categorized as overweight. Participant’s assigned BMI categories were then compared to 

their self-reported identification of current weight. Participants who perceived their weight 

category to be higher than their BMI weight category were categorized as over-perceivers. Those 

whose perceived and BMI category matched were categorized as accurate perceivers. Finally, 

those who perceived their weight category to be lower than their BMI weight category (i.e., those 

whose BMI is >25 kg/m2 but perceived themselves as less than overweight) were categorized as 

under-perceivers. This method of identifying accuracy of participants’ weight perception is in 

line with previous methods in the literature (Krauss, Powell, & Wada, 2012). 

Parental concern about children’s weight. At each wave, participants with children 

were asked to rate on a 5-point Likert scale from 1 (Not at all) to 5 (Extremely worried) how 

worried they were about their child’s weight in general, which for families with more than one 

child would collapse parental concern across all children. While only assessed in one item, this 

item is similar to others used to assess parental concern for child’s weight in previous studies 

(Crawford et al., 2006; Moore et al., 2012).  

Parental Covariates 

Body Mass Index (BMI; kg/m2). Participant BMI was calculated based on participant’s self -

reported height and weight. Previous literature shows strong relationships between self-reported 

height and weight with objective measurements supporting the validity of participant report 

(Burton, Brown, & Dobson, 2010). 

Age, Gender, Race/Ethnicity. Participants were asked to indicate their sex 

(male/female) and current age. Participants were also asked to indicate their race/ethnicity by 

selecting all race/ethnicity categories that best described them.  
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Data Analysis 

Given that 18.5% of 2002 responders failed to provide follow-up data in 2012, multiple 

imputation methods in SPSS version 23 were used to impute missing values and prevent bias in 

analyses.  Parental concern for children’s weight was coded into a binary variable with 0 

equaling no parental concern for children’s weight and 1 equaling any concern for children’s 

weight. The outcome variable was collapsed into two categories due to low count numbers in the 

higher end of the ordinal variable and to be in line with previous research, which used similar 

methodology (Moore et al., 2012).  

Given that children’s characteristics (i.e., age, gender, and perceived weight) could 

change from 2002 to 2012 and thus may influence changes in parents’ report of concern for 

children’s weight, change in child characteristic variables were created using parent-report from 

2002 and 2012. Previous research has reported that parents indicate greater concern that their 

child will be overweight as an adolescent or adult than for their child’s current weight, therefore 

a change variable for age was created to reflect the addition or maintenance of the presence of 

adolescent/adult children in the family. Offspring were coded as young children if their age was 

below 10 years old and as an adolescent/adult if their age was 10 years or greater. Thus, 

participants with adolescent/adult child in 2002 and in 2012 were coded as maintaining 

adolescent/adult children (referent group), and participants who had young children in 2002 and 

adolescent/adult children in 2012 were coded as gaining an adolescent/adult child. 

Similarly, a gender change variable was created to capture the addition or maintenance of 

female children given evidence that parents report greater concern for the weight of female 

offspring compared to males. Thus, participants who reported only male children in 2002 and in 

2012 were coded as maintaining male children (referent group). Participants with at least one 

female child in 2002 and in 2012 were coded as maintaining female children, and participants 

who had no female children in 2002 and then reported at least one female child in 2012 were 

coded as gaining a female child. 

A change in child weight variable was also created to reflect the addition, subtraction, or 

maintenance of overweight/underweight children. Previous research suggests that parents report 

greater concern for children who are outside the normal weight range (i.e., either under or 

overweight), thus four weight change variables were created to reflect changes in normal and 

underweight/overweight status. Participants who indicated that their children were of a normal 
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weight in 2002 and in 2012 were coded as maintaining normal weight (referent group). 

Participants who indicated that their children were normal weight in 2002 and were either under 

or overweight in 2012 were coded as gaining an under/overweight child. Participants who 

indicated either having an under or overweight child in 2002 and still having an under or 

overweight child in 2012 were coded as maintaining an under/overweight child. Last, 

participants who indicated having an under or overweight child in 2002 and all normal weighted 

children in 2012 were coded as having children become average weight. Dummy coded change 

variables were created to account for change in parental concern for children’s weight due to 

changes in children's characteristics over time. Finally, due to the low number of non-white 

responders, race/ethnicity was collapsed into a binary, white/non-white variable.  

Several logistic regression models were used to identify parental and child characteristics 

that predict parental concern for children’s weight. Based on findings from these regression 

models, a hierarchical regression was performed. In step one of the model, parent’s baseline 

concern for their children’s weight from 2002 was entered into the model. In step two, change in 

children’s weight from 2002 to 2012 was entered and in the final step, parents’ drive for thinness 

from 2002 was entered as a predictor of concern for children’s weight above and beyond 

variance accounted for by children weight and baseline concern.  

As part of the secondary aim of the proposed study, separate hierarchical logistic 

regression models were performed to test potential interactions between parent’s eating 

pathology (i.e., drive for thinness, bulimic symptoms, weight perception) and child 

characteristics (i.e., change in gender, age, perceived weight). In all models, relevant predictors 

and baseline concern were entered into step 1. In subsequent models, interaction variables were 

created for combinations of each of the parent predictors and the children’s characteristics and 

included in step 2.  

Power Analyses 

Power analyses were conducted using G*Power. To estimate the minimal effect size with 

power = .80 for a logistic regression, we entered the alpha level (.05), the likelihood of reporting 

parental concern for children’s weight [Pr(Y=1|X=1) H0 = 0.5], the total sample size (n=569), 

the amount of variance accounted for by other variables (R2=0.3), and the distribution of 

predictors (e.g., continuous, dichotomous). With this information in place, we calculated having 

power of .80 to detect an odds ratio of 1.38 (small effect size) for the primary continuous 



10 
 

predictors (i.e., parental drive for thinness and bulimic symptoms). We calculated having power 

of .80 to detect an odds ratio of 3.22 (medium effect size) for weight perception (Chen, Cohen, & 

Chen, 2010; Faul, Erdfelder, Lang, & Buchner, 2007).   
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CHAPTER 3 

 

RESULTS 
 

Table 1 presents descriptive statistics for all variables. On average, participants were in a 

healthy weight range with a mean (SD) BMI of 23.8 (3.8) kg/m2. While 34% of participants 

believed themselves to be overweight or very overweight, the majority of participants accurately 

perceived their weight (76.6%). Only 11.6% of participants perceived their weight to fall within 

a higher BMI category than was accurate. On average, participants’ scores were towards the 

lower end of the possible range on the drive for thinness subscale (mean: 10.9, range: 5-29) and 

the bulimia subscale (mean: 10.0, range: 6-23). At baseline, 57.8% of children were perceived to 

be within a healthy weight, and this rose to 64.4% at follow-up. In contrast, a little over one third 

of participants expressed concern for their children’s weight at baseline, and this rose to more 

than half reporting concern at follow-up. These descriptive patterns suggest that something other 

than the children’s perceived weight is driving changes in concern from baseline to follow-up. 

For children variables, a little over one third of families had children falling only within an 

average weight range at both time points and the majority of families had at least one girl in both 

2002 and 2012 (67%)., Further, the majority of participants (74.6%) gained (versus maintained) 

an adolescent or adult child over the course of the 10-year follow-up period.  

Table 2 presents results from unadjusted logistic regression models between parental 

concern for children’s weight and variables of interest. Results indicate that participants with 

children who were over or underweight in 2002 and remained over or underweight in 2012 were 

approximately 8 times more likely to indicate concern for their children’s weight in 2012 than 

participants whose children fell in an average weight range at each time point [p= 0.04, OR: 

8.22, 95% CI:1.18, 57.13]. Further, participants with higher drive for thinness were significantly 

more likely to exhibit concern for their children’s weight at follow up [p=0.02 OR: 1.05, 95% 

CI: 1.01, 1.10]. 

Table 3 presents results from a hierarchical logistic regression which included variables 

indicated as significant predictors of parental concern for children’s weight in unadjusted 

models. In the initial logistic regression (model 1), baseline concern predicted concern at follow-

up (p= .001, OR: 2.03, 95% CI: 1.35, 3.07). Model 2 further adjusted for change in children’s 

weight status over 10-year follow up and replicated findings from the unadjusted regression 
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model. Specifically, participants with children who remained in the over or underweight range 

from 2002 to 2012 exhibited greater likelihood of indicating parental concern for children’s 

weight in 2012 than participants whose children remained in an average weight range from 2002 

to 2012 (p<0.05, OR: 7.19, 95% CI: 1.03, 50.27). Further, having a child become under or 

overweight was associated at trend level with increased likelihood of parental concern at follow-

up (p=.09, OR: 6.86, 95% CI: 0.64, 73.52 ) while having children transition from under or 

overweight to average weight was not associated with a significant reduction in concern. Model 

3 further adjusted for baseline drive for thinness. In this final model, while maintaining an under 

or overweight child, gaining an under or overweight child, and greater drive for thinness 

increased likelihood of parental concern at 10-year follow-up, these variables did not reached 

significance; however, all approached traditional thresholds for statistical significance (p<.10). 

In this final model, only baseline concern predicted concern at follow-up. Finally, while not 

presented, interaction terms between parental and child characteristics were computed to test for 

potential moderation; however, none of the interaction terms approached significance (all p-

values ≥ .10). 
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CHAPTER 4 

 

DISCUSSION 
 

The primary aim of the current study was to investigate the potential role of parent’s 

eating pathology in predicting parental concern for children’s weight above and beyond baseline 

concern and changes in child characteristics. Results suggest that both parents’ drive for thinness 

and maintaining children who fall outside the healthy-weight category were linked to parental 

concern for children’s weight in the expected direction; however, these findings did not reach 

statistical significance in a final multivariable model. Rather, only baseline concern for 

children’s weight was a significant predictor of concern at 10-year follow-up. Further, 

exploration of interactions between parent and child characteristics did not yield statistically 

significant predictors. The current findings do not support the hypothesized relationship between 

parent’s eating pathology and concern as we were unable to reject the null hypothesis.  

Prior research found associations between parent’s eating disorder symptoms and 

parental concern (Agras et al., 1999; Lydecker & Grilo, 2016a, 2016b; Sadeh-Sharvit et al., 

2015). Our inability to replicate this finding may reflect the lower severity of eating pathology in 

our nonclinical sample. Indeed, participants in the current sample had eating disorder scores that 

on average fell towards the lower end of the possible range. To date, the majority of studies have 

employed a clinically severe sample or created disordered eating groups drawn from community 

samples (Agras et al., 1999; Lydecker & Grilo, 2016a; Sadeh-Sharvit et al., 2015). Taken 

together, our findings and previous research suggest that parental eating pathology may only 

impact parental concern for children’s weight at higher levels of pathology. Further, previous 

studies have examined the association between parent’s concern for their children’s weight and 

children’s variables at one time point (Crawford et al., 2006; Moore et al., 2012; Wake et al., 

2002) while our study examined how change in children’s variables influenced parental concern 

over a 10-year period. Through the creation of these change variables, we were able to more 

rigorously control for developmental changes experienced by children over time and their effects 

on parental concern; however, this may have reduced our ability to detect the association 

between baseline eating pathology and parental concern at follow-up. Indeed, by using baseline 

eating pathology we did not take into account documented decreases in dieting and drive for 

thinness as women mature from young adulthood to adulthood (albeit the direction of this 
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finding is reversed in men; Keel et al., 2007). Thus, it is possible that by failing to create 

temporal equality between the eating pathology variables and children’s variables, we did not 

take into account how individual differences in these trajectories might predict changes in 

concern for children’s weight. Last, while parental concern for children’s weight was collapsed 

into concerned verses not concerned, similar to analyses by Moore et al. (2012), other research 

has utilized multiple-item questionnaires to assess parental concern allowing for more variability 

in responses across participants (Lydecker & Grilo, 2016a; May et al., 2007). Thus it is possible 

that we were hindered in our ability to replicate findings by the restricted range in responses in 

our outcome measure. 

Interestingly, the direction of our findings suggest that parents with any child falling 

outside of a normal weight range at any point exhibit greater concern than those parents with 

children who always fell in a normal weight range; however, this was most notable for parents of 

children who were consistently outside of the healthy weight range. This pattern of findings may 

reflect larger societal messages about weight (Schwartz & Puhl, 2003). Specifically, messages 

from media and fashion outlets have historically promoted thinness and, more recently, being 

toned, as indicators of beauty and success (Grammas & Schwartz, 2009; Willis & Knobloch-

Westerwick, 2014). In addition, reducing incidence of overweight and obesity has been a main 

focus of public health intervention and policy in the United States (Walls, Peeters, Proietto, & 

McNeil, 2011) with $836 million dollars spent on obesity research funding in 2012 alone 

(National Institutes for Health, 2016). Many public health campaigns regarding overweight and 

obesity have been met with mixed results, and recent evidence suggests that campaigns focused 

on the importance of weight instead of healthy diet and exercise may negatively affect young 

people and increase rates of disordered eating (Cogan, Smith, & Maine, 2007; Puhl & Heuer, 

2010; Puhl, Peterson, & Luedicke, 2013; Vartanian & Smyth, 2013). Given increased attention 

on pediatric overweight and obesity, combining under and overweight children into a single 

category may have hindered our ability to detect differences in concern more specifically linked 

to children falling in an overweight range. Consistent with this, parents were more likely to 

report concern for overweight children compared to underweight children in 2002 [X2 (1, 

N=237)=9.75, p=0.02]. In 2002, 62.5% of parents with overweight children expressed concern 

compared to only 41.8% of parents with underweight children. However, this association was no 

longer significant in 2012 [X2 (1, N=237)=9.75, p=0.02].  Thus, a future direction may be to 
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separate under and overweight children to investigate how parental concern differs across these 

weight categories.   

Our findings further suggest the lasting effects of parental concern about children’s 

weight as concern at baseline was the best predictor of concern at 10-year follow-up above and 

beyond actual changes in children’s variables and most notably above changes in children’s 

weight. Further, despite the finding that fewer children fell outside a healthy weight range at 

follow-up, more parents actually reported concern for children’s weight at follow-up. These 

findings suggest that once a parent becomes concerned for children’s weight, that concern 

persists over time. This idea is further supported by the direction of findings from regression 

models suggesting that even once children transitioned into an average weight range, parents 

were still more likely to report concern for these children than the parents of children who were 

always in an average weight range. Future research should investigate if young adults who fell 

outside of a normal weight range in childhood are more likely to receive parental encouragement 

to diet and comments about weight than children who were always of an average weight.  

In addition, there might be a potential driver of change not captured in analyses as 

evidenced by the increase in number of parents reporting concern, but decrease in over or 

underweight in children. Public health programming aimed at increasing parental concern may 

have contributed to increased rates of this concern between 2002 and 2012. For instance, in 2003 

Arkansas was the first state to implement a state-wide school-based BMI measuring program that 

sent reports home to parents about a child’s risk for obesity and a child’s weight trajectory. This 

process, otherwise known as “BMI report cards,” was also adopted by Florida, New York, 

Pennsylvania, and Tennessee (Vogel, 2011). BMI report cards and other weight-related 

initiatives likely have played a role in increasing the percentage of parents reporting concern 

about their children’s weight (Vogel, 2011) in the follow-up period from 2002 to 2012. Future 

research should investigate if such programing increases concern for all parents and if this may 

harm children through increased weight stigma and maladaptive dietary practices to reduce 

weight (Evans & Sonneville, 2009; Ikeda, Crawford, & Woodward-Lopez, 2006). 

Of note, the presence or absence of female children over time was not significantly 

associated with parental concern at 10-year follow-up. This was a surprising finding in light of 

previous research that suggests that parents generally report greater concern for female children’s 

weight (Agras et al., 1999; Moore et al., 2012; Sadeh-Sharvit et al., 2015). Our finding may 
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reflect the growing trend of messaging about weight and shape for both men and women. Indeed, 

recent studies have documented growing use of supplements accompanied by body 

dissatisfaction in boys (Field et al., 2005 Neumark-Sztainer et al., 2006). Therefore, parents may 

be equally concerned for the weight of their children irrespective of the child’s gender due to 

growing sociocultural pressures for boys, like girls, to maintain a certain weight. Last, the 

addition of adolescent/adult children compared to maintaining adolescent/adult children did not 

predict concern. This finding highlights that parents’ concern for their children’s weight may not 

be tied to developmental changes in children, but rather is developed early and maintained 

throughout the child’s life.  

In line with previous findings from Lydecker and Grilo (2016a), we found that parent’s 

gender did not influence level of concern at 10-year follow-up. Thus, while much of the research 

on the influence of eating pathology on children has focused on mothers, our findings support the 

conclusion drawn by Lydecker and Grilo (2016a) that fathers represent a relevant source of 

concern for children’s weight. Further, given findings that father’s comments about young 

adult’s weight predict later eating pathology in adulthood (Klein et al., 2016), our findings 

reinforce the need to include fathers in examining the interplay between parental behaviors and 

eating pathology in children.  

Finally, changes in children’s weight status, age, or gender did not significantly interact 

with parent’s eating pathology, including drive for thinness, bulimic symptoms, and weight 

perception, to predict parental concern for children’s weight. They also did not interact with 

other parent variables such as parent’s gender, age, BMI, or race/ethnicity. Further, exploratory 

analyses of interactions between parent variables (e.g., drive for thinness by age) and between 

children variables (e.g., change in weight by changes in age) did not yield significant findings. 

The lack of significant interactions suggest that parents exhibit concern for children’s weight 

irrespective of the interplay between parent and child characteristics.  

Our study had a number of strengths. The use of longitudinal data extended the current 

literature by investigating the predictive influence of parent’s eating pathology on subsequent 

concern for children’s weight. Further, our use of child change variables allowed us to account 

for change in parental concern for children’s weight that was attributable to changes in their 

families. In addition, the use of dimensional measures of eating pathology in a community 
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sample increases generalizability to the populations to whom obesity prevention efforts are 

targeted and in which eating disorders emerge.  

 Despite these strengths there are limitations to the current study. The measure used to 

assess parental concern was a single-item Likert scale question that asked participants how 

worried they were about their children’s weight in general. Single-item assessments are 

associated with greater error variance, and the item did not reveal for which child concern was 

expressed or why. Thus, the use of a binary variable regarding concern may have been too 

simplistic a measure of a heterogeneous phenomenon, only part of which may be linked to 

parental history of eating pathology. In addition, given that the question regarding concern for 

children’s weight was asked for all children in the family and that participants were asked to 

indicate if any of their children fell in an overweight or underweight range, we were unable to 

determine if parents differentially exhibit concern for different children in the family. While any 

parental concern for children’s weight and subsequent dietary changes are likely to affect all 

children in a home (Campbell et al., 2007), it is possible that parental eating pathology may 

predict concern for one child’s weight depending on that child’s weight, gender, or age, but not 

for other children in the home. Our family-based variables may have obscured these associations. 

Given that we were unable to tease apart changes in specific children this limitation requires 

further investigation as parent’s eating pathology may negatively impact some children but not 

others even within the same household, and these differences may depend on the characteristics 

of specific children. 

 Our study was also limited by the sole use of self-report data, which has been criticized 

as potentially introducing self-presentation bias (Fairburn & Beglin, 1990; Meyer, McPartlan, 

Sines, & Waller, 2009). Further all children’s characteristics were reported by parents, including 

children’s weight status. Given documented inconsistencies in how parents perceive their 

children’s weight and their children’s actual weight, some parents may overestimate or 

underestimate their children’s actual weight (Crawford et al., 2006).  However, the literature 

suggests that parents report less concern for children’s weight if they perceive that weight to be 

in the normal range regardless of the accuracy of that perception supporting the idea that parent’s 

perception of weight is a better predictor of parental concern than a child’s actual weight. The 

study was further limited by the need for continuity in methods and survey items used in the 

1982 study in order to ensure that results were not influenced by differences in items or method 
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used. Last, data were collected from a selective Northeastern university, and men and 

racial/ethnic minorities were underrepresented in the sample, thus our results may be limited in 

generalizability.  

Our results further highlight the concern felt by parents in ensuring that their children’s 

weight is in a normal weight range. Given that nationally approximately one-third of children 

currently fall outside of this range, this is likely a concern felt by many parents (Ogden et al., 

2002; Ogden et al., 2012).  Our finding that concern for children’s weight increased over time 

irrespective of changes in children’s characteristics may point to parents’ internalization of 

societal messages about the importance of being at a normal weight for children. Future research 

should investigate whether parents have internalized these messages about children’s weight and 

if so what effect that may have on their and their children’s dietary behaviors and eating 

pathology.    
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Table 1. Descriptive Statistics for Variables  

Baseline parent variables Mean (SD) 

        Age 38.4 (4.2) 

        BMI 23.8 (3.8) 

        Drive for thinness 10.9 (4.7) 

        Bulimic symptom scores 10.0 (3.4) 

Baseline parent variables N (%) 

        Concern for children’s weight   

                No concerned 356 (62.6) 

                Concerned 213 (37.4) 

        Cohort  

               Cohort 1 449 (78.9) 

               Cohort 2 120 (21.1) 

        Sex  

                Male 168 (29.5) 

                Female 401 (70.5) 

        Race/ethnicity  

                White 458 (80.5) 

                Non-white 111 (19.5) 

        Weight perception  

                Underweight 22 (3.9) 

                Average weight 359 (63.1) 

                Overweight 170 (29.8) 

                Very overweight 18 (3.2) 

        Accuracy of weight perception  

                Over-perception of weight 66 (11.6) 

                Accurate perception of weight 436 (76.6) 

                Under-perception of weight 67 (11.8) 

Children change variables N (%) 

        Gender change  

                All boys 124 (21.8) 

                Gained girl 64 (11.2) 
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Table 1 continued  

Children change variables  

        Gender change  

                Maintained girls 381 (67.0) 

        Weight change  

                Stayed average weight 220 (38.7) 

                Gained over/underweight 109 (19.2) 

                Became average weight 147 (25.8) 

                Maintained under/overweight 93 (16.3) 

        Age change  

                Gained an adolescent/adult child 422 (74.6) 

                Maintained an adolescent/adult child 144 (25.4) 

        Children count  

                Additional children born 290 (51.0) 

                No new children born 279 (49.0) 

Concern at follow up  

Not concerned 258 (45.4) 

Concerned 311 (54.6) 
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Table 2. Associations between predictor variables and parental concern for children’s weight 

at 10-year follow up 

 

Variable names Parental concern for children’s weight 

at 10-year follow up: 

Odds ratios  

(95% Confidence intervals)1 

p-values 

Parent Baseline Measures   

Parental concern for children’s weight 2.03 (1.35, 3.07) .001 

Age .99 (.94, .32) .51 

Sex .96 (.36, .47) .91 

Race/ethnicity .91 (.25, 3.40) .87 

BMI .99 (.94, 1.05) .75 

Cohort 1.16 (.70, 1.93) .56 

Drive for thinness 1.05 (1.01, 1.10) .02 

Bulimic symptoms 1.04 (.98, 1.11) .82 

Weight perception 1.01 (.76,1.34) .96 

Accuracy of weight perception   

Over-perception of weight 1.08 (.61,1.92) .79 

Under-perception of weight .98 (.48, 1.10) .95 

Children change variables   

Gender change   

Gained girl2 1.19 (.56, 1.29) .72 

Kept girl2 1.05 (.59, 1.88) .86 

Weight change   

Stayed over/underweight3 8.22 (1.18, 57.13) .04 

Gained over/underweight3 6.66 (.69, 70.52) .08 

Became average weight3 1.34 (.86, 2.07) .19 

Gained older child4 1.18 (.77, 1.81) .44 

Additional children born5 .97 (.69, 1.36) .86 

1All values indicate odds ratio of parental concern for children’s weight regressed onto variable 

2Gained girls = over 10-year follow-up, a female child was added to the family, Kept girl= a female child was present in family at 

baseline and follow-up. Referent group is Kept boys= only male children were present in family at baseline and follow up 
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Table 2 continued 

3Stayed over/underweight = at baseline and follow-up, the family had a child falling in the over and/or underweight range, gained 

over/underweight= over 10-year follow up, an over and/or underweight child was added to the family, Became average weight= 

the family had an over and/or underweight child at baseline, but did not at follow up. Referent group is Maintained average = 

only average weighted children were present in family at baseline and follow up 

4Maintained older children= the family had children falling about the age of 10 years at baseline and 10-year follow up. Referent 

group is Gained older child = family had children under age of 10 at baseline and above the age of 10 years at follow up. 

5Additonal children born= at least one child was added to the family during 10 year follow-up period. Referent group is No new 

children born. 
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Table 3. Associations between parental concern for children’s weight, children’s weight, 

and drive for thinness 

 

Variable names Model 1 

Odds ratios  

(p-values) 

Model 2 

Odds ratios  

(p-values) 

Model 3 

Odds ratios  

(p-values) 

Baseline concern 2.03 (p=.001) 1.98 (p<.001) 1.87 (p=.02) 

Stayed over/underweight1  7.19 (p<.05) 7.16 (p=.05) 

Gained over/underweight1  6.86 (p=.09) 6.92 (p=.09) 

Became average weight1  1.14 (p=.56) 1.14 (p=.58) 

Baseline drive for thinness   1.04 (p=.07) 

1Stayed over/underweight = at baseline and follow-up, the family had a child falling in the over and/or underweight range, gained 

over/underweight= over 10-year follow up, an over and/or underweight child was added to the family, Became average weight= 

the family had an over and/or underweight child at baseline, but did not at follow up. Referent group is Maintained average = 

only average weighted children were present in family at baseline and follow up 
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